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“If  one  wishes  to  fortify  cod  liver  oil,  it  is  far  more 
reasonable  and  efficacious  to  increase  its  potency 
by  adding  a small  amount  of  viosterol,  which  is  a 
specific  in  the  prevention  and  cure  of  rickets,  as  it 
brings  about  calcification  not  only  of  the  bone  but 
of  the  proliferating  cartilage  as  well.”  (Hess, 
Alfred  F.,  Am.  J.  Dis.  Child.  41:1081;  May,  1931.) 


MEAD’S  10  D Cod  Liver  Oil  with  Viosterol  is  the 
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EDITORIALS 

A NFAV  YEAR 

The  Journal  extends  to  every  physician  in 
Kentucky  its  best  wishes  for  a happy,  success- 
ful new  year.  The  Journal  does  tliis  with 
the  full  knowledge  of  the  economic  difficul- 
ties with  which  we  find  ourselves  surrounded. 
Like  every  other  pi'ofession  and  vocation,  we 
are  finding  ourselves,  each  in  our  own  local 
.sphere,  in  a state  of  greater  or  less  complex- 
ity or  difficulty.  Financial  landmarks  and 
bulwarks  that  had  seemed  iiermanent  and  im- 
jiregaable  have  disappeared  and  there  are 
changes  in  economic  values  that  a few  years 
ago  would  have  seemed  impossible.  However, 
the  principles  of  service  upon  which  the  med- 
ical profession  rests  itself  are  eternal.  Even 
with  the  loss  of  income  from  our  investments 
or  lack  of  income  from  our  services,  the  phy- 
sician has  still  but  one  objective — that  is  to 
render  service  in  the  prevention  and  cure  of 
disease.  For  the  past  two  years  w’e  have 
found  it  necessary  to  tighten  our  belts,  to 
reduce  our  expenditures,  sometimes  even  to 
suffer,  Imt  we  must  maintain  our  courage 
and  continue  to  carry  on. 

In  Kentucky  we  can  be  proud  of  our  rec- 
ord. We  have  definitely  reduced  unnecessary 
suffering  and  death  from  unnecessary  pre- 
ventable diseases.  We  have  increased  our  fa- 
cilities for  better  and  more  effective  service 
to  our  people  by  the  developiment  of  larger 
hospitals  in  the  cities  and  smaller  ones  in  the 
towns  and  villages.  We  have  developed  a 
public  health  service  second  to  none.  We 
have  kept  the  faith.  We  must  make  it  clear 
to  our  people  that  we  can  only  continue  to 
do  this  with  their  consent  and  suiiport.  They 
must  assume  a larger  share  in  the  support  of 
the  community  hospitals  which  are  essential 
for  the  successful  practice  of  modern  scien- 
tific medicine.  We  miust  make  clear  to  them 
that  the  office  expenses  of  the  modern  phy- 
sician have  tremendously  increa.sed  and  must 
be  met  if  they  are  to  have  the  advantage  of 
his  services.  We  will  have  no  .sen.se  of  despair, 
in  a period  where  despair  has  become  too  uni- 
versal, but  we  will  continue  to  keep  the  faith 
and  give  the  best  service  that  can  be  given  to 
our  people. 


MEDICAL  SERVICE  IN  KENTUCKY 
In  this  issue  of  the  Journal  we  are  print- 
ing a thoughtful  consideration  of  the  impor- 
tant subject  of  Medical  Service  in  Kentucky 
by  one  of  our  most  progressive  members.  Dr. 
Virgil  E.  Simpson.  Wc  commend  its  careful 
reading  to  every  member  in  the  state.  It  will 
naturally  be  read  in  conjunction  with  the  sta- 
tistical study  of  the  subject  by  Dr.  J.  S. 
Chambers,  of  the  Universit3’  of  Kentuckj’.  It 
is  particularly-  timeh-  because  it  comes  just 
at  the  beginning  of  a se.s.sion  of  the  General 
Assembly  where  medical  matters  are  msually 
considered.  It  arms  the  profession  with  many 
facts  and  suggestions  of  great  value.  As  in 
dividuals  you  may-  disagee  with  some  of  the 
suggestions,  Imt  in  its  principles  it  accords 
with  the  best  considered  thought  of  the  medi- 
cal profession  at  this  time  and  we  feel  sure 
that  the  profession  of  the  state  will  express 
the  gratitude  the.v  feel  to  its  author. 


THE  WOMAN’S  AUXILIARY 

The  develojnnent  of  the  Woman’s  Auxiliary- 
to  the  Kentucky  State  iMedieal  Association 
has  been  slow  but  sure.  Each  y-ear  a few- 
more  of  the  wives,  mothers,  sisters,  widows 
and  daughters  of  the  jiliysicians  of  the  state 
have  become  seriously^  intere.sted  in  the  possi- 
bilities of  its  develojnnent  and  their  joint 
contributions  have  rendered  it  more  and  more 
effective.  Not  only-  in  Kentucky^  but  through- 
out the  United  States  no  other  organization 
has  contributed  more  to  public  health  educa- 
tion, including  the  value  of  scientific  medical 
service,  than  the  women  Avho  are  allied  Avith 
the  medical  jirofcssion.  A natural  result  of 
this  development  in  such  an  organization  has 
been  for  it  to  seek  increasing  avenues,  both 
of  self-improvement  for  its  -members  and  of 
exjn'ession  for  its  jilans,  policies  and  methods, 
so  that  they  can  be  of  the  greatest  benefit  to 
the  jniblic  and  to  the  jn-ofession. 

The  State  IMedical  Journals  have  given  as 
generously  of  their  sjiace  as  has  been  found 
po.ssible.  In  Kentucky-  Ave  haA-e  been  able  to 
give  rather  more  than  the  average  amount 
of  space  to  the  Auxiliary-  through  the  gen- 
erosity- of  one  of  our  members  who  !ias  jiaid 
for  the  jrages  used  b.v  it. 

The  Auxiliary-,  Avith  the  apjiroval  of  the 
House  of  Delegates,  at  the  Lexington  meet- 
ing, felt  that  the  time  had  Lome  for  recog- 
nizing the  effic;ienc,A-  and  dignity-  of  our  Worn- 
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all’s  Auxiliary  by  permitting  tlieiii  to  pro- 
vide themselves  with  a vehicde  for  such  ex- 
{ViTssion  and,  to  this  end,  with  this  issue  we 
l)egin  the  publication  of  a quarterly  supple- 
ment, which  will  be  under  the  full  editorial 
control,  business  mianagemeut  and  financial 
support  of  the  Auxiliary.  The  officers  of 
the  organization  have  secured  sufficient  fi- 
nancial supiiort  to  assure  their  financial  in- 
dependence. Of  cour.se,  the  supplement  will 
be  maihul  to  every  member  of  the  Associa- 
tion and  we  lare  writing  this  message  to  our 
members  to  urge  tliem  to  take  the  sup])lement 
liome  so  that  the  women  of  tiieir  families  may 
know  al)ou1  tlie  organization  and  may  become 
affiliated  with  and  support  it.  Its  chief  jmr- 
])ose  will  be  to  acquaint  our  women  with  the 
facts  so  that  they  may  do  their  part  in  the 
leadership  of  public  opinion  along  the  con- 
structive lines  that  have  been  approved  by 
the  State  iMedical  Association  and  the  Ameri- 
can Medical  As.sociation. 

Before  turning  the  supj)lenient  over  to  the 
women,  who  will  naturally  be  most  interested 
in  it,  we  urge  our  members  to  look  over  its 
pages  and  we  know  they  will  feel  the  same 
pride  in  the  excellence  of  the  work  that  we 
do.  The  Woman’s  Auxiliary  to  the  Kentucky 
State  iMedical  Association  and  to  the  Ameri- 
can Medical  Association  have  found  a per- 
manent place  for  themselves  and  will  be  heard 
from  increasingly,  ))oth  qualitatively  and 
qualitatively  as  years  go  by. 


HYGETA 

The  American  Medical  Association  is  ren- 
dering splendid  service  to  the  physicians  of 
this  country  in  publishing  Hygeia,  and  we 
urge  the  jihysicians  of  Kentucky  to  make  use 
of  this  service  because  now  as  never  before  it 
is  necessary  for  the  profession  to  exercise 
leadership  and  control  in  health  matters. 
The  public  is  being  fairly  deluged  with  fan- 
tastic “health  advice”  and  “short  cuts  to 
health”  through  magazines,  newspapers,  and 
radio,  and  by  cpiaeks,  cultists,  and  irregular 
practitioners.  There  is  no  better  way  to 
counteract  false  health  advice  than  to  keep 
Hygeia  promineiitly  displayed  on  your  re- 
ception room  table  for  use  of  waiting  patients. 

Hjv'geia  helps  physicians  because  it  builds 
faith  in  scientific  medicine,  makes  patients 
health-minded,  puts  them  in  a cooperative 
frame  of  mind,  exposes  ((uackery  and  ban- 
ishes health  superstition,  discourages  self-med- 
ication and  urges  early  medical  treatment, 
and  leads  to  a better  understanding  between 
physician  and  patient. 

I’reeeding  the  Ghristmas  holidays  this  mag- 
azine can  be  se(‘ured  for  a full  year  for 
Write  immediately  to  the  office  of  this  .Jour- 
nal or  to  the  American  IMedical  Association, 
bdf)  Xoi'th  Dearborn  Street,  Chicago,  Ilk,  for 
full  j)articidars. 


SPECIAL  ARTICLE 

A DOCTOR  LOOKS  AT  MEDICAL  SER- 
VICE IX  KENTUCKY 

\dRGIL  E.  Sl.MPSON,  A.  B.,  M.  1). 

Louisville. 

Whether  there  exists  an  actual  shortage  of 
j)hysieians  in  Kentucky  dei)onds,  in  some 
measure,  on  what  may  be  defined  as  ade(juate 
medical  service.  Obviously  such  definition 
must  be  markedly  in  conti-ast  with  a defini- 
tion of  satisfactory  service  three  even  two 
(b'cades  ago. 

Wludher  an  analysis  of  the  number  and 
distribution  of  [)hysicians  in  the  state  affords 
an  adequate  horizon  for  viewing  the  chang- 
ing economical  and  professional  conditions 
under  which  the  practice  of  medicine  is  now 
carried  on  is  susceptible  of  justifiable  skep- 
ticism. 

Whether  our  system  of  medical  education 
has  failed,  signally,  to  keep  pace  with  chang- 
ing conditions  and  needs  may  be  the  subject 
of  honest  ditferenees  of  opinion ; that  it  fos- 
ters specialization  and  does  not  offer  ade- 
quate training  in  the  fundamentals  of  medi- 
cal knoAvledge  and  practice  scarcely  merits 
consideration. 

Whether  increasing  the  number  of  grad- 
uates annually  would  insure  relief  from  an 
existing  faulty  distribution  of  physicians  in 
the  state  is,  largely,  an  academic  proposal. 

Whether  putting  a hospital  in  every  coun- 
ty Avould  tend  to  better  medical  service  has 
been  satisfactorily  answered  by  42%  of  the 
('ounties,  in  the  state. 

Whether  e.stablishing  scholarships  by  coun- 
ty or  state  would  answer  community  needs 
cannot  l)e  stated,  since  it  has  not  been  tried. 

Whether  a community  enjoys  the  kind  of 
medical  service  it  merits  may  not  be  univer- 
sally true  but  as  a practical  AWrking  state- 
)nent  it  is  nearly  so. 

Whether  or  not  a community  must  estab- 
lish a social  and  economic  status  attractive 
to  a graduate  seeking  a location  is  being 
answered  by  more  than  one  lumdred  young 
men  and  women  licensed  to  ]iractice  in  Ken- 
tucky each  year  during  the  past  five  years. 

Whether  or  not  the  (piestlon  of  nurses  train- 
ing and  education  of  technicians  should  be 
linked  with  that  of  supply  of  physicians  is 
subject  to  varying  interpretations. 

Whether  a community  should  subsidize  a 
phj’sician  or  a ho.spital  or  both  offers  an 
attractive  subject  for  discussion. 

Delieving  that  these  are  phases  of  a prob- 
lem which  the  medical  profession  should 
lu-oiierly  lead  in  discussion  of  actual  condi- 
tions, in  imiuiiy  as  to  cau.ses,  in  offering 
]dans  for  solutions,  with  the  least  expendi- 
ture of  money,  the  shortest  lime  for  corn'c- 
tion  and  the  most  ccpiabh'  to  ])atient,  doctor 
and  public  alike,  the  conclusions,  somewhat 
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tentative,  of  a single  observer  are  briefly  set 
down. 

As  an  expert  witness  must  establish  his 
right  to  testify  as  an  expert  witness,  likewise, 
it  would  seem  appropriate  that  the  writer 
establish  the  possession  of  some  knowledg'e 
of  the  problems  of  a rural  community,  of  the 
attractions  of  urban  life,  of  the  growth  and 
development  of  medical  science  and  practice 
and  an  intimacy  with  the  problems  of  medical 
education. 

As  exhibit  “A”,  the  writer  wias  born  on  a 
farm  and  lived  his  first  eighteen  years  en- 
tirely and  the  next  six  largely  thereon ; and 
it  was  emphatically  no  suburban  community 
in  which  he  was  reared  but  an  isolated  one,  six 
miles  from  a post-office,  three  miles  from  a 
cluxrch,  one  and  one-half  miles  from  a school, 
and  nine  miles  from  a court  house  and  a rail- 
road. The  family  doctor  lived  five  miles 
away;  there  Avei’e  no  tele])hones  amd  the  roads 
Avere  “jxaved  Avith  red  clay,”  dusty  in  sum- 
mer and  knee  <leep  in  mud  in  Avinter,  hence, 
transportation  was  by  horse  Ixaek  during  Avin- 
ter  months  anid.  cautiously  by  l)ugg>'  or  spring 
Avagon  during  the  summer.  The  doctor 
ploughed  or  l)umped,  depending  on  the  sea- 
son, his  Avay  over  a territory  exclusively  his 
OAvn  some  tAveh^e  by  fifteen  miles  in  area.  He 
was  the  sole  agency  for  relief  from  pain  and 
fever;  there  Avas  no  mid-wife,  osteoiAath,  herb 
doctor,  not  even  ai  A^eterinarian.  So  much  for 
that  experience.  The  next  thirty  years  have 
been  spent  in  the  metropolis  of  the  .state, 
practicing  his  profession,  the  last  tv'enty- 
eight  in  some  teaching  capacity  in  a medical 
college  and  yet  another  last  fifteen  in  fre- 
quent contact  Avith  doctors  and  patients  from 
the  state  at  large  as  consultant.  So  much  for 
exhibits  ‘ ‘ B ”,  ‘ ‘ C ” and  “ D ”,  and  noAV  f or 
conclusions. 

1.  A better  distribution  of  doctors  over  the 
state  is  admittedly  desirable.  It  is  stated 
that  there  is  one  doctor  to  7,705  persons  in 
Elliott  County  Avhile  in  Fayette  there  is  one 
to  420  popidation.  There  is  but  one  ansAver 
to  such  a situation,  undesirable  as  it  is ; 
Fayette  County  has  made  living  and  Avorking 
there  just  eighteen  times  more  attractive 
than  Elliott  has  succeeded  in  doing.  When  El- 
liott County  has  built  roads,  and  homes  and 
schools  and  churches  and  parks  and  has  made 
her  land  productive,  then  and  then  only,  Avill 
she  enjoy  the  standard  of  living  Avhieh 
Fayette  makes  her  envy.  A ]xart  of  this 
constructive  effort  properly  becomes  the 
State’s  concern;  the  more  progre.ssiA^e  and 
Avealthier  counties  helping  the  less  pros- 
perous. This  is  now  obtaining  in  ])iddie 
school  education  and  ])ublic  roads.  E\'ery 
time  five  miles  of  road  are  built  in  Elliott 
County,  Jeffei-son  County  builds  two,  of 
them  for  her;  every  time  a public  school 
teacher  is  paid  five  dollars  salaiy  two  of 


them  comes  from  Jefferson;  but  Elliott 
County  must  make  it  financially  worthwhile 
for  a newspaper  to  be  published  in  its  county 
seat ; it  must  make  it  economically  Avorth- 
while  for  a bank  to  be  established  in  its  con- 
fines; if  it  Avants  a bus  line  it  must  make  it 
Avorth  Avhile  for  one  to  operate.  The  open- 
ing of  stores,  of  picture  houses,  of  county 
fairs,  the  coming  of  a circus  rests  on  a quid 
pro  quo  basis.  By  the  same  logic  if  Elliott 
County  wants  a good  doctor  it  must  somehow 
make  its  bid  attractive.  The  capital  wealth 
of  a given  community  constitutes  one  of 
the  criteria  for  judging  the  standard  of 
living.  The  assessed  Avealth  for  Elliott 
County  two  years  ago  Avas  $178.00  per 
capita;  the  same  year  the  assessed  valua- 
tion for  Fayette  County  was  $1,828.00  per 
capita;  the  assessed  valuation  for  Menifee 
County  Avas  $227.00  per  capita  Avhile  that  for 
Woodford  Avas  $2,100.00  per  capita.  Thi-.^ 
leads  to  conclusioxi : 

2.  Hospitals  should  be  i)laced  at  strategic 
lx)intAS  over  the  .state.  One  in  every  county 
s(‘at  should,  be  the  gnal  eventually.  From  an 
economic  viewpoint  it  Avould  appear  that  tin' 
state  of  Kentucky  could  be  more  economically 
governed  if  there  Avere  fcAver  counties  in  the 
state.  At  the  time  that  Kentucky  was  origi- 
nally grouped  into  its  119  counties  (later  120) 
there  were  adequate  reasons  for  limiting  the 
area  of  county  boundaries.  Eoads  Avere  bad 
and  travel  Avas  consequently  slow,  time  con- 
suming and  often  done  under  hardships.  But 
if  the  state  Avere  now  broken  into  50  countie.s 
instead  of  120,  the  citizens  of  each  county 
could  iget  to  their  county  seats  in  shorter 
time  and  Avith  less  hieonvenience  than  ob- 
tained Avith  the  original  119.  One  may  Avell 
wonder  if  the  reduction  in  the  number  of 
counties  in  the  state  Avould  not  also  be  help- 
ful from  the  standpoint  of  medical  serAUce. 
Certaiidy  if  the  ultimate  establishment  of  a 
hospital  in  each  county  seat  is  desirable  the 
argument  for  such  reduction  in  county  scats 
is  re-enforcedi.  IMany  sick  in  rural  com- 
munities Avould  not  go  to  a hospital;  there 
exists  prejudice  against  them  as  has  been 
often  encountered  in  the  crippled  children 
campaign.  But  this  ixrejudice  must  be  re- 
moved by  education.  That  ones  grandmother 
bore  her  children  in  her  cabin  home  is  no 
sort  of  argument  against  a hospital  for  the 
seriously  sick.  School  sessions  amd  church 
seiwic'es  AA'cre  once  conducted  in  homes,  but 
Jiot  generally  uoav.  Standards  of  living  have 
changed.  So  have  medical  methods  and 
measures ; operatioins  Avere  done  in  the  home 
twenty-five  years  ago : noAV  the  surgicaJly 

sick  are  trans])orted  by  train  or  boat,  or 
motor  lo  a hospital.  The  meMmlly  ill 
(‘an  be  cared  foi‘  in  the  hos])ital  on  an  equal 
ba.sis.  With  such  la  ho.spital  in  the  county 
or  with  Iwo  or  more  coixntie.s  supporting  one 
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tlie  siL'k  of  tlie  oounty  can  be  segres^ated, 
fewer  nurses  are  needed,  fewer  doctors  are 
needed,  the  transmissible  diseases  are  better 
controlled  and  the  well  memhers  of  the  family, 
not  being  required  to  nurse  the  sick  member, 
can  continue  at  their  occupations.  The  hos- 
pital should  care  for  both  pay  and  indigent 
cases;  the  latter  at  the  expense  of  the  tax 
payers,  the  former  at  his  own  expense.  With 
■most  of  his  sick  under  one  roof  the  doctor 
could  care  for  man}"  more  individuals  than 
were  he  required  to  visit  from  house  to  house 
and  in  his  absence  from  the  hospital  the  nurse 
carries  on.  A county  ambulance  to  carry  the 
sick  to  the  hospital  is  no  more  impossible  than 
the  coinsolidated  rural  school  hus  which  now 
makes  its  rounds  collecting  children. 

The  present  distribution  of  hospitals  i.s 
given  in  the  pamphlet  on  ‘Aledieal  Service 
in  Kentucky”,  ai  i3|ublication  of  the  Depart- 
ment of  Hygiene  anidi  Public  Health,  Univer- 
sity of  Kentucky,  and  shows,  graphically,  by 
maps,  sections  20  miles  or  more  removed  from 
lidspitals.  The  arbitrary  selectiom  of  20 
miles  is  subject  to  discussion  when  accessibi- 
lity is  at  issue.  iMuch  depends  on  roads,  their 
condition  and  directness,  on  topography  of 
the  intervening  country,  adequacy  of  trans- 
])ortation  and  the  size  of  the  hospital  in  the 
20  mile  radius.  Such  a map  largely  visualizes 
the  single  factor — 'distance.  Take  Elizabeth- 
town in  Hardin  County  as  a concrete  ex- 
ample. It  is  located  36  miles  by  rail  from 
Louisville  and  49  miles  by  motor.  The  writer 
has  driven  to  Elizabethtown  many  times  in  60 
minutes;  an  ambuliance  can  easily  cover  the 
distance  in  90  minutes ; both  Elizabethtown 
and  Louisville  have  ambulance  service.  Can 
it  be  luiged  that  a community  within  90 
minutes  of  adequate  hospital  bed  capacity  is 
confronted Avith  serious  unavailability?  Again 
it  is  urged  that  the  dearth  of  hospitalization 
facilities  is  greater  than  appears  on  the  maps 
because  many  of  the  ho.spitals  are  inadequate 
for  local  needs.  It  is  la  rare  experience,  in 
Kentuckvq  to  find  a hospital  operating  to 
capacity.  IMany  hospitals’  ledgers  run  in  the 
red  from  lack  of  occiipancy  of  their  beds. 
Put  again  accepting  the  twenty  mile  radius 
of  the  authors  it  is  interesting  to  stud.v  that 
section  of  the  state  designated  as  the  “south 
west  central”  portion.  This  section  shows  19 
counties  in  whole  or  in  part  removed  20  miles 
or  more  from  a hosjAital.  That  sounds 
formidable  but  tbe  location  of  only  10  hos- 
])itals  stragetieally  placed  solves  their  prob- 
lem on  a 20  mile  radius  basis. 

One  must  also  deteimiine  the  number  of 
beds  ])cr  3000  population  that  might  be  con- 
sidered adequate.  The  ideal  is  far  from 
the  practical  or  even  the  lU'ce.ssary  in  the 
mattei’  of  hospital  beds  as  in  other  mat- 
ters. It  is  believed  that,  b l)eds  foi’  g'en- 
eral  iis('  (medical,  sni'gieal  and  oi)st('1 1'iral ) 


[)er  1000  poi)ulation  is  an  approach  to  the 
ideal.  Carried  further  it  is  estimated  that 
there  should  be  5 beds  per  10,000  for  com- 
municable diseases,  5 beds  per  10,000  for 
children  and  45  per  10,000  for  miarternity 
cases  and  as  many  beds  for  tuberculous  pa- 
tients as  equals  the  average  number  of  deaths 
annually  from  tuberculosis. 

As  an  illustration  of  the  difference  between 
the  ideal  and  the  actual  need,  Louisville  may 
be  used  as  an  example.  The  Census  Bureau 
has  determined  that  the  Louisville  Metro- 
politan District  extends  north  to  Speed, 
Indiana,  16  miles,  and  south  to  West  Point 
Ky.,  25  miles,  east  to  Shelby  County  line  and 
we.st  to  the  Ohio  Kiver  and  the  Hardin  Coun- 
ty line.  This  area  includes  all  of  Jefferson 
County  and  a large  part  of  Floyd  and  Clark 
Counties  in  Indiana.  The  district  covers  463 
square  miles.  In  this  “metropiolitan  area” 
Louisville  has  2777  hospital  beds  and  a popu- 
lation of  404,296.  This  offers  one  bed  to  ap- 
])roximatel.y  every  145  j)ersons.  This  number 
is  more  than  adeciuate  with  the  pre.sent  in- 
clination of  the  peoide  for  ho.spital  care  as  is 
jiroven  by  the  fact  that  approximately  39% 
of  all  the  patients  in  all  the  hospitals,  except 
the  City  Hospital,  come  from  out  in  the  .state 
and  approximately  26%  come  from  other 
states.  Thus  api)roximately  57%  of  hospital 
beds  occui)ied  in  the  city  of  Louisville  come 
from  outside  the  city.  That  such  a consider- 
able 'number  of  the  patients  cared  for  annual- 
ly by  Louisville  hospitals  come  from  nearly 
every  count.v  in  the  State  makes  the,  ques- 
tion of  aAmilability  to  hospitals  one  of  du- 
bious frontiers.  Louisville  as  a medical  cen- 
ter is  ipse  facto  a consultation  center  and 
therefore  its  hospitals  are  called  u|X)n  to  ac- 
comodate a population  several  times  greater 
than  that  included  in  its  metropolitan  area 
and  it  does  this  with  less  than  3000  beds. 

These  figures  and  deductions  are  based  on 
the  actual  number  of  hospitals,  their  bed 
capacity  and  the  population  in  Louisville 
embracing  its  metropolitan  di.striet  and  not 
on  the  figui'es  listed  in  Ajipendix  VI  in  the 
pami)hlet  i.s.sued  by  the  Department  ot 
Hygiene  and  Bublic  Health,  University  of 
Kentucky.  In  that  appendix  4380  beds  are 
listed  for  Jefferson  Count.v.  1 am  listing  all 
the  beds  in  Jefferson  County  (2617)  and  all 
in  Clark  and  Floyd  Counties  (160)  in  In- 
diana. The  difference  in  the  two  sets  of  fig- 
ures, 1763  beds,  is  too  large  to  be  of  no  signi- 
ficance. 

3.  Are  Scholarshi])s  in  (\ledical  Schools 
Feasible  and  Possible? 

In  the  “Stud.v  of  Medical  Service  iu  Ken- 
tucky” it  is  stated  that  Menifee  Count.v  has 
one  doctor  for  every  5000  inhabitants,  that 
1b(‘r<'  is  but  one  doctor  iu  that  (‘ount.v  and 
that  h<‘  is  (if)  years  oldu  Plainly,  the  citizenry 
of  Menifee'  Count.v  should  lu'stir  ifsc'lf  if  it 
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really  wants  one  or  more  additional  doctors. 
What  does  Menifee  County  do  about  a Coun- 
ty Judge  or  a County  Attorney  or  a public 
school  teacher?  It  does  not  expect  Chris- 
tian County  to  send  one  of  its  judges  or  at- 
torneys, or  teachers  over  to  work  in  Menifee. 
Neither  'miay  it  explect  one  of  Christian  Coun- 
ty’s doctors  to  “come  over  to  Macedonia*, to 
help’’  even  if  Christian  County  does  have 
one  doctor  to  every  605  inhabitants.  But 
there  is  material  in  a number  of  IMenifee 
County  homes  from  which  a good  doctor  can 
be  made. 

If  no  boy  or  girl  in  that  county  who  is 
financially  able  to  acquire  a medical  educa- 
tion wants  to  study  medicine  then  the  county, 
with  some  help  from  the  state,  can  make  it 
possible  for  some  boy  or  girl  to  study  medi- 
cine who  does  want  such  training  but  is 
financially  unable  to  obtain  it.  A suitable 
committee  could  select  a candidate  by  comije- 
titive  examination  from  a group  of  lapplicants 
possessing  preliminary  qualilieations.  This 
committee  might  consist  of  the  Fiscal  Court 
with  the  County  Judge,  a member  of  the 
State  Board  of  Health,  a representative  of 
the  University  of  Kentucky,  one  from  the 
University  of  Louisville  Medical  School  and 
a representative  from  the  local  doctors.  The 
successful  applicant  should  agree  to  return 
to  Menifee  County  after  graduation  and  prac- 
tice medicine  for  a specified  number  of  years 
and  for  his  agreement  to  practice  there  he  is 
to  receive  his  premedic  training  in  the  Uni- 
versity of  Kentucky  and  his  medical  training 
at  the  University  of  Louisville,  Medical 
School.  The  cost  of  his  premedic  education 
may  be  borne  by  the  state  and  the  actual  c'ost 
of  his  medical  edixcation  may  be  borne  by  the 
county.  The  two  years  spent  in  ))remedic 
training  at  the  State  Universit}'  would  cost 
the  state  $800.00  per  year,  a total  of  $600.00. 
The  cost  of  a.  medical  education  per  year  is 
approximately  $1200.00.  Thus  for  an  outlay 
of  approximately  $4800.00  by  the  county  it 
assures  itself  the  service  of  a young  doctor 
who  knows  the  home  people,  understands 
their  viewpoint  and  is  in  sympathy  with  their 
objective.  For  the  MedicM  School  the  writer 
can  say  that  such  a student,  having  satisfac- 
torily completed  his  work  at  the  State  Uni- 
versity, will  be  admitted  to  and  afforded 
every  facility  by  the  University  of  Louisville, 
IMedical  School  for  graduation. 

A similar  plan  is  now  in  operation  in  the 
state  of  iMissas.sip]>i,  though  there  the  ex- 
pense is  met  by  the  Commonwealth  Fund  and 
not  by  the  taxjiayers  of  the  counties  (‘on- 
cerned.  Provision  is  made  for  five  free 
s(  liolarships  each  year  for  medical  students 
in  Tulane  I’niversity  IMediial  Depiartment 
fmm  the  State  of  ]\Ii.ssissi])|)i.  Recipients  of 
these  scholarships  must  agree  to  return  to 
Mississippi  and  practice  medicine  in  a rural 


eommunity  for  a iieriod  of  at  least  three 
years.  This  arrangement  means  that  an- 
nually there  will  be  20  students  in  the  Tu- 
lane  Medical  School  from  Mississippi  on  such 
scholarships.  These  scholarships  are  awarded 
by  the  Tulane  School  lof  Medicine  from  among 
the  qualified  applicants  from  Mississippi. 
There  were  forty  such  applicants  in  1931. 
The  essential  difference  between  the  Missis- 
sip|)i  plan  and  the  plan  above  proposed  for 
counties  in  Kentucky  is  that  the  taxpayers  of 
the  Ljonnties  in  need  of  doctors  be  called  upon 
to  help  defray  the  co.st  of  such  education 
while  in  JMississippi  the  state  has  been  for- 
tunate to  arrange  with  the  Commonwealth 
Fund  to  finance  the  training  and  therefore 
the  candidates  are  selected  from  the  state  at 
large  and  are  not  obliged  to  return  to  any 
de.signated  county  to  practice. 

4.  Is  There  Need  for  an  Additional  Medical 
School  in  the  State? 

The  compilers  of  the  pamphlet  on  “Medical 
Sei-vice  in  Kentucky”  say,  “if  Kentucky  de- 
sires more  medical  recruits,  she  must  pro- 
vide the  moans  for  training  them.”  The  in- 
ference is  thiat  the  state  should  establish  a 
medical  school.  The  expense  of  such  a de- 
ixarture  in  educa.tioji  Avould  encompass  a stag- 
gering figure.  What  Avith  additional  build- 
ings, equipment  and  salaries  of  teachers,  the 
taxpayers  would  find  it  a heaAy  load.  It  cost.s 
about  $5000.00  to  educate  a student  in  a 
medical  school;  if  the  .state  goes  into  the 
business  of  furnishing  doctors  for  its  people 
it  is  assumed  a nominal  tuition  only  AAmuld 
be  required  of  the  student.  Students  in  the 
University  of  Kentucky  aa4io  are  residents  of 
the  state  noAv  pay  a tuition  fee  of  $31.00  per 
semester  and  the  total  expense  is  estimated 
by  the  Dean  of  IMen  for  the  University  as 
ranging  betAA’een  $250.00  and  $300.00  per 
semester  or  a total  of  5 to  $600.00  anlnually 
per  student.  Since  the  actual  co.st  of 
educating  a metlical  student  averages 
$1200.00  per  year  the  difference  ibetAveen  the 
cost  of  an  academic  education  as  compared 
AA'ith  that  of  a medical  education,  being  in 
round  numbers  some  $600.00  per  yeai*,  would 
have  to  be  borne  by  the  state.  It  Avill  be  borne 
in  mind  that  this  estimate  of  cost  of  edu- 
cating a.  medical  student  to  be  borne  by  the 
state  is  independent  of  the  initial  outlay  for 
a medical  school  plant.  It  is  further  assumed 
that  a .state  medical  school  as  a part  of  the 
U/.iiversity  of  Kentucky  Avould  endeavor  to 
maintain  a standard  in  keeping  AA'ith  that  of 
otlier  medical  schools  OA’er  the  country.  This 
means  a Class  A school,  hence,  a four  years 
course  and  all  of  the  essential  .subjects.  Any 
otlier  course  AA'ould  result  in  failure  liecau.se 
sliouhl  the  .state  conduct  a sub-standard 
scliool  its  graduates  could  never  secxire 
reciprocity  Avith  any  other  state.  That  the 
state  could  not  and  AA'ould  not  do  this  is  evi- 
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(lenced  by  llie  standard  maintained  'by  the 
University  of  Kentucky  in  the  colleges  now 
in  existence.  They  are  not  snibstandard  and 
her  educational  leaders  Avould  not  counsel 
the  iniaintenance  of  a third  rate  medical  col- 
lege. Is  there  justification  for  the  necessary 
outlay  for  a skate  medical  school?  The  pam- 
phlet estimates  that  140  graduates  yearly  for 
the  next  ten  years  would  be  necessary  to 
supply  reasonably  satisfactory  medical  care. 
The  number  is  too  large.  Better  transpior- 
tation,  more  hospitals,  added  facilities  for 
modern  medical  service,  will  enable  a doctor 
to  care  for  manj^  more  people  than  is  covered 
by  this  estimate.  But,  ignoring  the  exag- 
gerated assumption  that  140  graduates  per 
year  for  the  next  tem  years  are  needed  to 
furnish  Kentucky  with  an  adequate  medical 
service,  let  us  examine  the  present  facilities 
for  furnishing  doctors  for  Kentuck}’. 

TABLE  I. 


('lass  t'J'JG  in27  192S  1929  1930  Total 

Freshman  .........  Hi  88  9i  87  488 

Sophomore  57  64  75  76  79  851 

Junior  68  68  90  80  88  403 

Senior  66  66  160  88  87  876 


Total  Matriculation ■ 1.56H 

Table  showing  Matriculants  by  classes  in  University  of 
Ijouisville  Metlical  School  covering  the  5 year  period  from 
1926  to  1930  inclusive. 

The  University  of  Louisville,  Medical 
Scdiool,  can  admit,  approximately,  DO  can- 
didates to  its  freshmen  class  each  year.  Ap- 
plicants for  admission  who  are  residents  of 
Louisville  are  first  considered  and,  if  quali- 
fied, are  admitted.  After  Louisville  appli- 
cants have  been  laeted  upon,  applicants  from 
Kentucky  are  next  considerqd  and  every  one 
presenting  even  the  mininuam  requirements 
is  accepted  notwithstanding  the  fact  that 
thcji’e  are  many  applicants  from  other  states 
Avho  have  superior  qualifications.  The  school 
every  year  has  admitted  Kentucky  applicants 
having  the  minimum  premedic  hours  in  acade- 
mic. Avork  and  therefore  obliged  to  reject 
applicants  having  had  three  or  more  years  in 
college  and  holding  A.  B.  or  B.  S.  degrees. 
No  Kentucky  student  is  refus(Ad  an  oppor- 
tunity to  study  medicine  in  the  University  of 
Louisville,  Medical  School,  on  account  of  lack 
of  room.  Illy  fitted  and  unfitted  applicants 
for  admission  liaA^e  been  rejected  and  Avill  be 
rejected  in  the  futnre.  The  IMedical  School 
of  the  University  of  Louisville  recognizes  and 
assumes  its  obligation  to  train  young  men  and 
women  for  entrance  into  the  medical  profes- 
sion of  this  state.  It  does  so  in  the  face  of 
criticism  by  the  uninformed  ; it  does  .so  Avith- 
out  encouragement  from  the  state ; it  has 
maintained  its  standing  as  a Class  A school 
deriving,  in  part,  its  income  from  the  taxes 
leAued  on  the  citizens  of  LouisAnlle  for  its 
maintona  nee.  Candida'f;es  for  grad  nation  Avill 
continm*  to  b(*  carefully  select ed  and  tin' 
unfit  I'ejected.  This  is  a policy  ado])ted  by 
the  council  on  medical  edneation  and  hos- 
intals  of  the  American  IMedical  Association, 
by  the  Uederation  of  State  Boards  and  ap- 


l)roved  by  the  medical  professio'ii  at  large  in 
a voluntary  effort  to  supply  the  public  Avitli 
qualified  doctors.  As  an  example  of  this 
care  for  the  public’s  interest  the  folloAving 
resolution  is  selected : 

“Whereas,  The  recently  published  survey  con- 
ducted by  this  council  discloses  a wide  discrep- 
ancy in  the  ipolicy  of  approved  medical  colleges 
toward  students  repeating  the  Avork  of  the  pre- 
vious year,  and 

Whereas,  Superficial  investigation  of  the  his- 
tory of  a few  said  students  and  one  notably 
liberal  institution  reveals  obvious  unfitness  in 
the  former,  and  undoubtedly  low  standards  of 
tfuiching  in  the  latter,  and 

Wheareas,  Medical  schools  regularly  permit- 
ting more  than  an  occasional  student  to  repeat 
his  previous  year’s  Avork  are  frequently  contri- 
butors to  the  problems  facing  this  council  which 
originate  in  commercialism;  therefore,  be  it 
Resolved,  That  the  Council  on  Medical  Edu- 
cation and  Hospitals  pursue  to  its  logical  con- 
clusion the  investigations  begun  in  regard  to 
“re])eaters”  among  medical  student  to  the  end 
that  unqualified  students  may  not  be  graduated 
and  commercially  tainted  medical  schools  may 
thereby  be  disorganized.’’ 

(From  the  Records  of  Council  on  Medical 
Education  and  Hosipitals  of  the  A.  M.  A.) 

TABLE  ir. 


State  192G  1927  1928  1929  1930  Total 

Residents  33  30  23  35  35  15G 

Non-Residents  33  3G  45  52  52  218 


Total  Gr.aduated 374 

Table  showing  graduates  in  University  of  Louisville  Med- 
ical School  covering  5 year  period  from  1926  to  1930  in- 
clusive. 

TABLE  III, 


How  Licensed  19  2 7 1928  1929  1930  1931  Total 

E.vamination  ......  78  74  64  77  70  363 

Recii)rocity  39  45  53  33  -0  190 


Total  Licensed 5o3 

Table  showing  licentiates  by  State  Board  for  5 year  period 
covering  1927  to  1931  inclnsive. 

(Compiled  from  Kentucky  State  Board  of  Healtli  Records)  , 

During  the  past  fiA'ti  years  the  IMedical 
Schoiol  in  Louisville  has  had  374  graduates: 
156  of  these  Avere  Kentuckians.  During  this 
same  period  480  AA’ere  admitted  to  the  fresh- 
man class ; all  of  these  could  have  been  Ken- 
tuckians if  tliat  many  in  the  state  had  Avanted 
to  enter  medicine. 


TABLE 

IV. 

How  Licensed 

1927 

1928 

1929 

1930 

1931 

Total 

Examination  ...... 

. 31 

31 

25 

35 

41 

163 

Reciprocitv  

. 6 

12 

15 

12 

2 

47 

Total  Licensed 

210 

Table  showing  Kentuckians  licensed  by  State  Board  for 
5 year  period  covering  1927  to  1931  inclusive. 

(Ciimi>iled  from  Kentucky  State  Board  of  Health  records). 

During  the  last  fiA’e  year  period  235  grad- 
uates from  ‘medical  schools  outside  the  state 
liave  lieen  licenstNl  lo  iiractice  in  Kentucky-— 
an  averagt'  of  47  per  year.  Dining  this  .> 
vtair  period  553  doctors  liaA'e  luam  lirt'used  to 
|)ractic('  ill  tht'-  stall' : oi  11i('S(“  343  Avere  iia- 
liv('s  of  other  slates,  while  only  210  Avei-e  Keu- 
tuckiaus. 
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TABLE  V. 

How  liicoiisod  1<)27  1928  1929  1930  1931  Total 

K.xamination  14  13  11  15  6 59 

Reciprocity  34  41  48  53  20  176 

Total  Licensed  ■ 235 


Table  showing  licentiates  from  Medical  Schools  other  than 
the  University  of  Louisville  for  5 year  period  covering 
years  1927  to  1931  inclusive. 

(Compiled  from  Kentucky  State  Board  of  Ilealtn  records). 

During  tlie  past  five  years  an  laverage  of 
no  doctors  liave  'been  licensed  to  practice  in 
Kentnciky  yearly.  The  Medical  School  of 
Louisville  has  graduated  an  average  of  74 
yearly ; an  average  of  47  yearly  have  come 
from  other  schools.  It  is  believed  these  110 
new  recruits  annually  to  the  medical  profes- 
sion in  the  state  would  be  adequate  to  meet 
tlie  normal  growth  of  the  state  if  all  of  them 
found  conditions  here  satisfactory. 


TABLE  VI. 

How  Licensed  1927  1938  1929  1930  1931  Total 

Examination  47  43  39  42  29  200 

Reciprocity  33  33  38  21  18  143 

Total  Licensed  . . . 343 


Table  showing  licentiates,  natives  of  other  states,  ad- 
mitted to  practice  in  Kentucky  during  5 year  period  cov- 
ering 1927  to  1931  inclusive. 

(Compiled  from  Kentucky  State  Board  of  Health  records). 

The  feature  of  real  concern  in  this  study 
is  discovered  in  the  startling  fact  that  in  this 
5 year  period  being  analj’zed,  389  doctors 
have  removed  from  the  state  and  located  else- 
where. Twenty-five  of  this  number  were 
internes  in  local  hospitals  and  cannot  proper- 
ly be  said  to  have  located  here.  But  364 
have  deliberately  left  the  state.  Why?  Cer- 
tainly their  leaving  had  no  relation  to  med- 
ical education  in  the  state ; undergraduate 
problems  were  of  a water  that  had  already 
gone  under  their  mill  whether  graduates  in 
Loiusville  or  elsewhere. 

TABLE  VII. 

1927  1928  1929  1930  Total 

Removals  68  69  8L  100  364 

Table  showing  licentiates  to  practice  in  Kentucky  who 
have  left  the  state  to  practice  during  4 year  period  covering 
years  1927  to  1930  inclusive. 

(Compiled  from  Kentucky  State  Board  of  Health  records). 

The  establishing-  of  another  medical  school 
preserving  Class  A .standards  could  not  add 
to  the  invitation  Kentucky  offers  these  men 
to  remain  and  work  lamong  her  people.  The 
establishment  of  another  medical  school  dis- 
carding Class  A standards  would  turn  loose 
in  the  state  annually  a group  of  men  and 
women  inadequately  trained  and  whose  loca- 
tion in  the  state  could  have  but  the  one  ef- 
fect of  obliging  more,  rather  than  less,  well 
prepared  doctors  to  locate  in  other  states. 
A relatively  snuall  per  cent  of  our  peojde 
possess  a perspective  enabling  them  to  elect 
the  adequately  trained.  The  cost  would 
prove  the  deckling  factor  in  a very  large 
group. 

TABLE  VIII. 

1927  1928  1929  1930  Totiil 

Ueatlis  G9  89  80  71  309 

Tablp  showing  deaths  of  Kentucky  licentiates  diivini':  4 
year  period  covering  years  1927  to  1930  inclusive. 
(Compiled  from  Kentucky  State  Board  of  Health  records). 

Before  the  Great  War,  Germany  had  a 
very  elaborate  food  inspection  ■ machinery. 
Meats,  for  example,  were  rigidly  insiiected  and 


ela.ssificd.  The  bad  meat  was  proiierly 
liahclled,  but,  strangely,  Avas  allowed  to  be 
sold.  The  poor  and  ignorant  bought  it,  be- 
cause it  was  cheap,  but  their  health  was  not 
conserved  by  the  inspection  system.  Ad- 
A'oeates  of  the  proposal  to  admit  .students  to 
medical  schools  with  only  a high  school  edu- 
cation or  of  a plan  for  graduation  of  such 
students  after  2 or  3 years  of  training  in  the 
Medical  School,  or  of  ai  proposal  to  conduct 
a kledical  School  in  a municipality  too  small 
to  furnish  adequate  clinical  material  for 
teaching  are,  indeed,  inspecting  and  grading 
the  public’s  professional  “meat”  hut  per- 
mits, even  invites,  the,  sick  to  depend  upon  a 
skill  and  training  but  little  better  than  that 
of  the  old  doctor  of  a half  century  ago.  Such 
a radical  departure  from  the  present  plan  of 
training  doctors  Avould  have  'another  definite 
effect;  it  Avoukl  practically  put  a quietus  on 
malpractice  suits.  This  may  prove  food  foi- 
reflection  for  the  General  Assembly  members 
who  are  attorneys. 

5.  Does  Present  Day  IMedieal  Education 
Encourage  Specialization  ? 

This  question  is  answered  in  the  affirmative 
by  most  laymen ; it  is  freqiientlj'  so  asserted 
.by  physicians  who  graduated  more  than  a 
decade  ago  nr  who  are  located  in  rural  com- 
munities. It  also  appears  to  be  an  opinion 
shared  by  the  authors  of  “Medical  Service 
in  Kentucky.”  Nearly  all  of  the  faults 
found  with  medical  practice  are  attributed 
to  the  currieuliim. 

it  is  not  claimed  that  the  medical  cur- 
riculum as  now  in  effect  is  not  susceptible  of 
i'mp.'-ovement.  We  believe  that  it  is,  but  a 
broader  understanding  ion  the  part  of  its 
critics  of  the  real  aims  of  a medical  school 
should  be  sought  for.  To  affirm  tliat  the  ob- 
ject of  a medical  school  should  be  to  turn 
out  a genei-al  practitioner;  or  to  develoj)  a 
s])ecialist,  or  to  produce  a research  Avorker  is 
merely  beclouding  the  issue,  for  it  is  Avliolly 
beyond  the  control  of  one’s  Alma  Mater  to 
determine  Avliat  the  ultimate  field  of  practice 
of  a graduate  shall  he.  The  medical  student 
ninst  get  a knowledge  of  medicine  in  foiu 
years  of  eight  months  each,  or  a total  of  32 
months  or  128  Aveeks,  or  approximately  5000 
hours.  It  is  generally  agreed  that  during 
this  period  of  undergraduate  study  he  must 
be  given  as  comprehensive  an  understandnig 
of  the  major  subjects  in  medicine  as  is  pos- 
sil)le.  That  the  medical  teachers  of  the  pres- 
ent day  are  not  AA’edded  to  eustom,  nor  bound 
by  precedent  is  evidenced  by  the  fact  that 
the  present  curriculum  is  as  different,  even 
more  different,  from  the  older  medical  school 
cnn-ieuli  than  is  the  eurriculum  of  a School 
of  Electrical  Engineering  today  compared 
Avith  that  of  a quarter  of  a century  ago.  In 
other  Avords  the  present  medical  curriculum 
is  a matter  lof  groAvth,  it  is  distinctly  a va- 
riant created  to  meet  the  trememlous  develop- 
ment of  medical  science,  as  Avell  as,  the,  result 
of  an  effort  to  ada])t  it  to  modern  sociological 
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conditious. 

There  are  a few  lieavih^  endowed  medical 
schools  that  emphasize  the  scientific  interest 
in  medicine.  Such  interest  is  highly  desirable 
since  it  is  through  the  lalboratory  and  ex- 
perimental aspects  of  the  art  ami  science  of 
medicine  that  the  doctor  at  the  bedside  is 
furnished  new  tools  for  combatting  disease. 
Jt  is  in  such  schools  that  the  scientist  finds 
opportunity  to  follow  his  bent,  relieved  from 
the  distraction  of  a competitive  struggle  for 
his  daily  bread.  And  here  too,  the  ranks  of 
these  few  scientists  may  be  recruited  !by  ad- 
mission for  undergraduate  study  those  young 
men  and  women  who  have  discovered  the  zeal 
for  research.  Such  schools  are  too  few  and 
such  students  are  rare. 

Then  there  are  a few  medical  schools  in 
the  United  States  that  have  adopted,  either 
tentatively  or  unequivocally,  what  may  be 
described  as  the  elective  system.  This  means 
that  a certain  number  of  hours  in  the  course 
are  fixed  and  mandatory  while  a lesser  num- 
ber are  allotted  to  no  subject  and  which  the 
student  may  elect  to  devote  to  such  subject 
or  subjects  as  he  finds  especially  interesting. 
There  were  fourteen  such  medical  schools  in 
1930. 

Since  1923  the  Association  of  American 
Aledical  Colleges  has  been  studying  the  c.pr- 
I'iculum  of  medical  colleges  through  its  flom- 
mittee  on  Education  and  Pedagogics.  Dr. 
Kay  Lyman  Wilbur,  then  president  of  the 
Iceland  Stanford  University  and  now  Secre- 
tary of  the  Department  of  the  Interior,  has 
servetl  on  that  Committee  and  its  member- 
ship has  been  composed  of  prominent  medical 
educators  since  1923,  when  its  initial  report 
was  adopted.  That  Committee  has  endeavor- 
ed to  avoid  undue  standardization  of  the 
medical  school  curriculum  by  providing  for 
a rather  wide  zone  between  the  minimum 
maximum  number  of  hours  allotted  to  each 
subject  taught.  Whether  undue  emphasis 
is  placed  upon  the  subjects  which  afford  the 
greatest  opportunity  for  specialization  can 
l)C  considered  more  intelligently  if  the  fol- 
lowing table  be  studied.  In  this  table  the 
number  of  hoiirs  required,  for  each  subject 
is  placed  under  the  headings  “Minimum” 
and  “Maximum”  as  well  as,  the  “average” 
required  in  38  medical  schools  in  1930.  Un- 
(.ler  the  heading  “A.  A.  M.  C.  ” is  placed  the 
maximum  and  minimum  hours  recommended 
by  the  Association  of  American  Medical  Col- 
leges. 

TABLE  IX 

(Curriculum  of  38  Medical  Schools). 

(First  17  are  required  courses). 


No. 

(»f  Minimum 

Maximum 

Average 

A.A.M.C. 

(bourses  Schools 

Hours 

Hours 

Jlours 

1923 

Anatoinv 

.T8 

4 80 

IIS.A 

780 

471  - 814 

Phvsioloffv .... 

38 

187 

674 

268 

151 ■ 264 

(’)jennstrv 

.38 

LAO 

384 

234 

118  - 198 

I’liniolof^y 

38 

170 

54  8 

376  / 

liiic'toriologv . . 

. 38 

108 

352 

193  ' 

337  - 572 

Fharmacolog.v . . 

38 

100 

316 

196 

135 . 220 

T*uh.  Healtli  j 
Prev.  Med. 
Hygiene 

1 

\ 38 

30 

208 

86 

101  - 176 

Medicine 

Dis.  of 

38 

472 

1040 

701 

1 

i 

Children  

Dis.  of 

.38 

24 

38  1 

158 

1 673  - 1166 

Nerv.  System . . . 
Skin  and 

38 

48 

314 

130 

I 

Syphilis.  

38 

11 

135 

64 

1 

Sui-gerv 

37 

375 

872 

586 

i 

Ortnopedics .... 

34 

8 

140 

51  1 

1 457  * 7 70 

K'ye,  Kar 
Nose  and  Throat 

31 

8 

210 

no', , 

1 

30 

80 

278 

176  1 

135-220 

Dis  of  AA'omen 

30 

33 

294 

10.">  ( 

'Kiectlve 

13 

80 

520 

248 

808 

Totul  . . 

2:.67 

■'944 

4.522 

3366  4400 

A doctor 

who  does 

Avhat  is 

termed  (jeneral 

practice  in 

a tOAvn  or  rural 

community  Avill 

lie  called  on  to 

treat 

medical 

cases 

in  adults 

and  children,  to  do  some  general  emergency 
surgery  and  to  attend  childbirths.  iSucli 
Avork  Avill  constitute  85%  of  the  illness  of  a 
c'ommunity ; the  remainder  of  the  work  com- 
posed of  chronic,  cases  and  the  rarer  dis-^ 
eases  requiring  greater  experience  will  be 
seen  by  the  consultant.  A study  of  the  table 
shows  that  2133  hours  are  allotted  to  the 
fundamentals  listed  as  the  first  seA^eii  sub- 
jects in  the  table  Avhich  every  medical  stu- 
dent in  CA'ery  medical  school  nurst  take.  The 
total  average  number  of  hours  in  a four 
years  course  is  4422;  subtracting  the  hours 
allotted  to  fundamentals  there  remains  2041 
exclusive  of  the  electives.  To  general  prac- 
lice,  general  surgery,  diseases  of  children  and 
obstetrics  are  allotted  1681  hours  or  82%  ol 
the  total  curriculum  hours.  There  remains 
18%  or  360  hours  which  are  devoted  to  the 
subjects,  eye,  ear,  nose,  throat,  diseases  of 
the  nervous  system,  Avomen,  and  skin,  syphilis 
and  orthopedic  surgery,  which  the  student 
must  take.  Time  to  acquire  barely  sufficient 
knowledge  to  enable  this  same  student,  Avho 
is  expected  to  become  a g-eneral  physician, 
to  merely  recognize  the  commoner  manifesta- 
tions of  diseases  falling  in  these  subjects. 

Does  this  analysis  of  the  time  spent  by  the 
medical  student  in  college  Avarrant  the  affir- 
mation that  “the  Avhole  spirit  of  medical 
education  has  been  such  as  to  encourage 
narroAV  specialization  for  the  exceptional  stu- 
dent” as  is  made  by  the  authors  of  Medical 
SerA'ice  in  Kentucky  ? 

6.  Economic  Crises  and  Medical  Service. 

It  is  interesting  to  speculate  on  the  pos- 
sible effect  of  the  present  financial  and^  in- 
dustrial strain  on  medical  service  in  Ken- 
tucky. Already  an  exodus  of  doctors  fi-om 
the  larger  centers  to  the  less  ufiban  com- 
munities is  noted.  This  moA^ement  Avill  con- 
tinue and  may  gain  momentum  if  the  strain 
jiersists  Avhich  it  seems  noAV  is  certain  for  an 
indefinite  period.  The  greater  the  depression 
the  further  into  the  rural  section  Avill  the  less 
successful  doctor  go.  During  the  boom  days 
of  1923  to  29,  the  flow  of  doctors  toward  the 
cities  Avas  definite ; in  the  lean  days  of  1930 
to  an  indefinite  period  in  the  future  the  ebb 
toAvard  the  rural  eommunities  Avill  be  just  as 
strong.  This  will  result  in  a better  distribu- 
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tion  of  doctors.  Since  this  has  been  the 
plaint  of  lawmakers  'and  sociologists  alike  for 
many  years,  one  might  feel  indeed  ’tis  an 
ill  wind  that  Iblows  no  one  any  good. 

Yet  another  etfect  that  will  bulk  fairly 
large  in  the  wake  of  this  depression  will  be 
the  diminishing  -mimlber  of  matriculates  in 
niedical  sehoiols  over  the  country.  Already  Ave 
are  feeling  this  influence  in  the  matriculation 
for  the  freshman  class  in  the  University  of 
Louisville.  Applicants  after  being  accepted 
for  admission  to  the  medical  scliool  are  find- 
ing themselves,  in  increasing  numbers,  un- 
able to  make  the  necessary  financial  arrano'c- 
meuts.  But,  offsetting  this  ]iotential  reduc- 
tion in  graduates  from  the  medical  schools 
will  be  noted  a definite  decrease  in  the  birth 
rate  of  the  nation.  Here,  as  elsewhere  and 
always,  the  stern  justice  of  the  laAV  of  supply 
and  demand  Avill  prevail. 

7.  Shall  the  Practice  of  Medicine  Remain 
a Profession  'Or  Shall  It  Be  Made  a Mere  Vo- 
cation by  Legislative  Enactment? 

In  answering  the  question  Avhat  makes  a 
profession  W.  A.  Shumaker,  Editor  of  LaAV 
Notes  said:  “If  there  is  such  a thing  as  a 

j)rofession  as  a concept  distinct  from  a voca- 
tion it  must  consist  in  the  ideals  which  its 
members  maintain,  the  dignity  of  character 
which  they  bring  to  the  performance  of  their 
duties  and  the  austerity  of  the  self-imposed 
ethical  standards.  To  con.stitute  a true  pro- 
fession there  mu.st  Ibe  ethical  traditions  so 
pbtent  as  to  bring  into  conformity  members 
whose  personal  standards  of  conduct  are  at 
a low  level  and  to  have  an  elevating  and  en- 
nobling effect  on  those  menfijers.  A profes- 
sion cannot  be  created  by  resolution  or  be- 
come such  overnight.  It  requires  many  years 
for  its  development  and  they  must  be  years 
of  .self-denial,  years  when  success  by  base 
means  is  scorned,  years  when  no  results  bring 
honor  except  those'  free  from  the  taint  of 
unworthy  methods.  ’ ’ 

In  discussing  Avhat  a good  doctor  must 
knoAv  Glenn  Frank,  President  of  the  Uni- 
A'ersity  of  Wisconsin  said  in  a recent  address 
that  a good  doctor  must  knoAv  almost  as  much 
about  the  mind  as  the  psychologist;  that  he 
must  refuse  to  be  a party  to  the  ironic 
paradox  of  commercializing  a profession  just 
when  the  professionalization  of  commerce 
begins  to  claA\m  and  that,  finally,  he  must 
know  almost  as  much  about  the  subtle  art  of 
counselling  as  the  priest. 

Speaking  of  individualism  in  Medicine,  Dr. 
W/m.  S.  Thayer,  Emeritus  Professor  of 
Medicine,  John  Hopkins  Ho.spital,  said  in 
1929  that  “the  practice  of  medicine  is  an  af- 
fair betAveen  two  human  beings  in  which  the 
human  element  is  all  important ; that  the 
practice  of  medicine  is  a profession  and  he 
Avho  seeks  to  make  it  a business  or  a trade 
has  mistaken  his  calling.” 

Discussing  the  character  of  medical  serv- 
ice, Dr.  Charles  G.  Heyd,  President  of  the 
New  York  County  Medical  SocietA"  said;  in 
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1931  that  “medical  service  cannot  be  fab- 
ricated like  an  autonioble.  In  the  mechanical 
arts  it  is  possible  to  make  the  product  the 
same  irrespective  of  number  and  by  mass 
production  to  make  it  cheaper.  Preventive 
medicine  lends  itself  to  a degree  to  the  appli- 
cation of  mass  production  laAvs.  Curative 
medicine  is  not  fabrication  or  assembling;  it 
is  the  study  of  a disease  in  an  individual 
modified  by  his  personality  and  hereditary 
background  under  varying  conditions  of 
environment  and  competency.” 

That  incomparable  physician  and  teacher, 
William  Osier,  said  in  “ Aequanimitas  and 
Other  Addresses”  that  “Tiie  practice  of  med- 
icine is  an  art  l)ased  on  science”  and  de- 
.seribed  it  as  a “calling  Avhich  offers  a com- 
bination of  intellectual  and  moral  interests 
found  in  no  other  profession  and  not  met 
AA’ith  at  all  in  the  common  pursuits  of  life.” 
It  may  be  reflected  that  the  marvelous 
growth  of  its  scientific  aspects  during  the 
])ast  tAvo  decades  since  Osier  thus  spoke  has, 
in  no  essential  particular,  lost  to  medicine  its 
great  human  and  individual  value. 

Dr.  Beverly  Douglas,  Vanderbilt  Univer- 
sity, Medical  School,  speaking  of  desirable 
attributes  in  the  student  at  the  1928  session 
of  the  Section  on  Medical  Education,  South- 
ern Medical  Association  said  that  in  addi- 
tion to  intellectual  background  and  i)rofes- 
sional  training  he  must  “have  qualities  ■of 
heart  and  spirit  al)ove  the  average  man;” 
that  in  addition  to  intellectual  curiosity  and 
enthusiasm  he  must  have  a sense  of  honor  for 
“there  is  no  excuse  for  a medical  school  Avit- 
tingly  to  graduate  a dishonest  or  immoral 
man.  ” 

Osier  again  wrote  in  “The  Master  Word 
in  Medicine”  essay  “The  practice  of  medi- 
cine is  an  art,  not  a trade;  a calling,  not  a 
business;  a ealling  in  Avhich  your  heart  will 
be  exercised  etpially  with  your  head.” 

8.  Finally,  it  is  comforting  to  find  one- 
self in  accord  with  those  of  his  felloAVS  who 
are  themselves  qualified  to  sit  in  judgment. 

The  Jefferson  County  Medical  Society, 
with  a membership  of  432  doctors  in  Louis- 
Aulle  and,  Jefferson  County,  a membership 
composed  of  both  general  practicians  and 
specialists,  of  those  teaching  and  those  not 
teaching,  passed  the  folloAving  resolution  un- 
animously: (iMay  4th,  1931.) 

“Believing  th.it  adequate  medical  service  in 
Kentucky  should  be  made  available  to  all  of  her 
people  and 

Believing  that  each  county  and  each  com- 
munity should  assume  the  major  responsibility 
of  providing  themselves  with  such  needs  and 
Believing  that  faulty  distribution  rather  than 
insufficient  numbers  of  physicians  in  the  State 
constitutes  the  heart  of  the  problem  and 

Believing  that  unattractive  living  and  work- 
ing conditions  in  communities  where  inadequate 
medical  service  is  now  apparent  is  far  more 
re.siponsible  for  the  existence  of  such  conditions 
than  the  charactei'  of  training  given  by  present 
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day  medical  schools  and 

Believing'  that  the  organized  medical  profes- 
sion should  assume  leadership  in  uncovering  the 
causes  which  led  to  the  i:)resent  condition  and 
discovering  the  remedies  for  its  relief, 

The  Jefferson  County  Medical  Society  declares 
as  its  deliberate  judgment  that: 

1.  Under  the  present  conditions  a graduate 
of  a medical  school  cannot  be  expected  to  locate 
where  living  conditions  for  himself  and  his 
family  are  plainly  uninviting. 

2.  Isolation  and  distance  from  large  urban 
centers  are  not  insuperable  barriers  as  is  evi- 
denced by  the  relative  ease  with  which  a com- 
mercial or  mining  industry  secures  satisfactory 
medical  care. 

3.  Physicians  now  located  in  communities  re- 
moved from  centers  of  population  do  not  receive 
the  loyal  support  of  the  sick  in  their  community, 
to  which  they  are  entitled;  this  is  true,  espe- 
cially, of  the  wealthier  for  they  voluntarily  seek 
medical  aid  in  the  larger  centers. 

4.  A county  can  build  and  maintain  a hos- 
pital as  well  as  it  does  a Court  House  or  a pub- 
lic school.  The  health  of  that  community  is  as 
vital  to  the  happiness  of  its  people  as  is  educa- 
tion or  legal  processes. 

5.  With  a hospital  for  pay  and  indigent  pa- 
tients a community  would  experience  no  more 
difficulty  in  securing  one  or  more  physicians  to 
work  in  it  and  the  community  on  a fee  or  salary 
basis  than  it  now  experiences  in  getting  county 
and  circuit  judges  or  principals  and  teachers. 

That  the  compensation  of  such  physicians 
must  be  larger  than  that  of  the  county  judge  or 
public  school  teacher  is  obvious  because  of 
bi'oader  training. 

G.  If  a county  as  a unit  offers  comforts,  con- 
veniences and  facilities  unattractive  to  a non- 
resident medical  graduate  it  can  educate  one  or 
more  of  its  own  sons  or  daughters  by  establish- 
ing a scholarship  covering  premedic  and  medical 
education  and  training  with  a term  contract  for 
five  or  more  years  practice  in  that  county. 

7.  That  the  public  health  boards  are  necessary 
in  our  complex  civilization;  but  they  are  limited 
users  and  rarely  creators  of  medical  knowledge 
and  growth  and  should  be  the  agencies  of  the 
organized  medical  profession.  Through  such 
agencies  the  profession  should  function  in  w'ell 
defined  and  definitely  circumscribed  activities.” 

The  medical  profession  ha.s  given  the 
present  generation  all  the  jn-otection  it  enjoys 
against  disease  and  epidemics,  all  the  free- 
dom it  possesse.s  from  disability  and  de- 
formity, all  the  added  expectancy  of  life;  it 
has  created  its  own  standards  of  education 
and  has  constaaitly  revised  them  upward,;  it 
has  established  its  own  sphere  of  service  and 
has  persistently  refined  and  broadened  it; 
it  has  initiated  and  supported  every  helpful 
legislative  enactment  pertaining  to  the  peo- 
])le’s  health  in  both  state  and  nation.  In 
short,  its  record  is  a record  of  .service  to  the 
unfortunate  and  fidelity  to  its  ideals — surely 
it  can  be  trusted  to  lead  in  the  solution  of  the 
weaknesses  of  Medical  Service  in  Kentucky. 


OFFICIAL  ANNOUNCEMENTS 


Ml.Xl'TKS  OF  THE  FLEVEXTIl  AX- 

XFAL  MEETIXG  OF  THE  EVE.  EAR. 

XOSE  AXD  THROAT  SECTION  OF 
THE  KENTUCKY  STATE  MED- 
ICAL ASSOCIATION,  LEX- 
INGTON, SEPTEM- 
BER 7,  1931 

MORNING  SESSION 

This  is  a called  meeting  of  the  Section, 
as  owning  to  the  death  of  J.  A.  Stucky,  Lex- 
ington, and  R.  C.  Lynch,  New  Orleans,  while 
eii route  to  attend  the  regular  meeting  in 
May,  that  meeting  was  po.stponed. 

The  meeting  convened  at  ten-thirty  o’clock 
in  Mc\’ey  Hall,  of  the  University  of  Ken- 
tucky, W.  P.  Drake,  President  of  the  Section, 
presiding. 

Invocation  by  Reverend  R.  II.  Daugherty. 

Memorial  services  for  Dr.  Stucky  and  Dr. 
L.vnch  were  ccmducted  by  the  Memorial  Ser- 
vice Committee,  who  introduced  resolutions, 
copies  of  wdiich  were  sent  to  the  families  of 
Dr.  Stucky  and  Dr.  Lynch.  Dr.  S.  B.  Marks 
read  an  editorial  on  the  death  of  Dr.  Stucky 
which  appeared  in  the  Lexington  Herald.  He 
also  read  an  editorial  on  the  death  of  Dr. 
Lynch  which  was  taken  from  the  New  Orleans 
])aper.  Words  of  eulogy  were  sjmken  by  A. 
T.  McCormack,  Louisville;  D.  M.  Griffith, 
Owensiboro,  and  Miss  Linda  Neville.  Motion 
was  made  that  these  remarks  be  added  to  the 
resolutions  i)resented  by  the  Minnorial  Service 
Committee  and  also  be  sent  to  the  families 
of  Dr.  Stucky  and  Dr.  Lynch.  The  Council 
of  the  Kentuckv  State  Medical  Association 
attended  the  iMemorial  Services  in  a body. 

The  following  resolutions  were  adopted : 

Resolutions  on  the  Death  op  J.  A.  Stucky 
Adopted  by  the  Eye,  Ear,  Nose  and 
Throat  Section  op  the  Kentucky 
State  Medical  Association 

Joseph  Addison  Stucky,  the  son  of  Harry 
Stuelyy  and  IMrs.  Sallie  Kemp  Sweeney  Stucky 
was  born  in  Louisville  September  the  sixth 
1857. 

Dr.  Stucky  graduated  in  medicine  from  the 
Universit.v  of  Imuisville  in  1878  and  came  to 
Lexington  soon  after,  in  which  cit.v  he  was 
in  active  practice  until  the  time  of  his  death. 

Flor  nine  years  he  engagt'd  in  general  prac- 
tice and  for  the  remaining  fort.v-four  years 
limited  his  iiractice  to  the  diseases  of  the  eye, 
ear,  nose  and  throat,  in  which  branch  of  med- 
icine he  became  widely  known  throughout  the 
whole  Ilnited  States. 

Dr.  Stuckv  was  a charter  member  and  a 
l>ast  yiresident  of  the  American  Larvngologi- 
cal,  Rhinological  and  Otological  Association 
and  the  Academy  of  Oidithalinology  and  Gto- 
laryngology,  a fellow  of  the  American  College 
of  Surgeons  and  had  served  as  (’haairinan  of 
fhc  Section  of  Hie  Eye.  Ear,  Nose  and  Throat 
of  the  AnuM'ican  .Medical,  'fhi'  Southern  Mini- 
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ical  and  the  Kentucky  State  Medical  Asso- 
ciation and  many  times  sat  in  the  various 
councils  of  the  societies  devoted  to  his  spe- 
cialty. particularly  in  the  early  days  of  their 
existe  ace  and  added  his  advice  land  en- 
thusiatic  sup})ort  to  their  government  and 
policy. 

Dr.  Stucky  Avas  the  author  of  many  articles 
Avhieh  have  been  published  in  the  medical 
literature  and  was  a pioneer  in  the  study  of 
diet  in  its  relation  to  the  diseases  of  the  ej'e, 
ear,  nose  and  throat. 

lie  Avas  a delegate  to  the  International  Col- 
lege of  Sui’geons  in  1912  and  for  many  years 
and  at  the  time  of  his  death  Avas  a member 
of  the  editorial  Board  of  the  Annuals  of 
Otology,  Rhinology  and  Laryngology. 

Dr.  Stucky  Avas  for  many  years  an  active 
memiber  of  the  medical  .staff  of  the  Good 
Samaritan  and  St.  Joseph  Hospitals  at  Lex- 
ington and  dev'oti'd  much  of  his  time  and 
skill  to  the  care  of  the  indigent  sick  of  his 
community. 

He  also  was  avcU  knoAvn  for  his  lectures  on 
Public  Health  and  Social  Welfare  subjects. 
He  Avas  also  an  active  member  and  ]>ast  presi- 
dent of  the  Lexington  Kiwanis  Club. 

Dr.  Stucky  was  a member  of  the  Central 
Christian  Church  of  Lexington  and  a devoted 
Christian,  husband  and  father. 

No  man  gave  more  largely  of  his  excellent 
advice  and  counsel  [both  to  the  younger  mem- 
bers of  his  profession  and  to  the  trained 
nurses  than  did  Dr.  Stucky  and  he  numbered 
among  his  best  friends  many  of  the  younger 
members  of  the  various  societies  of  Avhieh  he 
was  a member. 

Dr.  Stucky ’s  most  outstanding  accomplish- 
ment Avas  the  holding  of  clinics  in  the  Ken- 
tucky mountains,  far  from  a railroad  and  to 
Avhich  he  transported  his  equipment  in 
wagons  and  he  and  his  assistants  rode  horse 
or  muleback  often  contrilbuting  greater  part 
of  the  exiAense  him.self,  for  the  study  and 
treatment  of  trachoma  Avhich  at  that  time  Avas 
so  prevalent  in  this  region. 

He  finally  .succeeded  in  engaging  the  in- 
terest of  the  United  States  Public  Health 
Service,  Avhieh  Avith  the  loooperation  of  the 
State  Board  of  Health  established  hos])itals, 
for  the  care  of  trachomatous  cases  Avhich  are 
now  so  few  as  to  be  cared  for  by  the  one  insti- 
tution located  at  Richmond. 

Dr.  Stucky  Avas  possessed  of  much  personal 
charm,  was  rarely  gifted  as  a speaker  and 
endeared  to  himself  all  who  kneAV  him.  J^cav 
men  ha\'e  radiated  more  cheer  nor  given  more 
happine.ss  than  he.  for  he  thought  larg'cl.A^  of 
others  and  loA'ed  his  kind. 

Let  il  be  the  Avish  of  the  Eve.  Ihir,  Nos(> 
and  Throat  section  of  1h(>  Kentueky  Staie 
Minlieal  Association  that  this  memorial  he 
spread  uimn  its  records  in  his  honor  and 


further  that  a copy  ibe  sent  to  his  bereaved 
family. 

Robert  H.  CoAvley,,  M.  D 
Samuel  G.  Dabney,  M.  D. 
Daniel  M.  Griffith,  M.  D. 
John  D.  Williams,  M.  D. 
lleni’A"  G.  Reynolds,  ]M.  D. 
Sam  B.  Marks,  M.  D. 

Committee. 

Resolutions  on  the  Death  of  R.  C.  Lynch. 

Adopted  by  the  Eye,  Ear,  Nose  and 
Throat  Section  op  the  Kentucky 
State  Medical  Association 

Since  Dr.  Lynch  met  with  a fatal  accident, 
Avhile  visiting  Dr.  Stucky  at  Lexington,  upon 
the  day  before  the  Annual  Meeting  of  the. 
Eye,  Ear,  Nose  and  Throat  section  of  the 
Kentucky  State  Medical  Association  which 
Avas  to  have  been  held  at  BoAvling  Green  on 
the  twi'lfth  of  May  and  ujion  which  occasion 
he  Avas  to  have  been  our  honored  guest  it  is 
fitting  that  this  body  at  this,  its  postponed 
meeting  should  do  him  honor  ami  pay  tribute 
to  his  memory. 

Robert  Clyde  Lynch,  the  son  of  Dr.  Will- 
iam Mercer  and  Mrs.  Minerva  Maitland 
Lynch,  Avas  born  at  Carson  City,  Nevada, 
u})on  Setitemlber  8th,  1880,  and  became  a 
resident  of  New  Orleans  at  the  age  of  three 
years  Avhen  his  parents  made  this  city  their 
lionie. 

He  obtained  his  early  education  in  the 
schools  of  his  home  city  and  graduated  in 
medicine  at  Tulane  UnKersity  in  1903. 

After  graduation,  having  served  his  in- 
terneship  Avhile  still  a student,  he  engaged  in 
general  practice  for  someAvhat  over  one  year 
at  Natchez,  Mississippi.  He  then  returned  to 
Ncav  Orleans  and  re-entered  Tulane  for  one 
year  for  the  stud.v'  of  Otolaryngology.  He 
then  went  to  Vienna  to  continue  his  studies 
for  six  months  and  returned  to  New  Orleans 
to  ])racti'ce  his  specialty. 

Then  began  for  bim  a career  of  twenty-one 
years  of  intensiv’e  Avork;  teaching  at  the 
Tulane  Post  Graduate  Medical  School,  being 
the  head  of  the  Otolaryngologic  Department 
for  man.v  .years  pa.st,  and  closely  identified 
Avith  the  Eye,  Ear,  Nose  and  Throat  Hospital 
of  Avhich  institution  he  had  become  Cbief 
Surgeon  .shortly  before  bis  death.  He  Avas 
also  consultant  in  OtolaryngologA’  at  the 
Touro  Tnfirmar.Au 

Even  though  his  t(>aching  and  hospital  af- 
filiations and  his  A^eiy  extensive  practice  kept 
him  A'eiy  busy,  often  far  into  the  night,  he 
found  time  for  manv  improA'ements  and  in- 
ventions in  the  development  of  a much  more 
adaptalhle  suspension  laryngoscope  and  many 
sjiecial  inslnimeiits  used  in  la  rvngoscojiie 
operations. 

He  further  improved  the  teehniiine  for  and 
developed  'an  p'xtemal  operation  upon  the 
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i'lioiital  and  otlier  sinuses,  following  somewhat 
that  of  Knapp,  Avhich  has  become  the  best 
known  and  most  used  operation  for  this  con- 
dition in  this  country. 

During'  tlie  i^ast  tew  years  he  succeeded  in 
producing'  moving  pictures  in  colour  of  the 
functioning  vocal  oords  and  in  addition  de- 
veloped a technique  for  partial  removal  of 
the  internal  laryngeal  structures  in  cancer  of 
tlie  larynx  umler  suspension  laryngoscopy 
and  also  perfected  his  operation  for  laryn- 
gectomy, all  of  which  were  reproduced  in 
moving  pictures  for  teaching  purposes. 

Dr.  Lynch  was  an  active  member  of  the 
American  Laryngological  Association,  the 
American  Laryngological,  Khinological  and 
Otological  Society,  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the 
American  College  of  Surgeons,  a ])ast  presi- 
dent of  the  American  Broncthosc'0})ic  Society, 
and  had  serv(“d  as  chairman  of  bis  sjiecial 
section  of  the  American  IMedical  and  South- 
ern .Medical  Associations. 

He  always  showed  active  interest  in  the 
American  Hoai-d  of  Otolai-ynigology  and  had 
sfii'ved  on  this  board  since  its  inception. 

Dr.  Lyncli  was  a j)rodigious  worker,  an  inde- 
fatigable stinhmt,  a patient  teacher,  a force- 
ful s])eakor  and  ai  fluent  writer  and  had  made 
himself  v’eU  known  to  Otolaryngology  not 
oidy  in  this  country  but  abroad  as  well. 

Dr.  Lynch  was  richly  endowed  with  gen- 
iality and;  personal  charm  and  his  loss  will 
not  only  be  greatly  felt  b,y  his  hundreds  of 
friends  and  ])atients  in  his  home  city  and 
l)olovcd  Southland,  but  by  his  friends  and 
confreres  throughout  the  whole  country  not 
oidy  as  a friend  but  as  an  outstanding  figure 
in  his  chosen  specialty. 

Let  it  be  the  desire  of  this  body  that  this 
memorial  be  spread  upon  its  records,  and  fur- 
ther that  a co])y  be  sent  to  his  bereaved 
familv. 

Sam  D.  Marks,  M.  D. 

Kobert  JL  Cowley,  1\I.  D. 

Samuel  CL  Dabney,  IM.  D. 

Daniel  IM,  (iriffith.  iM.  I). 

John  D.  Williams,  M.  D. 

Henry  (1.  Reynolds,  IM.  T). 

■Committee. 

President  Drake  read  his  address,l\ralig- 
nancy  of  the  Upper  lvcsi)iratory  Tract. 

The  Following  papers  were  j)resented: 

An  Unusual  General  C’omlition  with  First 
Symptoms  A]ipearing  in  the  Eye,  by  (dnu'les 
K.  Beck,  Louisville:  discussed  by  A.  J.  Miller, 
Louisvilh*,  G.  (C  Hall,  Louisville,  Adolph 
Pfingst,  Louisville. 

Sinus  Thrombosis  and  Osteomyelitis  Coni- 
])(licatin:g  the  Frontal  Siuses,  by  A.  L.  Bass, 
Lfiuisville;  discusscnl  l)y  1).  M.  Gi'iffitli. 

< twt'nsboi'o,  G.  ('.  Hall,  L(tuis\  ill(\  S.  G. 
.Mai'ks,  l.exiiivloii,  II.  I).  Al)ell.  Paducah  ; 


closing  discussion  by  A.  L.  Bass. 

The  meeting  adjourned  at  one  o’clock  for 
luncheon,  a delicious  luncheon  being  served 
in  the  dining  room  of  iMeVey  Hall. 

Afternxok  Session 

The  following  papers  were  presented: 

Cross  Cylinders  and  Demonstrations  of 
Their  Uses;  by  R.  II.  Cowley;  discussed  by 
IMilton  J.  Stern,  Lexington,  C.  T.  Wolfe,  Lou- 
isville, dosing  discussion  by  R.  II.  Cowley. 

Hay  Fever,  by  E.  V.  Edwards;  discn.s.sed 
by  R.  iM.  Armstrong,  Lexington,  S.  B. 
i\Iarks,  Lexington,  M.  C.  Baker,  Louisville, 
E.  C.  Yates,  Lexington,  A.  L.  Bass  Louisville, 
closing  discussion  by  E.  V.  Edwards. 

Acute  Mastoiditis : 'When  to  Advise  Sur- 
gical Treatment,  by  L.  P.  Molloy,  Paducah; 
discussed  by  C.  T.  Wolfe,  Louisville,  J.  D. 
William.s,  Ashland,  E.  C.  Yates,  Lexington, 
closing  discussion  by  L.  P.  Molloy. 

Business  Session 

Motion  to  'disband  the  Section  made  by  E. 
C.  Yate.s,  Lexington,  seconded  by  C.  T. 
Wolfe,  Louisville.  After  dkscussion,  amend- 
ed b.v  Adolph  Pfingst,  Louisville,  seconded 
by  G.  C.  Hall,  Louisville,  put  to  vote  and 
carried,  that  action  be  deferred  until  the 
next  regular  meeting  and  that  notice  be  sent 
that  it  is  to  be  voted  upon  at  that  meeting. 

The  following-  officers  were  elected  : 

W.  N.  Ofifutt,  President 

E.  C.  Yates,  Vice  President 

Carleton  Thomas,  Secretary 

S.  B.  Marks,  Treasurer. 

Louisville  was  selected  as  the  next  place  of 
meeting. 

S.  B.  IMarks  was  instructed  to  send  Dr. 
Lynch’s  family  a check  for  his  expenses  in- 
cui'red  to  attend  the  IMay  meeting  as  guest  of 
honor. 

The  subject  of  members  delinquent  in  the 
payment  o f their  dues  was  discussed  briefly 
but  since  decision  had  been  made  at  a former 
meeting,  no  further  action  Avas  taken. 

E.  V.  EdAvards,  IMayfield,  brought  up  the 
subject  of  the  Blind  Committee  of  Kentucky 
a])pointed  b,v  the  Rotary  Club,  and  made  a 
motion  that  their  Avork  be  commended  by 
this  Scit-tion.  After  discussion  the  motion 
Avas  put  to  a vote  and  carried. 

The  folloAving  papers  Avere  jiresented ; 

Some  Points  in  the  IManagement  of  Ileter- 
ophoria,  by  C.  D.  Townes,  Louisville:  dis- 
eussdl  by  Carleton  Thomas,  Lexington;  no 
closijig  discussion. 

Lung  Abscesses,  by  AYallace  Frank,  Louis- 
A'ille;  di.scussed  by  G.  C.  Hall,  LouisA'ille,  IM. 
C.  Baker,  Louisville,  C.  T.  Wolfe,  Louisville. 
•1.  D.  Williams.  Ashland.  E.  C.  Yates,  Lex- 
inglon,  S.  B.  IMarks,  Iji-.xingtou,  closing  dis- 
eus-siou  by  Wallace  Frank. 
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Officers’  Keport 

S.  B.  Marks,  Lexington,  repoi'ted  $375.00 
in  thel  treasury. 

Motion  made  Iby  S.  B.  Marks  that  the  com- 
mittee on  arrangements  for  the  general  meet- 
ing he  thanked  for  also  making  arrangements 
for  this  meeting,  seconded,  put  to  vote  and 
carried. 

Motion  also  made  hy  S.  B.  Marks  that  tlie 
University  be  thanked  for  the  use  of  the 
McVey  Hall,  seconded,  put  to  vote  and  car- 
ried. 

Upon  motion  regularly  mad©  and  seconded 
the  meeting  adjourned  at  five  o’clock. 

CARLETOX  THOMA8,  Secretary. 

ORIGINAL  ARTICLES 

PRESIDENT’S  ADDRESS 

UANtdMt  OE  THE  UPUER  RESl’lKA- 
TORV  TRACT* 

W.  B.  Dr.vke,  .M.  1). 

Bowling  Green. 

The  origin  of  cancer  is  still  an  unsolved 
tiroblem.  It  is  rather  the  fashion  of  some 
at  present  to  jbelittle  the  results  of  laboratory 
investigation ; yet  if  asked  the  ctuestion 
whether  one  would  prefer  to  have  had  a 
malignant  disease  thirty  years  ago  or  to  have 
it  today,  unquestionably  the  answer  would 
be  today.  Three  decades  ago  we  were  at- 
tempting to  explain  why  sarcoma  wa.s  more 
common  in  youth  and  carciniona  more  com- 
mon in  advanced  life ; in  other  words,  why 
the  .same  ]i|rocess  should  attack  connective  tis- 
sue in  the  young  and  epithelium  in  the  old. 
We  know  today  that  sarcoma,  like  carcinoma, 
becomes  more  freijuent  the,  greater  the  bur- 
den of  the  years,  and  it  is  strongly  suspected 
that  age  in  itself  may  really  have  nothing  to 
do  with  the  inception  of  malignant  disease, 
save  only  that  long  life  means  an  extended 
period  throughout  which  the  action  of  an 
irritant  can  be  exerted. 

On  the  other  hand,  experimental  research 
shows  that  the  cause  of  cancer  lies  even  1h‘- 
yond  irritation  or  injury,  which,  however, 
may  prepare  a fertile  soil  favorable  for  the 
growth  of  the  elfective  agent  of  malignanc.v. 
Cancer  land  tumor  formation  may  be  the  re- 
sult of  evolutionary  changes  and  may  be  en- 
hanced by  the  changes  occurring  in  the  life 
of  the  individual.  The  human  organism  is  a 
highly  complex  electro-chemical  structure. 
Tissues  may  resist  chronic  irritation  rather 
sueeessfull.v,  so  long  as  the  basic  cheniistry 
of  the  bod.v  remains  unaltered;  but  undei 
other  conditions,  such  irritation  ma,v  suffice' 

* Pn*si(liMit‘s  .VtU1n*ss  lift’orc  tlu*  Ji.vo.  Kav,  Nose  ami 
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to  break  down  that  delicate  intercellular 
balance  land  a new  growth  will  arise.  Tissue 
resistance  is  due  to  the  stability  of  the  cell’s 
chemical  structure.  This  stability  depends 
upon  its  atomic  structure,  which  is  influenced 
by  electronic  activity.  This  stability  is  also 
influenced  by  the  stability  of  the  adjacent 
cells. 

Probably  the  rapidity  of  modern  life,  in- 
fections, and  iioor  hygiene  contribute  to  up- 
set further  the  basic  electro-chemical  formula, 
thereby  causing  inferior  tissue  resi.stance. 
The  fact  that  tumiors  are  relatively  infre- 
quent in  childhood  inay  be  due  to  the  f3,ct 
that  the  child  is  closer  to  the  embryo  and  has 
a better  balanced  chemistry  and  hence  a bet- 
ter tissue  resistance.  It  appears  that  cancer 
ma.y  be  the  result  of  agencies  from  within 
the  body  due  to  bio-chemical  dysfunction  af- 
fecting the  life  histoiy  of  the  embiyonic  cells. 

It  is  |iossil)l('  to  assiniK'  that  some  of  the 
natural  laws  of  balance  influencing  planets 
likewise  affect  the  cell  and  that  the  degree  of 
balance  or  stabilit,v  determines  the  action  of 
the  cell.  Th(‘  cell  is  dornnant  if  stable.  An 
active  cell  depends  upon  an  un.staible  stability. 
It  becomes  pathologically  aetiye  as  the  in- 
stability  increases  and  undergoes  dissolution 
if  the  instability  is  marked. 

It  is  a fact  that  nervous  tissue  is  the  most 
higddy  developed  of  lall  tissue  and  has  a pro- 
found influence  on  metabolism.  No  doubt 
nervous  tissue  illays  an  important  part  in 
atrophios  and  h,vi)ertrophies  and  controls  the 
activities  of  man,v,  if  not  all,  specialized  tis- 
sues. Therefore,  nervous  tissue  sluould  be 
consiilered  in  new  growth. 

The  causes  of  oancer  may  be  classified  under 
three  heads;  first — hereditary  constitutional 
tendency;  .second,  acituired  constitutional 
tendency;  third,  exciting  agent,  .such  as  an 
irritant.  The  amount  of  irritation  reipiired 
to  produce  a cancer  is  less  if  either  or  both 
of  the  other  causes  are  marked.  The  heredi- 
tar,y  tendency  would  not  be  as  great  if  the 
cancer  of  the  iiarent  was  accidental  or  due 
chiefly  to  excessive  irritation.  The  heredi- 
tarv  tendency  would  be  greater  if  the  parent 
had  inherite.d  a tendenc,v  to  cancer.  The 
cutting  off  the  tails  of  generations  of  rats 
would  not  breed  rats  without  tails ; but  if 
two  rats  born  without  tails  could  be  mated, 
no  doubt  rats  without  tails  would;  be  pro- 
duced. Therefore,  a husband  and  wife,  free 
from  hereditary  constitutional  tendencies 
will  have  children  with  a greater  resistance 
to  cancer. 

The  acejuired  con.stitutional  tendency  de- 
])cnds  upon  the  accidents  and  insults  inflicted 
upon  the  fertilized  ovum,  the  foetus,  the 
child  ami  tlu'  adult.  Therefore,  if  a cancer 
were  to  occur  in  an  adult,  free  from  hereditary 
tendency,  without  evideiu'e  of  undue  irrita' 
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I’emiC'e  in  peia-entage  o4  cure  in  the  differ- 
ent grades.  A patient  witii  grade  one  car- 
cinoma Iras  a one  to  three  chances  of  being 
cured  three  to  five  years,  while  a patient 
with  grade  four  has  only  a one  to  seventeen 
chance  of  a three  year  cure  and  probably 
tion,  Ave  Avould  suspect  that  he  had  an  ac- 
cpiired  tendency.  Where  the  hereditaiy  'and 
irritation  are  both  marked,  a study  of  his 
personal  hi.story  i,s  of  little  comparative 
A'alue.  If  neither  of  these  is  present,  his 
personal  history  is  important.  The  study  of 
cancer  patients  Avho  have  no  history  of  here- 
ditary or  excessiA'e  irritation  is  a A'ery 
promising  field  as  far  as  i)rophyla.\is  is  con- 
cerned, if  net  actual  treatment.  At  times, 
the  study  of  this  hypothesis  seems  to  suggest 
a possibility  of  a neAv  agent  Avhieh  will  bring 
about  a gradual  abatement  lor  dissolution  of 
the  cancer  cells. 

'Pumors  vary  greatly  in  the  degree  of  their 
malignancy,  Avhich  dei>ends  not  only  upon 
the  type,  hnt  also  upon  certain  characteristics 
of  individual  tumors  of  the  same  type.  The 
malignancy  of  any  gh'en  tumor  lof  any  one 
type  depends  upon  tAvo  things;  first — on  the 
number  of  mitoses  present  in  the  tumor  cells; 
and  second — on  the  ratio  of  differentiated  to 
undifferentiated,  cells  in  the  growth.  All  cell 
growth  tends  to  differentiate  into  sojiie  one 
type  of  cell — osteoblast,  flibrohliast,,  etc.  Bor- 
ders has  graded  tumors  according  to  theii' 
malignancy  into  group  one,  two,  three  and 
four. 

Kadiuni  has  given  a fresh  impetus  to  the 
histological  study  of  cancer,  for  many  path- 
ologists consider  that  the  explanation  of 
raclio-sensitivity  and  radio  resistance  is  to  be 
found  in  the  ])athology  of  the  cancer  cell.  It 
is  a Avell  recognized  biological  laAv  that  there 
is  an  inverse  relationship  betAA'cen  the  pro- 
cess of  differentiation  and  specialization  (de- 
velopment of  functions')  on  the  one  hand, 
and  the  ])OAvers  of  reproduction  on  the  other. 
Thus  a carcinoma  increasing,  by  geometrical 
progression  without  differentiation,  Avill  groAV 
faster  and  he  more  malignant  than  one  in 
Avhich  the  cells  undergo  some  degree  of  dif- 
ferentiation, Avith  cori-esponding  dimnnition 
in  reproductive  activity.  The  proce.ss  of  dif- 
ferentiation is  ai  self  imposed  break  and 
malignancy  is  de]iendent  upon  the  relation- 
ship (betAveen  the  rate  of  groAvth  and  the  de- 
gree of  differentiation.  Where  the  stimnlus 
to  differentiation  has  been  much  greater  than 
that  to  reproduction  the  cancer  cells  kill 
themselves  by  fonning  e]nthelial  ]>earls. 

It  is  fair  to  assume  that  the  rate  of  growth 
of  a cancer  is  the  main  factor  determining 
hoAV  soon  the  p|ati(‘nt  seeks  treatment.  There 
is  a differeni'c  of  lime  in  seeking  this  advice 
from  seven  monUi  in  grach'  'one  1o  tlms* 
months  in  gT.'idc  fonr,  'I’heiA'  is  also  a dif- 


nonc  for  a five  year  cure.  Thus  it  is  shown 
that  there  is  a direct  correlation  betAveen  the 
histological  classification  of  epithelioma, 
their  rate  of  groAvth,  their  prognosis  as^  to 
cure  and  post  operative  length  of  life. 

In  leaving  the  discussion  of  the  general 
subject  of  cancer  and  in  considering  groAvths 
of  the  upper  respiratory  tract,  your  atten- 
tion is  first  called  to  the  diagnosis  of  malig- 
nancy of  the  nasal  sinuses. 

Carcinoma  is  rare  in  the  nose  and  sinuses 
under  forty  years  of  age.  Sarcoma  may  oc- 
cur at  any  age.  When  the  groAvth  is  primary 
in  the  antrum,  pain  in  the  alveolus  is  usually 
the  first  .S3’mptom  and  is  invariably  attri- 
buted to  the  teeth,  one  or  more  of  Avhich  maj' 
be  pulled  Avithout  I'elief. 

The  infiltrating  tumors  are  bj'  far  the  most 
imjAortant  from  the  standpoint  of  an  early 
diagnosis,  both  on  account  of  their  greater 
malignanc3%  and  because  signs  and  sjunptoms 
b,v  Avhich  they  ma^'  he  suspected  are  obscure 
ami  ofteji  neglected.  Here  as  elseAA'here,  it 
is  the  character  of  the  histological  stnxcturc 
of  the  groAvth  Avhich  detei’inines  its  progres- 
sion, for  not  infrecpientl.v  there  is  Avidespread 
involvement  in  the  jieighhoring  areas,  some- 
times death  folloAving  within  a fcAV  AA’ceks. 

Transillumination  and  X-raj’  may  give  lit- 
tle or  no  evidence  of  the  trouble.  If  the  pa- 
tient is  Avithin  the  carcinoma  age  and  the 
sAunptoms  cannot  be  explained  on  other 
grounds,  the  antrnm  should  he  opened 
through  the  canine  fossae  and  the  microscope 
.should  be  made  use  of,  to  settle  anj-  doubtful 
apiieaianees.  In  no  other  Avaj'  maj’  these 
growths  be  canght  in  their  incipiencAU 

Primaiy  tumors  of  the  ethmoid  usualh’ 
arise  in  the  posterior  cells.  If  the  patient 
has  chronic  ethmoiditis  AA-ith  poh'p  forma- 
tion, small  neoplasms  in  this  region  are  dif- 
ficult to  recognize  and  are  often  removed  in 
the  course  of  au  ethmoid  operation  and  dis- 
(‘arded  Avithout  examination.  Such  tissues 
as  cannot  he  jironounced  simple  polyps  .should 
be  sent  to  the  pathologist  for  further  ex- 
amination. 

In  maiignauCA^  of  the  ethmoid,  bleeding 
and  nasal  obstruction  are  classical  symptoms 
and  occur  in  a large  percentage  of  cases. 
Pain  maj"  sometimes  be  absent,  it  maA’  some- 
times be  severe.  Pain  nraA'  be  frontal,  tem- 
poral, or  referred  to  the  ej'e.  Reduction  of 
vision  and  even  ojitie  atrophy  ma.y  be  present. 

IMalignancA'  of  the  frontal  sinus  maA'  be 
mistaken  for  chronic  sinusitis  and  menigeal 
and  cerebral  SA'm])toms  maA'  ensue  before  a 
correct  diagnosis  is  made.  It  is  encouraging  to 
knoAV  that  neoplasms  in  the  frontal  sinuses 
are  rare. 

The  great(M-  nnnd)er  of  neoplasms  in  the 
phai-ynx  and  misoitharynx  are  malignant  and 
are  mnri“  common  than  is  g(‘ne!’all\-  nadizi'il. 
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Harc'oniata  are  seen  in  the  nasophiarynx  from 
ehildhoo'd  to  old  a»’e.  Sarcomata  fjrow  very 
rapidly  and  soon  till  the  nasopliaryngeal 
cavity,  producing  nasal  obstruction,  and  are 
apt  to  invade  the  i^aranasal  sinuses.  Car- 
cinomiata  originate  from  the  side  wall  of  the 
nasopharynx,  especially  from  Hosenmuller ’s 
fossa,  and  do  not  grow  into  the  nasopharyn- 
geal cavity  until  late,  therefore  they  do  not 
produce  nasal  olbstruction,  but  infiltrate  the 
neighboring  organs.  As  the  Eustachian  tube 
is  the  most  superficially  located  organ  fouod 
in  this  region,  the  first  symptoms  produced 
by  a nasopharyngeal  carcinoma  are  dislnr- 
Ibance  of  hearing,  and  pain  in  the  ear  and 
mastoid.  If  patients  over  thirty  years  <d' 
age  present  themselves  with  middle  ear 
catarrh,  otalgia  and  mastoid  pain,  without 
visible  evidence  of  inflammation  of  the  mid- 
dle ear,  most  especially  if  there  is  hemorrhage 
from  the  throat,  carcinoma  and  lympho-sar- 
coma  of  the  nasopharynx  should  be  suspected. 
Such  symptoms  as  i^iain  in  the  eye,  trifacial 
neuralgia,  paralysis  of  the  corresponding 
half  of  the  palate,  tongue,  pharynx,  larynx, 
and  the  sternocleidomastoid  and  the  tra- 
plesius  muscles  may  manifest  themselves,  and 
all  these  symptoms  may  occur  in  patients 
without  any  nasal  obstruction,  and  before 
there  is  any  hemorrhage  in  the  tluoat.  There- 
fore, such  patients  may  have  numerous  ex- 
aminations without  a correct  diagnosis,  un- 
less a routine  examination  of  the  naso- 
pharynx is  made. 

Sarcoma  of  the  pharynx  may  begin  in  any 
])ortion  of  the  pharyngeal  wall,  but  the  tonsil 
is  the  most  common  site.  Lymphosarcoma  .of 
the  tonsil  is  most  frequent  during  middle  life, 
though  it  may  occur  in  childhood.  Sarcoma 
of  the  tonsil  is  frequently  as.sumed,  to  Ihe  an 
enlarged  tonsil  and  a tonsileetomy  is  done 
only  to  have  the  fossa  rapidlj^  fill  with  sar- 
comatous tissue.  The  unilateral  location, 
lobulated  appearance  and  thickened  mucous 
membrane  will  aid  in  Identification,  though 
the  growth  is  not  always  distinctive. 

Enlarged  cervical  glands  are  not  an  early 
manifestation,  except  in  lymphosarcoma, 
which  is  always  marked  by  an  enlargement 
of  the  cervical  glands,  often  with  no  symp- 
toms pointing  to  the  nasopharynx.  It  might 
be  well  to  mention  in  this  connection  that 
some  Avell  known  authorities  believe  that 
Hodgkin’s  disease,  lymphosarcoma  and 
lymphatic  leukemia,  all  have  a common  neo- 
plastic cellular  origin. 

The  investigation  of  cancer  when  it  attacks 
the  larynx,  is  particularly  interesting;  for, 
as  McBride  says,  the  early  diagnosis  of  can- 
cer of  the  larynx  is  the  pearl  of  great  pirice 
in  the  treatment  of  this  disease.  In  the  in- 
trinsic form  if  offers  every  promise,  almost 
a certainty  of  a cure.  In  the  extrinsic  form 


it  is  the  chief  hope. 

In  cancer  of  the  larynx,  chronic  irrita- 
tion, excessive  use  of  the  voice,  and  the  abuse 
of  alcohol  and  toibacco  are  generally  listed  as 
predi.sposing  causes  without  any  definite 
proof.  Jackson  believes  that  the  abuse_  of 
the  voice  is  one  of  the  commonest  causes  of 
chronic  laryngitis,  keratoses,  jiapillomas  and 
granulomas,  which  form  a favorable  soil  for 
the  development  of  cancer.  If  this  were 
true,  it  might  be  expected  that  laryngeal 
cancer  would  be  a common  disease;  whereas 
it  is  relatively  rare  and  about  ten  times  more 
frequent  in  men  than  women.  However,  it  is 
'believed  by  most  authorities  that  cancer 
rarely,  if  ever,  appears  in  a previously  nor- 
mal larynx.  Furthermore,  research  shows 
there  is  no  proof  that  benign  growths  have 
any  special  liability  to  undergo  malignant 
degeneration,  even  after  intra-laryngeal  op- 
erations. Some  authorities  challenge  this 
opinion.  Nevertheless,  we  must  pay  respect 
to  the  conclusions  of  Semon  that  benign 
growths  rarely,  if  ever,  become  malignant. 

Intrinsic  cancer  is  the  most  common  mani- 
festatio2i  of  malignant  disease  of  the  larynx, 
which,  in  the  great  majority  of  cases,  first  at- 
tacks the  vocal  coi-d,  so  much  so  that  it  is  called 
cordal  cancer.  For  a long  time  the  only 
symptom  is  hoarseness  iisually  showing  itself 
b}^  a little  voice  fatigue  at ’the  end  of  the  day. 
This  huskiness  may  be  dated  from  a sore 
throat,  a cold ; and  is  often  attributed  to  ex- 
cessive smoking  or  abu.se  of  the  voice.  This 
voice  change  in  sensitive  and  observant  pa- 
tients may  be  so  insidious  that  neither  the 
patient  nor  his  friends  can  be  po.sitive  about 
the  date  of  commencement.  It  is  impoidant 
to  note  that,  for  many  months  there  is  no 
pain,  no  cough,  no  di.sphagia,  and  no  com- 
plaint, beside  a chamge  of  voice.  This  hoarse- 
ness comes  to  be  regarded  as  chronic,  harm- 
less and  negligible,  by  the  patient,  his  friends 
and  even  his  medical  adviser.  This  huskiness 
or  hoarseness  may  continue  for  months  or 
even  years  before  the  patient  presents  him- 
self to  the  laryngologist.  We  may  say  in  the 
fir.st  stage  of  malignancy  of  the  larynx  there 
are  no  symptoms  besides  alteration  of  voice, 
and  possibly  some  local  discomfort.  In  the 
second  stage  hoarseness  increases  and  dys- 
pnea on  exertion  witli  stridor  arc  gradually 
added.  Still  the  patient  may  nraintain  his 
usual  health  and  sense  of  well  being.  In  the 
third  stage  certain  text-books  still  describe 
such  symptoms  as  dysphagia,  hemorrhage, 
salivation,  glandular  infiltration  and  cachexia, 
which,  generally,  only  indicate  a late  and 
hopeless  state  of  the  disease. 

Epitlielioma  in  the  larynx  may  occur  on 
the  surface  of  any  part  of  a cord  except  the 
two  extremities.  There  may  be  only  a point 
of  plersistent  congestion  with  some  thickening 
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of  tlie  cord.  Careful  eomparisiou  with  tlie 
oiiposite  cord  shows  that  the  atfected  one  has 
lo.st  its  outline  and  flat,  ribbon-like  surfaee. 
If  tlie  surfaee  is  irre<>'ular  or  develops  dis- 
cete  white  siiots,  suspicion  of  its  malignant 
nature  should  Ihe  aroused.  In  fact,  any 
unilateral  eordal  condition  should  be  re- 
garded as  suspicious.  Impaired  mobility  of 
tlie  cord  is  not  an  early  symptom.  Hoarse- 
ness may  be  jiresent  and  a eordal  tumor  may 
lie  visible  for  months  before  the  movement 
of  the  cord  is  affected.  Free  molbility  of  the 
cord  is  no  evidence  that  a growth  is  not 
malignant.  When  immobility  exists  it  indi- 
cates a comparatively  advanced  and  not  an 
early  growth.  As  immobility  is  not  an  early 
symptom  it  should  be  our  ambition  to  have 
made  a diagnosis  before  its  appearance. 

Subglottic  cancer  requires  careful  study. 
It  no  doul'jt  will  explain  some  cases  with  ob- 
scure throat  symptoms,  such  as  }i!aresis  of  one 
cord.  Alteration  of  t'he  voice  is  not  neces- 
sarily an  early  or  noticeable  symptom  of  sub- 
glottic cancer.  There  are  no  general  symp- 
toms. The'  patient  n.a y first  < ( inplain  lof 
difficulty  of  expelling  mucus  from  the 
lai'}  nx.  Two  indications,  which  should  be 
emphasized,  both  neglected  by  the  public 
and  profession,  are  gradual  onset  of  slight 
dyspnoea  and  stridor  on  exertion. 

Extrinsic  cancer  originates  on  the  margin 
of  the  epiglottis,  the  posterior  surface  of  the 
ai‘y-o]nglottic  fold,  the  arytenoids  and  the 
ijiterarytenoid  fold,  the  posterior  surface  of 
(he  cricoid  plate  and  the  siniis  pyriformis. 
'file  sym])toms  of  exti'insic  cancer,  in  contra- 
distinction to  those  of  the  intrinsic  variety, 
are  insidious,  vague  and  uncertain.  Before 
the  patient  has  had  any  warning  of  the  pres- 
ence of  a growth,  the  tumor  is  no  longer 
sharply  circumscribed  and  may  have  invaded 
the  glands. 

As  the  symptoms  of  inti'insic  cancer  are 
chiefly  concerned  with  the  voice  and  respp’a- 
tion,  so  those  of  the  extrinsic  class  are  pri- 
marily concerned  with  deglutition.  Pain  is 
usually  unilateral  and  radiates  to  the  .law 
or  ear  on  the  same  side  and  is  increased  on 
swallowing.  The  passage  of  food  oc'casionally 
gives  relief,  while  the  swallowing  of  mere 
saliva  will  cause  agony.  In  our  haste  to  ex- 
amine the  interior  of  the  larynx.  ]fl\ysical 
signs  are  often  overlooked.  It  is  very  im 
|)ortant  to  view  the  epiglottis  both  during 
(piiet  res])iration  and  on  high  phonation,  for 
is  it  is  on  phonation  that  the  sinus  ])yri- 
formis  opens  out  and  can  best  be  examined. 
If  the  sinus  pyriformis  is  oceuined  with  frothy 
mucus,  which  ipiickly  reacciumdates  after 
being  washed  away  by  swallowing  a sip  of 
water,  while  the  sinus  on  the  other  side  re- 
mains free,  susi)icion  of  cancer  should  be 


aroused.  A more  fre(iuent  use  of  the  modern 
(lirectoscoi)e  and  laryngoscope  will  assist  in 
making  a much  needed  early  diagnosis  in 
these  cases,  for  an  early  diagnosis  of  the  ex- 
trinsic variety  is  of  pai'amount  importance. 

A tubercular  lesion  in  the  larynx  is  moie 
frequently  mistaken  for  a cancer  than  any 
other  condition.  The  laryngeal  image  in 
which  a judlor  and  edematous  swelling  of  the 
arytenoids  and  the  interarytenoid  space,  in 
connection  with  the  patient’s  temperature, 
weight,  fatigue,  ])hysical  signs,  X-ray,  Blood 
and  s])utum,  should  assist  us  greatly  in  mak- 
ing a differential  diagnosis.  If  the  case  is 
seen  in  the  incipient  stage,  there  is  no  need  to 
be  in  haste  to  arrive  at  a diagnosis,  if  there  is 
doubt  as  to  Avhic'h  of  the  two  conditions  is 
l)resent.  To  submit  hastil.v  a tuberculax 
larynx  to  a laryngofissure  would  be  a ser- 
ious error.  RemiOA’ing  a portion  of  a laryn- 
geal neoplasm  for  diagnostic  purposes  is  no 
doubt  of  great  value,  but  authorities  agree 
that  it  should  not  be  resorted  to  in  cases 
suspected  to  be  cancer,  unless  the  patient  has 
consented  to  have  an  iO|ieration  performed 
immediatel.v,  should  the  diagnosis  ])rove  the 
presence  of  cancer. 

Lar.vngeal  syphilis  is  nearly  alwa.ys  accom- 
panied by  other  evidence  of  s.vp'hilis,  such  as 
skin  lesions,  ulceration  or  perforation  of  the 
na.sal  .septum  or  ])alate.  (^ne  distinguishing 
feature  is  that  ulceration  of  the  lar.vnx  in 
.syphilis  is  more  raj)id  than  in  cancer. 
Syphilis,  tidtercu'losis,  and  cancer  may  all 
occur  in  the  same  patient,  so  the  difficnlt.v 
of  the  diagnosis  is  self  evident. 

In  closing,  it  should  be  emphasized  lagain 
that  the  ai)proach  to  the  study  of  cancer  i^ 
involved  and  covers  a great  deal  of  territory. 
Xo  doubt  there  are  nran.v  defects,  yet  the  dis- 
covery of  them  will  serve  to  strengthen  the 
argument  and  increase  whatever  value  there 
may  be  in  it.  It  is ‘an  intere.sting  field  and 
even  those  tenets  wdiieh  are  wrong  may  sug- 
gest something  of  use  to  .some  one  else. 

The  attempt  to  correlate  the  allied  sciences 
and  apply  them  to  the  evolution  and  cellular 
life  of  man  has  been  very  stimulating,  since 
it  a])pears  to  show  more  intimatel.v  how  and 
why  things  take  place.  After  review  and  re- 
flection it  becomes  more  explanator.v  and 
seems  to  offer  a promising  field  of  inve.stig'a- 
tion. 


Toxin  cf  Bacillus  Welchii  in  Toxemia  of  Acute 
Intestinal  Obstruction. — Thurston  f.iiled  to  elicit 
any  evidence  that  toxins  of  B.  welchii  are  a fac- 
tor in  the  toxemia  of  acute  intestinal  oh.struction. 
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AX  UNUSUAL  GENLHAl.  CONDITION 

WITH  FIRST  SY:\IPT0MS  APPEAR- 
ING IN  THE  EYE* 

Charles  K.  Beck,  M.  D. 

Louisville. 

February  22,  1!)20,  a little  "irl  eight  years 
of  age  was  referred  to  me  by  one  of  my  pa- 
tients. She  was  complaining  of  right  facial 
paralysi.s.  I coukl  find  no  pathology  except 
chronically  infected  tonsils,  adenoids  and 
cervical  adenitis.  Accordingly  February  26, 
I removed  her  tonsils  and  adenoids.  In  a 
few  days  the  paralysis  had  entirely  cleared 
up  and  never  returned. 

March  15,  1930,  she  returned  with  the  com- 
plaint that  her  sight  was  failing.  Another 
eye  physician  in  Louisville  had  seen  her  on 
January  11,  1930,  at  which  time  he  pre- 
scribed glasses.  She  stated  there  was  some 
immediate  improvement  in  vision  but  that 
she  still  could  not  see  very  much.  She  wanted 
to  see  if  she  could  he  helped  still  more.  She 
was  wearing  ().  I).  + .25  -j-  2.00  x 30  0.  S. 
+ 25  -4-  2.00  X 135.  Her  vision  with  this 
correction  was  20-200  with  each  eye.  Ophthal- 
mometer readings  were  O.  1).  2i75  x 90,  0.  S. 
2.25  X 105.  Tender  hematropin  1 was  unable 
to  get  any  improvement.  Retinoscopy  was 
unsatisfactory  because  she  was  unalde  to  fix 
but  1 got  0.  D.  at  90  + 5.00  and  at  180-1.25, 
().  S.  at  90  + 4.50,  180-1.25. 

Ophth'almoscopy  revealed  what  looked  to 
me  like  granulated  honey  all  around  both 
discs.  It  extended  ont  from  both  discs  in  all 
directions  as  much  as  two  disc  diameters. 
The  retinal  vessels  could  he  seen  crossing  the 
white  area  but  no  choroidal  vessels.  The 
periphery  of  the  retina  appeared  normal. 
There  w^as  no  nystagmus  hut  she  eoedd  not  fix, 
making  examination  a little  unsatisfactory. 

I phoned  the  eye  })'hysician  wlm  had  seen 
her  in  January  and  he  said  she  had  had  no 
ti'ouble  like  that  at  that  time.  So  I sent  her 
to  him  for  reexamination.  He  reported  this 
trouble  had  developed  since  he  had  seen  her 
in  January  and  he  thought  it  chorioretinitis. 
Drs.  Shafer,  Pfingst  and  Wolf  saw  her  at 
my  re(}uest  and  concnri-ed  in  the  diagnosis 
'and  treatment.  Wassermann  was  uf-gative. 
Urinalysis  was  negative  except  Sp.  Gr.  1007, 
reaction  neutral  and  sero-albumen  one  plus. 

On  March  19,  1930,  she  Avas  given  0.15  gms. 
Neo  Arsphenamine  and  inunctions  of  TJngt. 
Hydraug.  Avere  started.  iMarch  25th,  she  aavos 
given  0.3  Neo  Arsphenamine;  A])ril  1st,  0.15; 
April  15th,  0.15.  She  Avas  later  given  Pot. 
lodid.  On  April  15th,  her  vision  Avith  cor- 
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rection  Avas  20,  100  ivith  each  eye,  but  there 
wias  never  any  further  improvement.  Dr.  R. 
1.  Kerr,  Avas  her  phy.sician  at  this  time.  He 
reported  increasing  amounts  of  albumen  in 
her  urine  and  we  thought  it  best  to  discon- 
tinue antileutic  treatment  for  a time. 

About  tliis  time  her  mother  told  me  that 
she  had  severe  attacks  of  headache  accom- 
panied by  persistent  vomiting.  The  attacks 
would  last  two  or  three  days  or  a Aveek.  They 
had  started  when  she  Avas  five  or  six  years  of 
nge  and  had,  gotten  steadil,y  Avorse.  At  first 
she  had  them  seldom  but  now  they  oecured 
about  once  a month.  They  Avere  not  asso- 
ciated Avith  con.stipation  or  indiscretions  in 
diet. 

Her  mother  also  told  me  about  this  time 
that  Avhen  she  first  .started  to  school  she 
studied  and  Avas  ver,v  much  interested  and 
seemed  to  Iuia'c  no  trouble  Avith  her  vision 
until  the  beginning  of  school  in  the  fall  of 
1929. 

During  the  summer  of  1930  she  Avas  in 
occasional l.v  for  observation.  There  Avas  no 
appreciable  change  in  her  condition  in  an,A' 
Avay  until  October  25th,  at  which  time  I saiv 
traces  of  .several  minute  retinal  hemorrhages. 

On  November  4th,,  Dr.  Theo.  11.  Hollins- 
head  Avho  Avas  the  physician  in  charge  at  this 
time,  referred  her  to  Keith,  Keith  & Bell  for 
x-ra.v  of  the  skull. 

Tliey  rej)ort  as  follows: 

“ Stereoseo])ic  films  of  the  .skull  made  in 
both  lateral  positions  anil  in  |fost(‘ro-anterior 
and  antero-po.sterlor  positions  shoAV  t h e 
suture  lines  to  he  unusually  jiromifient.  This 
is  suggestiAU*  of  slight  .sejiaration,  a finding 
freipientl.v  seen  in  the  presence  of  increased 
intra-cranial  ])ressnre.  The  convolutional 
markings  are  also  moderately  prominent. 
This  too  is  suggestive  of  increased  intra- 
cranial jire.ssnre.  although  in  a child  it  may 
be  present  and  have  no  apparent  significance. 
The  sella  turcica  is  normal  in  both  it-  size 
and  outline.  The  clinoids  are  .sharpl,y  defined 
and  the  ba.se  is  very  satisfactorily  shoAvn. 
Nothing  suggesting  a jiitnitary  adenoma  is 
noted.  There  are  no  s'hadoAvs  above  the  sella 
suggestive  of  a supra, -sellar  cyst.  The  blood 
A’essels  are  normal.  No  unusual  areas  of  caU- 
cification  are  seen.  The  mastoids  are  A'ery 
satisfactoril.A’  Ausualized  and  ai’e  normal. 
Nothing  else  of  importance  is  seen.  The 
sinuses  are  quite  satisfactoril,y  shoAvn,  al- 
though the  films  Avere  not  made  for  this  spe- 
cial nuiqfose.  Tlu'y  ajipear  to  i)c  ‘dear. 

The  general  appearance  of  this  skull  is 
quite  sugge.stive  of  the  ])rcsence  of  an  in- 
crea.sed  intra-cranial  pre.s.sure.  There  are  a 
numiber  of  reasons  for  increased  pi’e.ssure. 
One  of  these  is,  an,A'  type  of  tumor  pressing 
on  some  part  of  the  ventricular  .system  and 
obstructing  it.” 
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Tliough  1 saw  lie^r  several  times  after 
Oetol)er  25th,  thei’e  were  no  eliairges  noted 
until  December  24th.  Her  mother  called  me 
saj’ing  that  she  had  had  one  of  her  headacdies 
accompanied  by  vomiting,  and  that  her  left 
eye  was  very  red.  From  her  descidption  I 
judged  it  to  be  an  episcleral  hemorrhage  and 
sugge.sted  a simple  remedy  as  she  thought  it 
unneee.s.sary  for  me  to  see  her.  Dr.  Ilollins- 
head  advised  her  on  the  26th  1o  call  me  to  see 
the  eye.  1 found  such  a large  amount  of  con- 
junctival edema  pre.sent  that  1 was  unabb' 
to  see  th('  gloil)e.  The  next  moriutig  blood 
was  oozing  in  dro[)lets  thi-ough  the  distended 
conjunctiva.  I had  never  seen  anything  Ih*- 
have  just  like  thi.s,  so  I retpicsted  consulta- 
tion. Dr.  Pfingst  w^as  chosen  and  saw  her 
V ith  me  in  the  afternoon.  By  this  time  a 
drying  coagulum  hail  formed  in  the  palpebral 
fissure.  Tl.e  orbital  contents  Avere  enormous- 
ly SAvollen.  A diagnosis  was  impossible. 

(5n  December  28th,  I removed  a large  blood 
clot  from  the  eye  at  which  time  I saw  Avhat 
1 thought  either  a piece  of  the  cornea  or  a 
white  blood  clot.  Her  clotting  time  was  six 
minutes,  hemoglobin  73%.  1 gave  her  ten 

ce  normal  horse  serum  subcutaneously  lie- 
cause  the  hemorrhage  continued.  After  this 
there  Avas  less  lo.ss  of  blood  until  January 
9th.  Urinalysis  December  31st.  Reaction, 
acid;  Sp.  Gr.  1010;  occasional  pus  cell,  quite 
a number  of  red  blood  cells;  and  sero-alibti- 
men  tAvo  plus. 

All  consultants  feeling  that  this  might  be 
a cancerous  condition,  she  Avas  again  referred 
January  3rd,  to  Keith,  Keith  & Bell  for  an- 
other x-ray  of  the  skull. 

The  folloAving  Avas  reported : 

Po.stero-anterior  stereoscopic  films  of  the 
head  show  no  changes  in  the,  bone  around  the 
left  orbit  tlrat  Avoidd  suggest  destruction 
from  a malignancy  of  the  soft  tissue  of  the 
orbit,  dust  anterior  to  the  left  orbital  cavity 
and  surrounding  the  external  margin  of  the 
orbit  there  are  moderately  dense  soft  tissue 
.shadoAvs  that  may  Avell  represent  the  large 
hemorrhage  of  the  left  orbit. 

The  nasal  accessory  sinuses  are  Avell  de- 
veloped and  Avell  ventilated.  Right  and  left 
lateral  stereoscopic  of  the  head  giA'e  no  addi- 
tional nnformation.  While  the  films  Avere 
made  Avith  a dift'crent  x-ray  ]ienefration  no 
(dianges  in  the  bone  are  seen  that  Avould  rep- 
resent a localized  de.struction  or  extension  of 
'a  malignant  tamoi'  of  the  lef‘  orbit. 

January  9th,  eye  began  bleeding  freely 
again  and  on  the  12th,  Dr.  ToAvnes  and  1 
a.ssisted  by  the  presence  and  adAucc  of  Drs. 
Pfing.st,  Hollin.shead  and  Wheeler,  did  what 
remained  to  be  done  of  an  evisceration.  We 
found  nothing  of  the  globe  left  except  the 
sclera.  A piece  of  tissue  comprising  a p'art 
of  the  sclera  and  the  enormously  edematous 


conjunctiva  Avas  removed  for  microscopic  ex- 
amination. We  talked  of  doing  an  extentera- 
tion  but  the  condition  of  the  patient  Avas  such 
that  Ave  Avere  afraid  to  do  so  much  surgery. 
!8he  had  had  a convulsion  prior  to  operation 
and,  it  looked  for  a time  as  though  she  would 
not  recover. 

The  ])athologist’s  reiiort  Avas  as  follows: 

H|)ecimen  consists  of  lilood  clots  ajul  frag- 
ment of  tissue  1/4x1  cm.  fibrous,  pinkish,  eye 
ball  not  included  in  tissue. 

-Microseoi>ical : 

Sections  of  tissue.  Sections  made  horizon- 
lally  show  an  outer  layer  of  partially  denud- 
(“d  e])ithelial  cells,  projecting  in  a more  or 
less  papillary  arrangement.  Fpithelial  cells 
oedematous  and  hyperplastic,  Imt  are  not 
infiltrating,  beneath  is  gross  hemorrhage,  sep- 
ai’ating  fibrous  stroma  and  extending  deep 
into  subepithelial  tissue  are  numerous  endo- 
thelial cells,  some  forming  ucav  blood  vessels. 
Also  round  cells,  a fcAV  eosinophiles  and  neu- 
trophiles.  Lynpilh  spaces  greatly  dilated, 
Avhole  ti.ssue  oedematous  and  very  vascular. 

NotAvithstanding  these  reports  aa’o  feared 
malignancy  and  accordingly  on  the  16th, 
radium  50  mg.,  Avell  screened  Avas  applied  to 
the  left  orbit  laterally.  The  next  day  t'he 
position  was  changed  to  the  front  and  A\-as 
removed  at  8 a.  m.  on  the  18th,  making  ex- 
posure of  tAventy-eight  and  one  half  hours. 

Temperature,  pulse  and  respiration  chart 
during  the  six  days  in  the  hospital  is  at- 
taclied.  There  Avas  no  further  hemorrhage 
from  the  left  eye.  The  edema  graduallj^  sub- 
sided until  there  Avas  very  little  left.  On 
February  4th,  she  began  to  bleed  from  the 
gums  and  bled  for  48  hours.  Hemorrhage 
from  the  kidneys  and  boAvels  followed. 

On  February  7th,  the  right  eye  began  just 
as  the  left  and  acted  in  the  same  manner, 
the  condition  of  the  patient  Avas  such  that  op- 
eration Avas  out  of  the  question. 

On  March  11th,  she  had  one  of  her  head- 
aches and  vomiting  spells  lasting  36  hours. 
Some  blood  Avas  vomited. 

She  died  March  12th,  almost  a year  after 
the  condition  in  her  eves  AA'as  first  seen. 

DISCUSSION 

Adolph  O.  Pfingst,  Louisville : Mr.  Chairmen 

and  Gentlemen:  Undoubtedly  this  has  been  the 

most  unusual  and  interesting  case  that  I have 
ev’er  seen  since  I have  been  practicing  medicine, 

All  of  us  have  seen  a great  many  cases  that 
we  could  not  diagnose  clinically.  In  this  case 
Ave  not  only  failed  to  make  a diagnosis  before 
operation  but  even  after  operating  Ave  Avere  un- 
able to  come  to  a conclusion  as  to  the  nature  of 
the  disease  and  even  after  autopsy  the  pre- 
vailing ;pathology„  especially  as  it  applied  to 
the  eyes  was  difficult  of  interpi'etation. 

I will  try  to  be  brief  and  Avill  ende.ivor  not 
to  repeat  what  the  other  two  speakers  have  said. 
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JVIy  connection  with  this  case  dates  from  March 
of  1929.  Following  the  perogative  of  the  med- 
ical profession  I would  differ  somewhat  with 
Dr.  Beck  as  to  the  findings  at  that  time.  It 
seemed  to  me  when  I saw'  her  then  (th.it  was  a 
year  before  the  severe  symptoms  came  up)  that 
this  child  presented  the  typical  picture  of  a 
disseminated  choroiditis  in  both  eyes.  There 
were  quite  a number  of  atrophic  areas  with 
pigmented  edges.  I attached  no  special  signifi- 
cance to  these  choroidal  changes  as  they  would 
have  a bearing  on  the  more  recent  pathology 
which  took  place  in  the  edges.  Vision  at  the  time 
I saw  this  child  in  1929  to  20y200  in  each  eye. 
There  was  atrophy  of  both  nerves.  At  that 
time  the  child  was  put  on  mercurial  treatment, 
as  is  customary  in  such  choroidal  troubles  even 
though  there  are  no  evidences  of  lues.  I did 
not  see  the  case  again  until  last  year  when  Dr. 
Beck  was  kind  enough  to  let  me  study  the  case 
with  him  after  the  appearance  of  the  obscure 
symptoms  which  he  described. 

It  was  a pathetic  case  right  from  the  start. 
This  was  an  only  child.  When  I entered  the 
front  room  of  the  small  cottage  on  the  26th  of 
December  there  was  a Christmas  tree  prettily 
decorated  and  surrounded  by  the  child’s  play- 
things and  the  child  was  in  the  next  room  suf- 
fering with  nausea  and  headaches.  The  first 
thing  that  presented  itself  was  an  extensive 
swelling  of  the  left  orbit.  Some  of  you  have 
no  doubt  seen  large  hematomata  following  enu- 
cleation and  after  injuries.  In  this  case  the 
lid  was  tense  and  partly  covered  a large  hema- 
toma— perhaps  as  large  as  a w^alnut.  The 
cornea  was  entirely  covered  by  a mass  of  clotted 
blood  protruding  between  the  discolored  tense 
lids  and  a sanguinous  fluid  exuded  from  around 
the  mass.  Our  first  idea  was  there  was  some 
blood  dyscrasia  in  the  case  that  caused  the 
hemorrhage  but  as  Dr.  Beck  has  explained  to 
you  the  blood  count  was  normal  in  every  way. 
The  blood  clotting  time  was  novnaal,  the  blood 
clotting  in  five  minutes.  We  also  considered 
the  question  of  a thrombus  of  the  cavernous 
sinus  but  thought  that  we  could  exclude  this 
in  the  clinical  course  of  the  case.  The  thought 
then  occurred  to  us  that  there  was  probably  some 
underlying  malignancy,  that  this  accounted  for 
the  severe  headaches  which  had  persisted  for 
some  time.  There  was  a history  of  occasional 
headaches  two  years  prior  to  this  present  illness, 
but  as  the  change  in  glasses  was  always  fol 
lowed  by  relief  we  did  not  attach  any  impor- 
tance to  these  early  headaches.  The  severe 
headaches  associated  with  nausea,  which  evident- 
ly wore  part  of  the  final  illness  appeared  'about 
the  time  Dr.  Beck  was  called  in  early  in  the 
year  of  1930.  As  the  doctor  told  you,  upon 
operation  we  didn’t  find  anything  that  threw 
any  light  on  the  case  even  after  we  got  all  the  clot 
of  blood  away.  In  that  blood  w'e  found  a few 
gelatinous  masses  that  proved  to  be  small  frag- 
ments of  corneal  structure.  After  removing 


the  clotted  blood  a cuja  of  sclera  remained  as 
you  would  find  it  after  evisceration  of  the  eye 
balls. 

When  the  second  eye  started  we  were  more 
at  sea  than  ever  and  were  helpless  as  far  as 
insiituting  treatment  was  cone  ined.  During 
the  time  of  the  trouble  with  the  left  eye  we 
found  no  active  changes  in  the  fundus  of  the 
right  eye.  It  presented  the  same  picture  that 
it  did  a year  previously.  We  still  had  the  old 
choroidal  spots,  but  no  signs  to  indicate  intra- 
cranial pressure.  The  necroi^sy,  as  the  doctor 
has  told  you,  was  most  interesting.  I have  seen 
some  of  these  specimens  and  they  are  very 
beautiful  and  show  how  parts  supplied  by  such 
obstructed  vessels  could  suffer  for  want  of 
nourishment. 

As  far  as  my  own  opinion  is  concerned,  I 
would  say  that  the  fundus  changes  noted  in 
1929  had  nothing  to  do  at  all  with  this  present 
trouble,  which  began  in  December.  I take  it 
from  the  kind  of  vessels  that  Dr.  Miller  found 
in  his  very  exhaustive  study  of  this  case,  that 
the  vessels  undeinvent  the  same  changes  in  the 
anterior  termination  of  the  sclera  near  the 
cornea  that  he  noted  in  nearly  every  tissue  of 
the  body  and  that  there  were  obstructive  changes 
in  the  anterior  ciliary  vessels,  causing  nutrition 
to  be  cut  off  from  the  cornea  finally  terminat- 
ing in  a sloughing  off  of  this  structure.  It 
seems  from  everything  that  Dr.  Beck  could  find 
out  from  the  family  that  the  first  changes  in 
the  eye  resembled  subconjunctival  hemorrhage 
and  that  this  rapidly  became  larger  and  larger 
untdl  it  formed  a large  hematoma  so  that 
finally  you  could  not  see  the  cornea. 

As  regards  the  other  conditions  I don’t  be- 
lieve that  the  vessel  changes  were  the  primary 
cause  of  death  of  this  child  but  like  the  other 
speakers,  I believe  that  death  was  caused  by  in- 
tracranial infection  probably  from  the  middle 
ear.  It  was  fortunate  that  something  did  in- 
tervene to  relieve  this  child  of  its  suffering. 


Acromegaly  and'  Megacolon  Due  to  Tumor  of 
Hypophysis. — Carnot  reports  the  clinical  history 
of  a man,  aged  43,  who  had  chronic,  persistent 
constipation  and  occasional  headache.  Symp- 
toms of  cromegaly  had  been  noted  during  the 
previous  ten  years,  but  he  had  no  severe  or  lo- 
calized ipain.  Roentgen  examination  showed  that 
there  was  a marked  enlargement  of  the  sella 
turcica,  indicating  a tumor  of  the  hypophysis. 
This  was  likewise  demonstrated  by  alteration 
of  the  optic  chiasm.  Although  thei-e  was  only 
a slight  disturbance  of  vision,  the  acuity  was  un- 
impaired. The  intestinal  stasis  was  accom- 
panied by  enlargement  of  the  viscera.  Examina- 
tion showed  an  enlarged  and  especially  and  elon- 
gated colon.  On  the  basis  of  a review  of  the 
literature,  Carnot  points  out  that  the  symptoms 
found  in  this  ipatient  support  the  theory  of  a re- 
lation between  tumors  of  the  hypophysis,  acrom- 
egaly .ind  cnlargerrent  of  the  viscera. 
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ostk()myp:liti8  comi’lk'atiX';  the 
Fl^ONTAL  SINUSES  AND  SINUS 
THROMBOSIS'' 

A.  L.  Bass,  *M.  D. 

Louisville. 

Uase  1.  M.  L.  T)..  Age  14.  Appearetl  in 
my  office  Augrust  7th,  1926,  with  the  follow- 
ing hi.story : Mother,  living  and  well;  age  49, 
father,  living  and  well;  age  53,  one  sister, 
living  and  well:  age  23,  one  brother,  living 
and  well;  age  12. 

Past  History:  Had  measles,  age  three. 

Pertussis,  age  six,  and  chicken  pox,  age 
eight ; without  any  complications. 

Present  History;  Has  been  going  in  the 
ocean  up  East  for  several  days.  Four  days 
ago  noticed  a swelling  of  left  ui)per  lid ; no 
pain. 

Examin:^tion ; Left  upper  lid  edematous, 
protruding  over  lower  lid.  Left  eye  shut, 
and  with  some  difficulty  after  pulling  down 
on  the  lower  lid  and  making  sufficient  trac- 
tion on  the  upper  lid  I was  able  to  see  the  eye 
was  negative.  Intra-nasally,  the  mucous 
membrane  was  congested ; there  was  a creamy 
pus  underneath  the  anterior  tip  of  the  left 
middle  turlbinate.  Tem])erature  was  103.4. 
X-ray  showed  cloudy  left  frontal,  ethmoid 
and  antrum. 

Diagnosis:  Acute  infected  frontal,  ethmoid 
and  antnim,  left  side.  Smear  from  pus  in 
nose,  statdiylocoeeus. 

Treatment : Local,  plus  suction ; warm 

magnesium  sulphate  compresses  twenty  min- 
utes every  three  hours;  metaphen  1-5000 
solution,  t.  i.  d.  intr;^-nasally.  August  8th, 
treatment,  locally  in  office.  Temperature 
101.2.  Urine  A(  id  65,  Solids  55,  Albumen, 
present. 

August  9th,  tenpierature  104.  Patient  was 
.'^ent  to  hospital,  where  under  anesthesia  left 
ethmoid  area  was  exenterated  intra-nasally, 
anterior  tip  of  left  inferior  turbinate  was 
excised  and  intra-nasal  ojiening  made  in  left 
antrum.  Antrum  and  left  ethmoid  area  were 
]>acked  lightly  with  5%  iodoform  gauze.  Ijcft 
un))er  lid  was  incised  and  about  two  drams 
of  pus  was  present.  Drain  was  left  in  in- 
(dsion.  Her  blood  count  at  this  time  was 
\V.  B.  (’.  11.650,  polys  81.  lymphocytes  19. 

August  10th.  temperature  101.  August 
11th,  packs  and  drain  removed.  Laboratory 
is'port  of  sinus  pus  was  staphylococcus.  Warm 
saline  comju-esses  externally  twenty  minutes 
t.  i.  d.  to  left  eye  and  antiseptic  drops  intra- 
nasally  were  used  and  the  patient  was  dis- 
charged from  the  hospital  August  16th,  seven 


*Rrad  before  the  Kve.  E'ar.  Nose  und  Tliroat  Section  of 
the  Kentuckv  State  Medical  Association  at  Lexington,  Sep; 
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days  after  admission.  Temperature  normal. 
Her  blood  count  at  this  time  was  W.  B.  U. 
7,900,  polys,  68,  lymphs,  32. 

Patienit  was  seen  August  23rd  in  office  ap- 
parently doing  well.  On  August  26th  left 
upper  lid  hecame  .swollen  again  and  on  Aug- 
gust  29th,  it  was  incised  at  home.  Patient 
came  to  office  August  31st,  September  3rrl. 
and  on  September  6th,  I!  noticed  a slight 
swelling  along  ui)per  margin  of  orbit  and  de- 
cided to  have  another  x-ray  made  which 
showed  an  osteomyelitis  of  frontal  bone,  as 
yoii  will  notice  in  the  picture  along  upper 
margin  of  orbit  extending  into  center  of  fore- 
head. Ui)on  viewing  the  X-ray  at  this  time, 
1 thought,  it  won’t  he  long  before  we  will 
need  the  undertaker,  and  informed  the  par- 
ents that  the  prognosis  was  very  bad.  Tem- 
])erature  had  been  going  along  about  normal 
and  at  this  time  it  was  99.4.  The  patient  wa.s 
.sent  back  to  the  hospital  and  the  next  day 
an  incision  was  made  along  margin  of  orbit, 
the  necrotic  area  was  eurretted  away,  and 
another  inci.sion  was  made  over  necrotic 
ai’ea  in  center  of  forehead;  area  eurretted 
and  a rubber  tube  through  and  through  con- 
necting this  incision  with  one  at  margin  of 
orbit  was  inserted.  A rubber  tube  was  left 
in  the  naso-frontal  duct. 

1 left  town  the  next  day  to  attend  the 
Academy  meeting  in  Colorado  Siu'ing’S;  not 
having  the  slightest  idea  that  my  ])atient 
would  be  alive  and  doing  well  upon  my  re- 
turn October  12th,  over  four  weeks  later.  1 
left  her  in  charge  of  my  associate.  Dr.  Rich- 
eson,  who  kej)!  me  posted  as  to  her  condition. 
During  my  absence  she  had  very  little  done 
save  dressings  changed.  Tube  removed  from 
na.so-frontal  duct  about  the  tenth  day;  and 
tube  removed  from  fronto-orbital  incisions 
at  the  end  of  the  third  week.  There  was  a 
fi.stula  in  the  forehead  wound  and  a secpies- 
trum  could  be  felt  with  probe.  Under  lighi 
anesthesia,  the  sc(]uestrum  was  removed  in 
her  home,  and  after  a few  days  fistida  closed.. 

The  main  reason  for  reporting  this  ca.s(> 
is,  the  treatment  is  contrary  to  the  general 
consensus  of  opinion  ; that  is,  you  have  to  go 
wide  of  the  area  of  involvement  if  you  hojie 
to  stop  the  extension  of  the  osteomyelitis. 

Case  II.  Is  a lateral  sinus  involvement 
with  the  following  history : IMrs.  L.  H.,  age 

27,  seen  April  22,  1927.  IMother  died  age  41, 
with  mastoiditis,  father  died  age  59,  with 
acute  indigestion,  sisters.  foui%  living  and' 
well,  brothers,  four,  living  and  well. 

Personal  History : IMeasles  age  8.  no  com- 

plications. Had  ear  ache  several  times  dur- 
ing childhood:  doesn’t  recall  having  any  dis- 
charge from  ears.  Tonsils  and  adenoids 
removed  age  12.  Has  had  four  children.. 
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One  child  died  aj?e  eleven  months  from  intes- 
tinal trouble. 

June  26,  1921,  had  pain  in  left  ear  one 
evening;  drum  ruptured  during  night  with 
ease  of  ]i|ain  and  the  next  morning  she 
noticed  blood  on  pillow.  Three  days  later 
she  went  to  a physician,  who  had  an  x-ray 
made.  On  July  2,  1921,  six  days  after  onset 
of  symptoms,  a simple  mastoid  was  done. 
She  was  in  hospital  fifteen  days. 

Present  History ; Two  days  ago,  left  ear 
began  to  discharge.  Has  pain  in  left  temple 
and  left  side  of  neck. 

Examination ; Left  drum  had  perfora- 
tion posterior  inferior  with  pulsating  dis- 
chai’ge  with  odor.  Smear,  everything.  No 
tenderne.ss  over  mastoid  area.  Temperature, 
normal. 

Diagnosis:  Exacerbation  otitis  media 

purulent  catarrhal. 

Treatment : Boric  Adicl  irrigations,  fol- 

lowed iby  boric  acid  alcohol  “drops”  into 
left  canal  twice  daily.  Xeo-silvol  15%  solu- 
tion instilled  into  nose  twice  daily.  April 
26th  treatment,  disehai’ge  less,  temperature 
normal.  Hay  2nd,  treatment,  very  little  dis- 
charge. She  was  told  to  continue  her  irriga- 
tions followed  by  alcohol  “drops”  for  a few 
days  and  return  if  she  did  not  get  along  all 
1 ight. 

She  was  not  seen  until  March  16th,  1928, 
when  she  came  to  office  complaining  of  dis- 
charge for  the  last  few  days  and  would  be 
dizzy  at  times. 

Examination  at  this  time : Sinuses  trans- 

illiiminated  negative.  Temperature  normal. 
Left  canal  pi-esented  chronic  purulent  dis- 
charge as  before  without  pulsation. 

Treatment:  Irrig-ation,  bichloride  1-5000 
solution,  twice  daily ; followed  by  alcohol 
“drops,”  plus  neo-silvol  15%  solution  into 
nose.  She  was  seen  March  25th  and  31st, 
when  there  was  slight  discharge. 

She  was  not  seen  again  for  about  two 
years,  when  on  July  1,  1930,  she  came  in  com- 
plaining of  being  dizzy  for  a while  after  get- 
ting up  in  mornings. 

- Examination : Left  canal  congested,  swol- 

len, filled  with  chronic  purulent  discharge. 
Temperature  99.8 ; slight  tenderness  on  pres- 
sure over  mastoid  area.  Urinalysis:  Acid  30, 
1020,  Solids  44.  indican,  two  plus. 

Treatment : She  was  advised  to  have  radi- 
cal mastoid  operation.  One  half  inch  5% 
Iodoform  gauze  wicks  were  used  in  external 
auditory  canal  by  patient;  being  changed 
several  times  per  day,  according  to  the 
amount  of  secret  ion.  This  was  the  treat- 
ment while  she  was  making  up  her  mind  to 
have  the  operation  done,  whiidi  was  perform- 
ed on  Jul.v  18th,  seventeen  da.vs  later.  At 
this  time  she  had  a small  fistula  through 
old  mastoid  incision. 


Blood  count,  IL  B.  C.  3,970,000.  \V.  B.  C. 
9,t;O0,  I rUiaiysis;  Acid,  lOOS,  Albumen,  trace. 

Operation:  Old  mastoid  area  was  filled 

with  necrotic  material  which  was  removed. 
Posterior  canal  wall  was  taken  down,  liruige 
removed,  external  attic  wall  curretted  and 
tacial  ridge  was  taken  down  to  the  level  of 
the  horizontal  semicircular  canal;  malleus 
and  incus  removed,  middle  ear  cavit.v  cleaned 
up,  eustachian  tube  curretted,  “T  ’ shaped 
fla])  made  in  memjbranous  posterior  canal 
wall  and  cartilage  removed  from  flap ; tip 
sutured  to  temporal  muscle  superiorl.v  and 
lower  tip  to  soft  tissues  inferiorly.  Canal 
was  packed  with  5%  Iodoform  gauze  which 
was  removed  on  the  fourth  day.  The  wound 
was  given  the  usual  after  care  and  did  well. 
For  some  time  after  the  operation  she  com- 
plained of  a dull  continuous  pain  jinst  above 
external  auditor.v  canal,  which  finall.v  sub- 
sided. 

On  November  11th,  about  four  months 
after  radical  operation,  she  became  dizzy  and 
fell  down  some  steps  at  hoine.  November  14th 
a (olood  culture  was  made  which  showed 
staphylococcus  aureus  on  seventh  day.  B.  B. 
C,.  4,400, 000  \V.  B.  C.  8.800  eosinophiles  .1, 
.staff  4,  lymphs,  27  neutrophiles  3. 

The  blood  count  being  normal  1 did  not 
consider  seriomsly  the  blood  culture  being- 
positive  on  the  seventh  day.  There  was  a 
recess  from  her  cares  of  al)out  three  weeks 
when  she  came  to  office  January  7th,  1931, 
complaining  of  pain  in  left  cheek  following 
a “cold”  for  a few  da.vs.  Left  antrum  trans- 
illuminated  dark  and  irrigated  pus.  The 
antrum  cleared  up  after  si.x  irrigations  of 
two  to  four  day  intervals. 

On  Januar.v  30th  she  came  to  office  com- 
plaining of  pain  at  tip  of  mastoid,  left  side. 
Temperature  100.  There  was  a slight  con- 
gestion over  tip ; tender  on  pre.ssure.  She 
was  sent  to  Dr.  Franklin  Jelsma  for  a 
Queckenstedt  te.st.  With  the  water  mano- 
meter the  pressure  was  140 ; with  pressure  on 
left  internal  jugular  pressure  was  150:  with 
pressure  on  right  jugular  pres.sure  registennl 
290.  Spinal  fluid  s'howed  one  cell  per  e.  m. 
No  globulin  increase.  Examination  for  brain 
tumor  negative.  With  this  evidence  in  hand. 
I told  her  husband  I felt  that  his  wife  had 
an  obstruction  in  the  left  lateral  sinus  and 
should  have  her  internal  jugular  resected  and 
lateral  sinus  obliterated.  At  this  time  he 
told  me  when  she  had  her  simple  mastoid  op- 
eration she  ran  a temperature  of  108  for  two 
or  three  days. 

Laboratory  work  at  this  time  showed,  R.  B. 
C.  3.650.000.  W.  B.  C.  7,500,  Urinal.v.sis,  Acid. 
1011,  negative. 

Left  internal  jugular  was  resected,  ligation 
including  facial  vein  entrance.  The  wound 
was  closed  save  for  a small  rubber  ti.'S^ue 
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drain  in  lower  end  of  incision.  Sinus  was  then 
ex])osed  tor  a^bout  one  and  one-fourtli  inches, 
incised  while  pressure  was  made  at  each  end 
of  ex^josed  sinus;  free  bleeding  was  obtained 
towards  the  torcular,  the  sinus  was  obliterated 
witli  rolled  5%  Iodoform  gauze  and  dressing 
aiiplied  with  fairly  taut  bandia'ge. 

The  packing  was  removed  on  the  fifth  day. 
During  eonvalesecene  xiatient’s  temperature 
ditl  not  g’O'  over  100. T and  this  was  within  the 
first  few  days  after  the  operation.  Patient 
left  hospital  February  10th,  seventeen  days 
alter  operation,  with  jiiiJse  76,  temxierature 
OS. 2 and  resxiiration  18. 

DISCUSSION 

D.  M.  Griffith,  Owensboro:  Dr.  Bass  is  to  be 

congratulated  upon  the  outcome  of  his  cases. 
I think  in  the  discussion  of  the  pajiers  it  is  in- 
tended that  we  express  our  opinions  even  though 
they  are  at  variance  with  those  of  the  essayist; 
otherwise  our  society  would  bring  us  no  real 
information. 

There  is  no  question  but  that  he  was  com- 
pelled to  do  an  operation  upon  his  frontal  for 
osteomyelitis.  I am  not  just  in  accord  with  him 
in  exenterating  the  ethmoid.  I don’t  believe  I 
would  want  my  ethmoid  exenterated  under  a gen- 
eral anesthetic.  There  are  so  many  recesses 
.•:>nd  pockets  it  is  almost  impossible  to  reach 
them,  and  I would  much  prefer  a more  conser- 
vative procedure.  I think  to  amputate  the 
anterior  and  middle  turbinate  and  get  drainage 
there,  which  you  must  do  before  any  external 
operation  is  going  to  be  successful,  is  a far  more 
desirable  course.  My  own  practice  is  not  to 
remove  the  anterior  end  of  the  inferior  tur- 
binate in  draining  the  antrum,  when  I have 
found  patients  so  greatly  troubled  with  discharge 
coming  out  of  the  nose. 

J do  want  to  commend  him  upon  the  splendid 
result  of  the  external  operation.  As  regards 
the  point  he  brings  out  about  it  being  at 
variance  with  the  accepted  treatment,  in  that  he 
did  not  go  to  the  extreme  boundary  of  the 
involvement  of  the  bony  structure,  I think  that 
is  always  good  surgery.  We  become  so  very 
radical  that  sometimes  we  take  out  a whole  lot  of 
healthy  tissue  that  could  be  left,  an  area  that 
would  be  revitalized  if  we  didn’t  go  to  such  ex- 
tensive destruction. 

Twenty  years  ago  a radical  operation  was  the 
rule.  A period  following  that  bordered  onto 
conservatism  that  became  almost  extreme. 
Somewhere  between  there  is  a boundary  of  mod- 
eration that  I think  must  be  determined  by  the 
condition  of  the  pathology  you  have  more  than 
anything  else.  If  you  had  great  destruction  of 
the  membrane  and  ossicles  and  little  of  the  mas- 
toid you  would  do  a radical;  contrariwise  if  you 
had  veiy  little  destruction  of  the  drum  and  the 
ossicles  and  very  great  involvement  of  the  mas- 
toid area,  I would,  personally,  much  prefer  a 
■complete,  simple  mastoidectomy,  leaving  the 
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wall  but  making  a large  opening  into  the 
antrum.  By  complete  I mean  taking  out  every- 
thing, not  only  the  zygomatic  cells,  but  par- 
ticularly those  cells  that  lie  between  the  anterior 
wall  of  the  sinus  and  the  iiosterior  wall  of  the 
canal.  I have  frequently  found  in  secondary 
operations  that  that  was  the  source  of  the  con- 
tinued infection.  With  a temperature  of  100, 
tenderness  especially  over  the  mastoid,  and  diz- 
ziness, I question  whether  I would  want  to  do  a 
radical.  I would  want  to  get  some  evidence  of 
vertigo  possibly  caused  from  some  other  source. 
I would  want  to  see  if  the  eye  or  the  heart  or  tne 
gastro-intestinal  tract  isn’t  contributing.  I don’t 
believe  I would  do  it  on  the  Queckenstedt  test 
alone,  and,  by  the  way,  I was  rafher  surprised 
that  the  doctor  didn’t  give  the  pathology^  in  the 
sinus  when  he  operated  on  it.  He  gave  us  a 
description  of  the  opening,  but  he  didn’t  give 
us  just  what  he  found.  That  is  the  crux  of  the 
whole  thing  after  your  operation,  as  to  what 
you  found,  not  how  you  found  it. 

With  a temperature  of  100  he  found  a condi- 
tion that  I can’t  just  reconcile  to  my  way  of 
thinking.  He  said  his  blood  culture  was  posi- 
tive, and  yet  a practically  normal  white  count. 
My  experience  has  been  (and  I am  sure  it  is 
the  experience  of  every  man  here)  that  even 
staiphylococcus  once  it  invades  the  blood  stream, 
gives  you  a high  leucocytoses.  I don’t  think  I 
would  want  to  open  up  the  lateral  sinus  without 
finding  out  some  other  things,  as  to  whether  my 
])atient  had  headaches,  vomiting,  and  above 
everything  else,  two  things:  a chill  and  a high 
temperature  and  a chill  and  sweats.  Whenever 
you  have  a patient  in  a late  stage  of  any  ear 
involvement,  that  is  prolonged  beyond  the  acute 
stage,  and  you  get  a high  temperature,  chill  and 
pi'ofuse  perspiration,  you  may  get  very  sus- 
picious of  lateral  sinus  involvement.  I believe 
if  you  take  a temperature  at  sometime  or  other 
you  get  a temperature  of  more  than  100  incases 
of  lateral  sinus  trouble.  That  has  been  my 
experience.  (Applause). 

G.  C.  Hall,  Louisville:  I want  to  call  atten- 

tion first  in  regard  to  the  osteomy’elitis.  I 
think  if  you  will  look  up  the  cases  of  osteomye- 
litis reported  you  will  find  that  the  larger  pei'- 
centage  of  these  ca.ses  causing  osteomyelitis  are 
due  to  the  staphylococcus. 

Regarding  the  second  case  of  sinus  thrombosis, 
inasmuch  as  Dr.  Griffith  dared  to  differ  with 
the  essayist,  I want  to  take  exception  to  what 
he  said  in  so  far  as  the  radical  operation  is  con- 
cerned. Had  the  case  been  one  of  acute  otitis 
media  I would  agree  with  Dr.  Griffith.  If  you 
have  followed  Dr.  Bass’  case  report  carefully, 
you  will  note  that  this  woman  had  persistent 
symptoms  over  a period  of  neaidy  nine  years. 
That  is  correct  is  it  not,  from  1921  to  1930? 
Under  those  circumstances  and  in  view  of  the 
persistent  recurring  symptoms  showing  there 
was  evidently  some  uncovered  pathology  in  that 
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ear,  together  with  positive  pain,  even  in  the  ab- 
sence of  a chill  and  fever  I believe  I would  have 
been  inclined  to  follow  the  course  Dr.  Bass 
adopted  and  do  the  radical  operation,  possibly 
with  the  uncovering  of  the  sinus,  and  then  if 
the  demonstrable  pathology  were  present  in  the 
sinus  it  certainly  would  give  you  license  to  cut 
it  off  from  the  general  blood  stream. 

I don’t  attach  any  imiportance  to  staphylo- 
coccus apipearing  in  the  blood  culture  after  seven 
days.  Staphylococcus  grows  very  readily  and 
very  quickly.  That  evidently  was  a contamina- 
tion. 

I think  the  import.uit  thing  that  Dr.  Bass  did 
was  the  radical  operation,  because  it  is  quite 
possible  from  the  hi-'tory  he  had  in  obliterating 
sinus  thrombosis  at  the  time  of  the  first  mas- 
toid operation,  that  this  condition  simply  was 
present  there  in  a latent  stage.  There  was  no 
active  sinus  thrombosis  present  then,  but  cer- 
tainly he  was,  I think  in  view  of  the  persistence 
of  the  symptoms  and  the  persistence  of  the  in- 
fection, amply  justified  in  doing  the  operation. 

S.  B.  Marks,  Lexington:  The  tendency  in  all 

osteomyelitis  at  the  ipresent  time  is  conservatism. 
Dr.  Orr,  noted  orthopedist,  of  Omaha,  simply 
opens  his  cases,  packs  them  with  vaseline  gauze, 
and  leaves  that  gauze  in  there  until  it  falls  out. 
He  leaves  it  in  for  weeks,  and  he  says  if  any 
change  takes  iplace  a sequestration  takes  care 
of  it.  I think  the  secret  of  Dr.  Bass’  excellent 
result  is  that  he  didn’t  do  much  and  sequestra- 
tion took  care  of  what  was  left.  I noticed  an 
article  just  a few  days  ago  arguing  along  those 
lines,  and  I think  reported  3 cases  of  recovery, 
in  which  simple  evacuation  of  the  pus  was  done 
with  opening  in  the  outer  table  and  allowing 
sequestration  to  take  place,  just  as  orthopedists 
do  in  osteomyelitis  of  long  bones. 

I was  rather  interested  in  Dr.  Hall’s  state- 
ment of  staphylococcus  being  the  cause  in  so 
many  instances  of  osteomyelitis.  I have  not 
had  much  experience  with  o.steomyelitis  in  head 
bones,  but  in  the  cases  when  I did  general  su)- 
gery,  streptococcus  I thought  was  the  ipre- 
dominating  organism.  You  see  these  very  acute 
cases  with  one  bone  attacked  and  in  a few  days 
another  bone.  I had  one  ca;  e who  had  14  or 
15  foci  of  streptococcus  osteomyelitis  before  he 
recovered. 

In  regard  to  the  case  of  the  radical  opera- 
tion, I think  that  Dr.  Hall  has  set  forth  the 
facts  there  very  well.  I don’t  really  believe  he 
could  have  done  other  than  a radical  operation, 
and  probably,  as  Dr.  Bass  set  forth  too,  that 
patient  had  thrombosis  at  the  time  of  her  ori- 
ginal acute  mastoid. 

H.  D.  Abell,  Paducah:  I would  like  to  em- 

phasize the  value  of  the  Queckenstedt  test  as 
an  aid  in  the  diagnosis  of  Sinus  Thrombosis.  In 
my  experience  this  test  has  been  most  valuable 
in  differentiating  sinus  thrombosis  from  other 
complications  associated  with  mastoiditis. 


A recent  case  we  have  just  seen,  brought  out 
a finding  which  I think  is  worth  mentioning. 
The  manifestation  which  I refer  to  is  marked 
decrease  in  respiration.  For  48  hours  before 
the  patient  had  a ligation  of  the  internal  jugular 
vein,  the  respiration  was  around  12  per  minute 
and  at  one  time,  probably  an  hour  before  opera- 
tion, the  respiration  dropped  to  6 per  minute 
The  Queckenstedt  test  on  this  patient  was  posi- 
tive and  after  ligating  the  vein  below  and  re- 
moving the  clot  above,  the  patient  made  an  un- 
eventful recovery. 

A.  L.  Bass,  (In  closing)  : I want  to  thank  the 

g;entlemen  for  their  discussions. 

In  reference  to  exenteration  of  the  ethmoid, 
I felt  I couldn’t  get  sufficient  drainage  unless  I 
did.  I might  have  cureted  out  the  ethmoid  and 
left  the  middle  turbinate  but  I felt  that  some- 
thing radical  had  to  be  done.  As  far  as  remov- 
ing the  anterior  tip  of  the  left  inferior  turbinate, 
I don’t  do  that  if  I can  get  out  of  it.  Of  course, 
I don’t  like  to  open  uip  any  more  avenues  than 
necessary. 

I have  a case  similar  to  this  under  observa- 
tion, which  is  going  through  practically  the 
same  thing,  that  I left  the  anterior  tip  of  the 
left  inferior  turbinate.  I got  sufficient  oipening 
in  the  antrum  without  removing  it.  Dr.  Ross 
Skillern  made  the  statement  that  in  these 
osteomyelitis  cases  of  the  frontal  bones,  they  are 
either  diffuse  or  circumscribed  and  if  diffuse 
you  might  as  well  go  out  and  play  golf  because 
no  matter  what  you  do  for  them  they  are  going 
to  die.  If  they  are  circumscribed  just  give  them 
a little  drainage,  and  give  nature  a chance  to 
wall  off  the  avenues  of  infection  which  she  will 
do  in  a good  many  instances  if  we  just  give 
her  a chance.  I feel  this  was  just  a localized 
condition,  circumscribed  rather  than  diffused 
was  the  reason  she  made  the  “grade.” 

Dr.  Hastings  reported  two  cases,  one  of  them 
osteomyelitis  of  the  frontal  bone  complicating 
acute  sinus  infection  in  which  he  made  a small 
opening  and  inserted  a rubber  tube  and  let  na- 
ture take  her  course  and  the  patient  got  well. 
In  another  case  of  acute  osteomyelitis  of  frontal 
bone  with  local  treatment  for  two  or  three 
months  the  case  cleared  up. 

Relative  to  the  radical  versus  the  simple,  many 
times  if  it  is  sufficient  I do  the  simple,  espe- 
cially in  a youngster  where  you  clean  them  out 
good  and  leave  a great  big  antrum.  I think  in 
a good  many  of  those  instances  instead  of  doing 
a radical  if  we  would  do  a good  simple  it  would 
take  care  of  it. 

I had  a case  reported  before  the  Jefferson 
County  Medical  Society  a few  years  ago.  This 
patient  had  had  an  acute  polyp  removed  about 
a year  before  at  Ford  Hospital  in  Detroit  and  his 
tonsils  out.  He  had  been  in  bed  for  about  two 
months.  There  was  no  complaint  except  that 
he  didn’t  feel  like  doing  anything.  He  had  a 
blood  count  of  about  16,000.  It  looked  like  it 
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called  for  a radical.  I did  a radical  on  him,  and 
on  about  the  fourth  or  fifth  day  he  “broke 
loose’’  with  a cavernous  sinus  thrombosis.  I 
thought  about  this  case  when  this  lady  kept 
“showing  up.”  What  happened  was  when  I did 
the  radical  I loosened  the  thrombus  in  the 
lateral  sinus  which  had  been  present  for  some 
time. 

Some  of  these  people  go  along  for  years  with 
sinus  thrombosis  and  nature  takes  care  of  it. 
His  blood  culture  was  negative,  so  I felt  if  he 
had  a clot  there  it  was  sterile. 

1 felt  justified  in  doing  this.  I didn’t  get 
any  clot,  but  I got  free  bleeding  f'l-om  each 
side,  which  I felt  would  relieve  the  headaches. 
We  don’t  always  find  clots,  especially  in  acute 
conditions,  but  I felt  satisfied  there  was  some 
obstruction  somewhere. 


THE  (’HOSS  (’YLIXDEK  AS  AX  AIT)  TX 
HEFHAC’TIOX'^ 

H.  IT.  CotVLEY,  j\I.  ]). 

Berea. 

In  1924  there  was  an  article  in  the  Jonrnal 
of  Ophthalmology  by  Dr.  Crisp  of  Denver 
which  was  beantifnlly  illustrated  to  show  vis- 
ually just  horv  the  cross  cylinder  is  used  and 
wliat  the  ])atient  sees  'as  he  looks  through  it; 
The  article  was  splendidly  conceived  and  writ- 
ten, hut  it  went  into  such  minute  detail  that 
most  of  those  who  read  it,  so  far  as  J can 
learn,  failed  idterly  to  catch  the  idea  of  its 
simjdicity  and  lu’aetical  usefulness. 

East  summer  1 went  to  Denver  to  take  the 
course  which  the  Colorado  .Society  offers  every 
year,  and  while  we  were  there  Dr.  Crisp  dem- 
onstrated to  us  in  small  groups  the  simple 
technique  of  its  use.  One  needs  to  have  it 
demonstrated  on  one’s  self  to  really  get  the 
idea.  I happen  to  have  a diopter  and  o half 
of  myopic  astigmatism  and  when  he  demon- 
strated it  on  me  1 saw  at  once  the  wonderful 
])ossihilities  of  the  ]u’ocedure. 

T came  home  and  after  using  it  for  several 
months  and  finding  how  really  helpful  it  was 
it  seemed  to  me  that  it  was  my  duty  to  see 
that  every  eye  man  in  the  state  had  an  ojipor- 
tunity  of  learning  the  method.  Of  course, 
I hatl  and  have  no  way  of  knowing  how'  many 
are  already  using  the  method,  hut  from  Avhat 
1 could  find  out,  I concluded  that  there  were 
very  few.  The  fact  that  T know  less  about 
eves  than  many  of  the  men  in  my  audience 
does  not  lessen  my  re.s]mnsibility  for  sharing 
with  you  any  new'  metliod  which  T may  have 
been  fortunate  enough  to  ]uck  up. 

As  the  demonstration  is  the  ini])ortant  jiart 
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of  the  subject,  1 am  not  going  to  read  a paiver, 
hut  I have  ])reparcd  some  notes  and  ran  them 
tlirough  a ditto  machine.  These  yon  have  in 
your  hands  so  that  you  will  not  have  to  take 
notes.  All  I ask  of  you  is  th'at  you  try  to  stay 
awake.  1 have  rigg-ed  up  a small  lantern 
to  show  you  ju.st  how'  the  letters  look  to  the 
])atient  as  the  cross  cylinder  is  used.  If  any 
of  you  are  suffici(“ntly  iiderested  I shall  be 
glad  to  demonsti'ate  it  to  you  iversonally  if  we 
can  larrajige  a time.  If  you  iiave  not  astig- 
matism we  can  make  you  astigmatic  for  the 
test  l)y  ])lacing  a mi?ius  (.ylinder  before  your 
eyes. 

The  first  (ptestion  to  answer  is  what  is  the 
cross  cylinder?  It  consists  of  a lens  ground 
with  a minus  .sphere  on  one  side  and  a plus 
cylinder  of  twice  the  strength  on  the  other 
side.  The  one  most  commonly  used  has  a 
minus  25  sjdiere  on  one  side  'and  a plus  50 
cylinder  on  the  other.  This  gives  us  a plus 
25  cylinder  in  one  axis  and  a minus  25  cylin- 
der in  the  oj)posite  axis.  Thus  if  the  plus 
25  cylinder  is  at  90  the  minus  25  cylinder  will 
be  at  180.  The  handle  is  placed  just  half 
way  between  these  axes  or  just  45  degrees 
from  each.  It  is  easy  to  see  that  when  the 
cross  cylinder  is  rotated  on  the  handle  the 
plus  and  minus  cylinders  change  places  so 
that  if  the  plus  cylinder  is  placed  at  90  and 
the  in.strnmeid  is  rotated  on  its  handle  the 
j.ilus  will  go  to  180  and  the  minus  will  go  to 
!H).  In  order  to  function  properly  the  instru- 
ment must  be  exactly  constructed.  The  han- 
dle must  be  at  exactly  45  degrees  to  the  axis. 
It  may  .seem  foolish  to  .stress  that  point,  but 
we  were  warned  by  Dr.  Crisp  to  be  careful 
to  test  out  our  instruments  when  we  bought 
them,  and  out  of  the  three  that  I have  bought 
two  were  iiuorrect.  To  te.st  the  in.strument 
hold  it  rigidly  with  the  left  hand,  with  one 
axis  in  line  Avith  the  side  of  a door  casing. 
Botate  it  with  the  right  hand  and  if  the  line 
of  the  door  makes  a continuous  straight  line 
with  both  axes  as  they  are  rotated  the  instru- 
ment is  properly  nuuinted.  As  the  handle  is 
ratber  delicate  and  may  get  bent,  it  is  wise 
to  test  it  out  occasionally  to  see  that  it  is 
plund).  The  American  Oi)tical  C’o.  mak(>s  two 
kinds,  0Ti(‘  with  this  small  handle  and  one 
with  a thick  Imndle.  T much  lu-efer  this  small 
one,  as  it  is  so  much  mnr*'  (>asily  and  delicately 
manipulated. 
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These  two  diagrams  illustrate  the  contrast 
one  gets  by  rotating  the  cross  cylinder  on  the 
liandle  ■whicii  is  set  at  exactly  15  degrees  to 
the  axis  of  the  two  cylinders.  When  the  plus 
25  is  vertical  the  total  i^lus  cylinder  in  this 
axis  is  50  for  the  minus  25  cylinder  in  axis 
180  is  equal  to  minus  25  sphere  plus  25  cylin- 
der axis  90.  When  the  cro.ss  cylinder  is  re- 
versed and  the  minus  25  cylinder  is  vertical 
tlie  total  minus  cylinder  in  this  axis  is  minus 
50  for  the  j)lus  25  cylinder,  which  is  now  in 
axis  180  is  etpial  to  j)lus  25  sphere  minus  25 
cylinder  axis  90.  Thus  by  law’ersing  the  25 
ci-oss  (‘vlinder  we  get  a contrast  of  a full 
dioj)ter. 

The  cross  cylinder  is  used  for  two  purposes, 
to  find  the  amount  of  the  astigmatism  and  to 
locate  the  axis. 

In  testing  for  the  amount  of  the  astigmatism 
we  place  the  axis  of  the  cross  cylinder  with 
the  axis  of  the  cylinder  in  the  trial  frame. 

Ill  testing  for  the  axis  of  the  astigmatism 
we  place  the  handle  of  the  cross  cylinder  in 
line  with  or  at  right  angles  to  the  axis  of  the 
cylinder  in  the  trial  frame. 

When  we  are  Avorking  on  a plus  astigmatism 
we  pay  attention  to  the  plus  axis  of  the  cross 
cylinder  only  and  vica  versa. 

Now  let  us  go  through  the  steps  of  finding 
the  lamount  of  astigmatism  in  an  eye.  From 
the  retinoscopic  or  ophthalmometric  examina- 
tion Ave  think  we  have  a plus  astigmatism  of 
about  75  axis  90.  AVe  place  the  cro,ss  cylin- 
der before  the  eye  Avith  the  ])lus  axis  at  90. 
The  value  of  the  cylinder  in  this  axis  is  noAV 
])lus  50,  or  25  beloAv  the  amount  of  the  astig'- 
matism  in  the  eye.  A\’’e  noAV  reverse  the  cross 
cylinder,  bringing  the  minus  cylinder  to  90, 
and  the  total  value  of  the  cylinder  in  this  axis 
is  noAv  minus  50,  or  125  beloAV  that  of  the  eye. 
Obviously  the  ]iatient  will  see  the  print  much 
more  clearly  AA’ith  the  plus  cylinder  in  axis  90, 
so  AAc  place  in  the  trial  frame  a plus  cylinder 
of  say  50  and  try  again.  W,e  'again  place  the 
cro.ss  cylinder  before  the  eye  with  the  pins 
axis  at  90,  and  now  Ave  have  in  axis  90  the 
plus  50  of  the  cylinder  in  the  frame  plus  the 
50  of  the  cross  cylinder,  or  1.00,  Avhich  is  25 
above  the  eye’s  a.stigmatism.  On  reversing 
the  cross  cylinder  and  bringing  the  minus 
cylinder  to  axis  90  avc  have  a total  value  in 
tins  axis  of  the  plus  50  of  the  cylinder  in  the 
frame  minus  the  50  of  the  cross  cylinder, 
Avhich  is  zero,  or  75  beloAv  the  eye’s  astigma- 
tism. The  contrast  here  is  from  25  above  to 
75  beloAv,  Avhich  is  three  to  one.  Obvionsh' 
again  the  patient  Avill  see  best  Avhen  the  plus 
cylinder  is  in  axis  90,  So  we  raise  the  cylin- 
der in  the  trial  frame  to  62.  Again  Ave  place 
the  cross  cylinder  before  the  eye  Avith  the  plus 
axis  at  90.  AVe  noAv  have  in  axis  90  the  plus 
62  of  the  cylinder  in  the  frame  ])lus  the  50 
of  tlie  ('ross  cylinder  112,  Avhich  is  37  above 


KENTUCKY  MEDICAL  JOURNAL 


[Jainuiry,  3!).'52 


2(j 


the  eye's  astigmatism.  On  reversing'  the  cross 
cylinder  we  Irave  in  axis  90  the  plus  (32  of 
tlie  cylinder  in  the  frame  minus  the  50  of  the 
cro.ss  cylinder  or  plus  12,  which  is  62  beloAV 
the  ye  s astigmatism.  A contrast  of  two  to 
one  even  when  wt*  are  within  12  of  the  cor- 
rect amount  of  the  eye’s  astigmatism.  This 
te.st  is  so  delicate  that  we  can  often  determine 
the  eye’s  astigmatism  to  he  hetween  the 
strength  of  the  lenses  in  the  trial  ca.se. 

If  hecause  of  irregularities  or  opacities  in 
the  cornea  or  lens  or  hecause  of  a very  smajl 
jmpil  which  we  for  some  reason  do  not  wish 
to  dilate,  we  cannot  use  tlu;  retino.scope  or 
ophthalmonuter  to  advantage,  and  these  cases 
are  not  infri'quent,  we  maj'  still  determine 
whether  or  not  there  is  astigmatism  present 
and  determine  its  axis  and  amount. 

We  fir.st  find  whether  there  is  astigmatism 
present  hy  testing  in  three  positions,  at  90, 
60  and- 30.  If  witli  the  plus  of  the  cross  cylin- 
der placed  in  each  of  the.se  three  positions  and 
reversed  the  patient  is  not  able  to  see  that 
there  is  any  difference  in  the  eleiirne.ss  of  the 
test  letters,  wo  may  conclude  that  thei'e  is  no 
astigmatism  jiresent.  For  at  90  we  test  also 
180,  at  60  we  test  150  and  at  30  we  test  120. 
Where  the  vision  is  very  poor  we  may  hav.e 
to  use  stronger  cross  cylinders.  I keep  a 50 
and  a 1.00,  hut  seldom  use  them. 

Obviously  we  must  find  out  whether  the 
astigmatism  is  ])lus  in  one  axis  or  minus  in 
the  ojijiosite  axis  before  we  try  to  determine 
accurately  its  amount  and  axis. 

The  following  diagram  shows  how  to  lo- 
cate the  axis  of  the  eye’s  astigmatism.  Here 
we  hold  the  handle  of  the  ero.ss  cylinder  in 
line  with  the  axis  of  the  cylinder  which  we 
have  placed  in  the  trial  frame. 

We  will  assume  that  the  astigmatism  of 
the  eye  to  he  tested  is  plus  and  in  axis  120. 
We  will  start  hy  jdacing  the  cylinder  in  the 
trial  frame  with  its  axis  at  90.  If  now  we 
hold  the  cross  cylinder  with  its  handle  in  line 
with  this  axis  90  it  will  bring  the  plus  cylin- 
der in  axis  135,  which  is  15  degrees  from  the 
axis  of  the  eye’s  astigmatism.  If  now  we  re- 
verse the  cross  cylinder  it  will  bring  the  plus 
cylinder  to  axis  45,  which  is  75  degrees  fi’om 
the  axis  of  the  eye’s  astigmatism,  a contrast  of 
5 to  1.  Of  course,  the  ])atient  will  see  the  let- 
ters ]dainer  when  the  plus  axis  of  the  cross 
cylinder  is  at  135.  The  trial  cylinder  is  al- 
ways I'otated  in  the  direction  in  which  the 
patient  sees  the  letters  more  clearly. 

We  now  rotate  our  test  cylinder  in  the  trial 
frame  toward  the  axis  where  it  is  best  seen 
and  })lace  it  arbitrarily  at  105.  We  place  the 
cross  cylindei'  Avith  its  handle  in  line  with 
axis  105.  Tins  brings  the  ]>lus  axis  at  150,  or 
30  degrees  from  the  axis  of  the  eye’s  astig- 
matism. On  rc'versing  it  the  ])lus  axis  will 
he  at  60,  or  60  degrees  from  the  axis  of  the 


eye’s  astigmatism.  Here  we  have  a contrast 
of  2 to  1,  and  the  patient  will  see  the  letters 
best  Avith  the  i)lus  axis  of  the  cross  cylinder 
at  150. 

We  noAV  rotate  our  test  cylinder  in  the  trial 
frame  toward  the  axis  where  it  is  he.st  .seen 
and  i)lace  it  at  115,  Avhich  is  Avithin  5 degrees 
of  the  eye’s  astigmatism.  We  now  place  the 
cross  cylinder  Avith  its  handle  in  line  Avjth 
axis  115.  This  brings  the  j)lus  of  the  cross 
cylinder  to  axis  160,  or  40  degrees  from  the 
axis  of  tlie  e.ve’s  astigmatism.  On  reversing 
it  the  plus  of  tlie  cro.ss  cylinder  falls  at  70, 
Avhieh  is  50  degrees  from  the  axis  of  the  eye’s 
astigmatism.  Here  avo  have  a contrast  of  4 
to  5,  cA’cn  Avhen  Ave  are  Avithin  5 degrees  of 
the  correct  result.  This  contrast  is  quite  suf- 
ficient so  that  the  jiatient  .sees  the  print  dis- 
tinctly better  Avhen  the  plus  of  the  cross  cylin- 
der is  at  160. 

This  figure  shoAvs  hoAV  the  contrast  is  re- 
duced to  zero  Avhen  the  axis  of  the  cylinder 
in  the  trial  frame  is  exactly  in  the  axis  of 
the  eye’s  astigmati.sm.  With  the  handle  of 
the  cro.ss  cylinder  in  line  Avith  axis  120  the 
plus  of  the  cross  cylinder  is  45  degrees  from 
the  axis  of  the  eye’s  astigmati.sm,  Avhether  it 
is  at  165  or  75.  Consequently  at  this  point 
the  patient  Avill  see  the  print  equally  well  or 
pporly — Avhichever  Avay  the  cross  cylinder  is 
rotated.  When  rotating  the  cross  cylinder 
makes  no  difference  in  the  distinctness  of  the 
print  Ave  have  found  the  axis  of  the  eye’s 
a.stigmatism. 

Advantages  and  Disadvantages  op  the 
Cross  Cylinder  Test 

The  chief  advantage  in  the  use  of  cross 
c.A'linders  is  the  fact  that  it  is  a subjective 
test  and  therefore  depends  somcAvliat  on  the 
intelligence  and  cooperation  of  the  jiatient. 
This  is  a disadvantage  Avhich  largely  disap- 
pears as  one  gets  accustomed  to  using  the 
method.  One  soon  comes  to  recognize  AA'hether 
the  patient  is  consistent  in  his  answers  and 
coojierative. 

It  is  sometimes  difficult  to  confine  the  pa- 
tii'iit  to  a choice  hetAveen  the  tAvo  sides  of  the 
cross  cylinder.  The.A'  Avill  say  they  can  see 
better  Avith  that  thing  off.  They  must  he 
made  to  understand  that  the  choice  is  he- 
tAveen  the  tAvo  sides  of  the  cross  c.A'linder  and 
not  hetAveen  the  lens  in  the  frame  and  the 
cro.ss  cylinder. 

Especiall,v  in  pj'eshyoiies  and  those  Avith 
drojis  in  their  eyes  the  sjiherical  correction 
must  he  kept  checked  at  the  .same  time  that 
one  is  testing  the  astigmatism.  One  cheeks 
the  cylinder,  then  the  sphere,  then  the  cylin- 
der until  he  is  sure  of  his  results. 

It  is  sometimes  tiresome  for  the  operator, 
for  especially  Avhen  he  is  locating  the  axis 
the  cross  cylinder  must  ho  held  Avith  the  han- 
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(lie  exactly  in  line  with  the  axis  of  the  test 
cylinder  in  the  frame.  If  it  is  'allowed  to 
wobble  around  several  degrees  the  result  will 
be  corresponding’lj"  inaccurate.  One  must  be 
sure  that  the  cross  cylinder  is  correctly 
mounted  and  that  the  handle  has  not  been 
bent. 

Advantages 

The  test  is  invaluable  in  those  not  infre- 
(luent  cases  where  the  eye  gets  quickly  tired 
when  trying  to  .see  the  letters  accurately.  In 
this  test  it  is  not  necessary  for  the  patient  to 
read  the  letters.  He  need  only  look  at  them 
and  quickly  decide  whether  reversing  the  cross 
cylinder  makes  any  difference  in  the  clearness 
and  blackness  of  the  letters.  I usually  ex- 
pose two  lines  of  letters  at  a time  and  ask 
my  patient  not  to  try  to  read  the  print,  but 
merely  to  determine  if  there  is  a difference 
when  the  cross  cylinder  is  reversed.  This 
does  not  tii'c  the  (W(“s  at  all. 

One  is  able  (piickly  to  detect  thos(‘  rather 
frecpient  cas(>s  where  the  ciliary  muscle  do(>s 
not  contract  evenly  and  the  astigmatism 
changes  in  amount  and  axis  from  day  to  day 
and  CA’en  .sometimes  from  hour  to  hour.  If  I 
am  dealing  with  a case  Avhere  it  is  necessary 
1o  depend  entirely  on  the  cross  cylinder  for 
my  results  I insist  on  checking  it  over  sev- 
eral times  before  ordering  the  lenses.  If  the 
patient  is  from  out  of  town  I do  the  best  I 
can  by  checking  it  over  several  times  on  the 
same  day,  but  I prefer  having  them  come 
back  on  several  different  days.  I know  of 
no  other  accunate  Avay  to  check  these  eases. 

The  chief  advantage  in  the  method  is  the 
fact  that  it  is  possible  to  determine  quickly 
and  accurately  the  amount  and  axis  of  the 
astigmatism  in  those  cases  Avhere  the  irregu- 
larity of  the  cornea,  opacities  in  either  lens 
or  cornea  or  the  small  size  of  the  pupil  make 
it  impossible  to  come  to  any  conclusion  Avith 
the  oi)hthalmometer  or  retinoscope.  These  are 
not  infi*equent  eases,  especially  in  cataract 
and  after  the  operation  for  cataract.  The 
retinoseopic  shadoAv  may  be  so  broken  up 
that  it  is  impossible  even  to  guess  at  the  cor- 
rection, yet  there  may  be  a tiny  spot  in  the 
very  center  of  vision  Avhich  can  be  corrected 
to  give  the  patient  splendid  vision.  It  is  es- 
pecially good  Avhere  we  have  the  so-called 
scissors  movement. 

In  illiterates  aa’c  can  test  as  accurately  as 
Avith  literates. 

DISCUSSION 

Milton  J.  Stern,  Lexington:  Dr.  CoAvley  dem- 

onstrated this  over  in  Berea  last  fall  when  I 
was  over  there.  I read  the  original  article  of 
Dr.  Crisp’s  and  I have  been  using  this  method 
ever  since.  I have  always  been  A'ery  well  satis- 
fied with  it.  Dr.  Cowley  has  presented  it  so 
well  I think  with  this  demonstration  there  is 
nolhing  else  nc'cessary  to  be  said  to  explain  it 


better. 

I have  kept  records  of  the  cases  since  we 
were  over  there,  in  an  effort  to  find  out  how 
this  will  check.  This  is  a record  of  100  consecu- 
tive cycloplegic  cases.  The  amount  ot  astig^ 
matism  checked  exactly  in  40  per  cent.  An  er- 
ror of  1-8  diopter  11  per  cent.  An  error  of 
1-4  diopter  32  per  cent.  Probably  if  I were  sure 
I could  check  it  within  1-8  diopter  I think  I 
would  have  more  in  the  eighth  column  than  in 
the  quarter  column.  Those  checking  within  1-2 
diopter  were  7 iper  cent.  Perhaps  I had  bet- 
ter say  these  tests  were  all  done  first  with  man- 
ifest tests  and  then  followed  by  cycloplegic,  and 
these  are  the  results  as  checked  against  each 
other.  The  axis  of  the  astigmatism  checked  ex- 
actly in  both  tests  in  54  per  cent,  an  error  of 
2.5  degrees  in  12  per  cent,  an  error  of  5 de- 
grees in  18  per  cent,  and  more  than  that  ran 
16  per  cent.  When  the  error  in  the  axis  Avas 
as  much  as  10  degrees  it  was  always  in  astigma- 
tisms of  less  than  1-2  diopter.  An  astigmatism 
(<f  3-4  diopter  always  checked  within  5 degiees 
in  the  axis,  and  over  1 diopter  they  checked 
within  2.5  degrees.  Going  back  to  that,  I noticed 
that  92  per  cent  of  the  cases  checked  within 
1-4  diopter. 

I also  kept  count  of  these  by  ages.  In  those 
cases  up  to  10  years  of  age  I found  them  32  per 
cent  correct,  from  10  to  20,  36  per  cent,  (and 
from  20  to  30,  54  per  cent;  that  is,  not  54  per 
cent  of  all  cases,  but  of  those  in  that  age  group. 
Thirty  to  40  years,  69  per  cent,  and  from  40  to 
50,  81  iper  cent.  I didn’t,  of  course,  have  any 
cycloplegic  tests  beyond  50  because  I don’t  use 
it  A’ery  much  past  45;  so  we  didn’t  have  very 
many  in  that  group.  That  brings  attention  to 
the  fact  that  the  error  is  correctible  in  the  older 
patient  almost  exactly,  and  those  are  the  ones 
with  whom  you  really  need  to  have  it  checked, 
because  in  the  younger  ones  you  can  test  them 
easier  with  cycloplegic  at  any  rate  and  probably 
that  should  always  be  done.  It  is  in  these  older 
patients  where  you  are  afraid  to  use  the  cyclople- 
gic that  they  check  most  accurately. 

There  is  one  thing  to  be  said  in  making  this 
contrast,  I have  astigmatism  myself,  and  I have 
tried  this  and  it  worked  very  beautifully.  In 
checking  for  the  amount  of  astigmatism  you  en- 
deavor to  get  your  axis  as  nearly  in  line  to  the 
astigmatism  of  the  eye  as  possible;  that  is,  you 
put  it  up,  say  with  the  plus  cylinder,  vertically 
and  then  flip  it  over.  If  they  see  better  with" 
the  plus  axis  vertically  than  with  the  plus  axis 
horizontally,  you  put  a plus  cylinder  in  the  ver- 
tical axis.  In  checking  for  axis  of  the  astigma- 
tism, the  handle  is  placed  in  line  with  the  axis, 
or  in  other  words,  45  degrees  of  the  cylinder  in 
the  frame.  For  instance,  you  have  an  astigma- 
tism of  about  1 diopter,  say,  of  axis  75,  if  you 
jdace  the  plus  cylinder  90  and  then  fliipi  it,  it 
will  be  better  Avith  the  plus  90  if  you  will  slip 
your  cylinder  in  the  frame  at  axis  90.  Then  to 
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try  for  the  axis  you  hold  it  with  the  handle  either 
vertically  or  horizontally.  In  that  case  it  will 
be  better  to  one  side,  and  you  shift  your  axis 
of  the  cylinder  to  that  side. 

I never  ask  them  which  is  better  with  these 
tests.  That  is  not  supposed  to  be  good.  You 
ask  them  which  is  worse.  They  will  tell  you 
which  one  is  worse.  The  other  one  necessarily 
is  better.  You  don’t  want  them  to  get  the  idea 
that  you  are  trying  to  improve  them  so  much. 
What  you  want  to  find  out  is  which  one  is  worse, 
and  the  other  one  is  necessarily  better. 

C.  T.  Wolfe,  Louisville:  Dr.  Cowley  sent  me 

a copy  of  his  paiper  and  asked  me  to  discuss  it, 
knowing  I was  in  contact  with  Dr.  Crisp  on  one 
or  two  occasions.  I am  sorry  you  all  haven’t 
had  the  opportunity  to  read  that  paper  because 
it  certainly  covers  the  subject  very  thoroughly. 

Dr.  Cowley  has  reviewed  this  subject  in  a 
very  able  manner,  and  I am  sure  we  are  indebted 
to  him  for  his  efforts. 

Three  years  ago  I attended  a lecture  on  the 
cross  cylinder  given  by  Dr.  Crisp  at  the  Academy 
meeting.  His  talk  was  so  convincing  that  I im- 
mediately began  using  the  method. 

Aipproximately  80  per  cent  of  my  eye  work  is 
the  measui-ement  of  ametropia,  so  I think  it  is 
indeed  timely  to  consider  any  measure  that  will 
aid  us  in  doing  better  refraction. 

Since  the  essayist  has  clearly  defined  the  cross 
cylinder  and  the  combinations  most  commonly 
used,  I will  discuss  the  indications  for  its  use. 
This  lens  is  intended  to  help  us  determine  the 
cylinder  required  in  astigmatism,  and  all  tests 
for  astigmatism  can  be  more  accurately  done 
with  suspended  accommodation. 

The  approximate  refractive  error  having  been 
determined  by  the  use  of  the  ophthalmometer, 
retinoscope,  astigmatic  charts,  ^rial  lenses,  etc., 
and  with  this  approximation  in  the  trial  frame 
before  the  patient’s  eye,  the  spherical  correction 
is  aeewra(#efy  determined  by  the  addition  of  plus 
and  minus  spheres.  It  is  true  the  sphere  may 
later  had  to  be  changed,  but  we  start  with  it  as 
nearly  right  as  possible.  The  cross  cylinder  is 
then  used  as  Dr.  Cowley  has  stated. 

One  point  I should  like  to  emphasize,  is  that 
the  use  of  the  cross  cylinder  may  not  improve  the 
vision.  In  this  we  are  not  concerned  particu- 
larly, for  of  greater  importance  is  the  patient’s 
selection  of  the  two  positions  that  the  cross  cylin- 
der is  placed  before  his  eye.  This  point  deter- 
mines the  direction  that  we  will  move  the  cylin- 
der in  the  trial  frame. 

I have  found  it  also  helpful  in  cases  where 
we  feel  that  a sphere  only  indicated  and  no  cylin- 
der is  of  apparent  advantage.  The  cross  cylin- 
der held  in  different  positions  may  convince  us 
that  there  is  a difference  in  one  meridian.  By 
placing  a week  plus  or  minus  cylinder  at  the  axis 
indicated,  the  use  of  the  cross  cylinder  will  defi- 
nitely i)rove  whether  it  is  to  be  used,  inci'eased 
in  strength  or  abandoned. 

Anothe)’  point  that  the  essayist  made  that  I 


want  to  particularly  emphasize  is,  that  if  the 
spherical  correction  is  changed  the  axis  of  the 
cylinder  should  always  be  re-tested. 

I feel  that  one  doing  careful  refraction  should 
avail  himself  of  every  method  that  experience 
has  proved  to  be  helipful  and  bear  in  mind  that 
refraction  requires  patience,  accuracy  and  thor- 
oughness. 

Again  I want  to  thank  Dr.  Cowley  for  bring- 
ing this  subject  before  us  and  compliment  him 
upon  the  way  he  has  presented  his  paper. 

R.  H.  Cowley,  Berea,  (In  closing)  : Since  I 

have  been  using  this  method  I have  found  to  my 
own  satisfaction  that  the  astigmatism  in  the  eye 
changes  from  day  to  day.  I don’t  know  whether 
the  other  men  have  found  that  or  not,  but  I have 
had  cases  that  I have  examined  several  days  in 
succession.  I have  found  that  the  axis  of  the 
astigmatism,  usually  only  in  one  eye,  changes  as 
much  as  15  degrees  over  a course  of  a few  days. 
It  means  that  we  must  test  that  sort  of  case 
several  days  and  find  what  his  variation  is  and 
then  give  him  a cylinder  somewhere  in  between 
the  two  extremes  and  he  will  be  satisfied  with  it. 

I have  had  patients  who  have  been  trotting 
around  from  one  doctor,  to  another  for  a long 
while.  They  will  have  an  axis  of  105  one  day 
and  perhaps  90  another  day.  One  doctor  will 
give  them  90  and  another  105.  The  correct 
glass  is  somewhere  between  90  and  105.  This 
may  be  heresy,  but  it  is  true  because  I have 
tested  it  out  to  my  own  satisfaction. 

Another  point  is  that  you  must  approximate 
the  strength  of  the  cylinder  that  the  patient 
needs  before  your  cross  cylinder  can  be  used 
to  advantage.  I was  going  to  demonstrate  that 
but  I didn’t  have  time.  If  you  put  a 250  cylin- 
der on  there  it  musses  the  letters  up  in  such  a 
way  that  with  your  cross  cylinder  it  is  hard  for 
the  patient  to  tell  Avhich  is  best.  You  must  get 
to  the  point  in  the  refraction  where  the  patient 
can  see  the  letters  with  a fair  degree  of  accuracy 
before  the  cross  cylinder  can  be  used. 

I want  to  say  that  Dr.  Crisp  is  going  to  be 
at  French  Lick  this  year.  He  is  going  to  have 
one  of  his  demonstrations  at  the  American  Acad- 
emy. I am  going  to  “pump”  him  and  see  how 
much  I can  get  out  of  him  on  the  cross  cylinder. 
If  any  of  you  men  happen  to  be  going  to  the 
American  Academy  and  can  take  that  demon- 
stration it  will  be  well  worth  while.  I don’t 
want  to  be  presumptions  about  this.  I just  sim- 
ply dropped  on  to  something  that  I think  is 
mighty  valuable  for  me,  and  I am  glad  to  go  to 
any  trouble  it  might  be  to  demonstrate  it  to 
the  other  men.  If  you  want  to  stay  this  evening 
and  work  with  this  in  a dai'k  room  for  two  or 
three  hours  with  Dr.  Stern  and  my.self  we  will 
stay.  I will  go  to  any  amount  of  trouble  to  try 
to  get  it  over  to  you.  It  must  be  den\onstratod 
personally  in  order  to  really  understand  it. 
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IIAYFEA-EK,  DIAGNOSIS  AND 
TREATMENT* 

E.  V.  Edwards,  M.  D. 

Mayfield. 

Allergy  anay  be  defined  as  an  allergic  re- 
action, rejiresenting  an  altered  reactivity  on 
the  part  of  certain  body  cells  to  substances 
which  are  innocuous  to  the  majority  of  indi- 
viduals. The  unusual  reactions  are  due  to 
the  fact  that  the  patient  has  inherited  the 
ability  to  become  sensitive  in  most  instances, 
although  the  actual  sensitivity  is  acquired. 
The  type  of  reaction  depends  upon  the  loca- 
tion of  the  cells  involved.  If  cells  of  the 
mucous  membrane  of  the  eye,  ear,  nose  and 
throat  are  sensitive,  symptoms  of  hayfever 
are  present.  If  the  cells  in  the  skin  are 
sensitive,  Dermatitis,  Eczema  oi-  Urticaria 
may  follow.  If  cells  in  the  mucous  membraiu! 
of  the  bronchial  tubes  are,  sensitiv(“,  the  synq)- 
toms  spoken  of  as  Asthma,  residt. 

Henry  (1 ) states  “in  a recent  survey  of  a 
thousand  cases,  that  c'hildren  below  the  ages 
of  sixteen,  gave  a j)ositive  family  history  in 
91.6  per  cent  of  ca.ses.  Adnlts  between  the 
ages  of  20  and  40  gave  a positive  family  his- 
tory of  70.5  per  cent.  Prom  the  ages  of  40 
to  60  the  family  history  dropped  tio  56.2  per 
cent.”  If  these  reports  are  true,  and  we  have 
no  cause  to  dispute  them,  then  the  history 
of  a suspected  case  plays  an  important  role 
in  our  diagnosis. 

Markaw  & Spain  (2)  report  the  incidence 
of  allergy  as  to  sex,  “about  evenly  divided, 
104  males  and  96  females.”  It  is  surprising 
to  see  the  preponderance  of  males  in  any 
Clinic,  and  this  speaks  Avell  for  the  interest 
of  patients  in  taking  time  out  of  work  for 
relief.  “In  1928  the  figures  were  60  per 
cent  male  and  40  per  cent  female.”  The  ages 
of  the  patients  appearing  in  the  Clinic  for 
relief  begin  in  infancy  and  gradually  in- 
crease to  between  the  ages  of  'thiiit,,A^  and 
forty,  when  the  curve  drops  rapidly.  The 
( ause  of  this  rapid  fall,  is  perhaps  due  to 
the  fact  that  most  all  hayfever  eases,  if  un- 
treated for  years,  become  Asthmatics  in  mid- 
dle life,  and  the  lesser  condition  is  over- 
shadowed by  the  greater  one.  Balyeat  (3) 
states  “fully  65  per  cent  of  hayfever  suf- 
ferers untreated,  develop  asthma.” 

The  progress  in  the  diagnosis  and  tin 
treatment  lof  ha,yfever  patients,  during  the 
last  ten  years  has  been  veiy  encouraging. 
The  last  three  years,  especially.  Those  fam- 
iliar Avith  the  Avork  of  the  Allergist,  are  realiz- 
ing Uiat  here  at  la.st,  is  a very  definite  source 
of  r(‘lief  in  this  class  of  sufferers. 
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Allergy  has  become  a A'ery  distinct  spe- 
cialty. it  has  included  in  its  study,  asthma, 
hayfeA^er,  intestinal  and  digestive  disorders, 
urticaria,  eczema,  angio-neurotie  edema,  and 
many  other  diseases. 

Hayfever  has  perhaps  played  the  most  im- 
portant role,  with  asthma  a close  second. 
Hayfever  has  been  described  as  “a  form  of 
allergy  that  is  generally  limited  in  its  symp- 
tom complex  to  the  mucous  membrane  of  the 
upper  respiratory  tract  and  the  eyes.”  It 
is  characterized  by  its  sudden  appearance  of 
s.vmptoms  corres))onding  to  a period  of  pol- 
lination of  certain  trees  or  grasses,  and  more 
rarely  contact  Avith  certain  animal  epithelium 
or  perhaps  the  ing(‘stion  of  certain  foods. 

Ha,yfever  for  purposes  of  description  has 
been  divided  into,  i)erennial  and  seasonal. 
The  perennial  type  occuring  throughout  the 
.A^ear.  The  seasonal  t.A'pe  appearing  in  three 
major  seasons.  The  .spring  season  correspond- 
ing to  the  ])ollination  of  the  trees.  The  sum- 
mer sea.son  eorresjilonding  to  the  pollination 
of  the  early  gra.sses  and  Aveeds,  and  the  fall 
or  the  late  summer  coming  i)riucipall.y  from 
the  ])ollination  of  late  AVeeds  and  grasses.  In 
Kentucky,  the  ragweed  playing  the  most  im- 
])ortant  part  at  this  time  of  the  year.  If  is 
at  this  time  that  we  see  most  of  the  hayfever 
sufferers.  Though  Ave  must  not  lose  sight  of 
the  fact  that  there  are  many  cases  occurring  at 
these  earlier  seasons.  A chart  of  the  time 
of  pollination  of  the  various  trees  and  grasses 
from  a local  Botanical  surA^ey,  hung  on  the 
Avail  of  our  offices,  Avould  be  a simple  Avay  to 
keep  this  in  mind.  It  AV'Ould  also  be  Avell  to 
have  a chart  shoAving  the  beginning  of  the 
pollination,  the  height  of  pollination  and  the 
fall  in  the  amount  of  pollen  in  the  air  during 
the  ragAveed  season.  The  late  summer  season, 
or  as  we  eommonlv  refer  to  it  as  the  ragweed 
sea.son,  furnish  us  by  far  the  pi’eponderance 
of  cases.  The  short,  giant  and  southern  rag- 
Aveed  all-oceuring  in  most  .sections  of  Ken- 
tuekAC  The  short  ragAveed  ho\A-ever,  seems  to 
be  the  j)rinci])al  offender.  The,v  begin  their 
])ollination  around  the  15th  of  August  and 
reach  the  heights  of  i>ollination  about  the  15th 
day  of  September.  Pollinating,  hoAvever,  un- 
til a heavy  frost  kills  the  plants.  Though  rag- 
Aveed is  the  principal  factor  in  causing  ha,v- 
fever  at  this  time  of  the  year,  it  is  important 
to  knoAv ; and  to  be  able  to  recognize  the  fact 
that  some  grasses,  or  perhaps  a seasonal  food. 
ma,A'  be  causing  the  attack. 

The  seasonal  ha,vfever  sufferer  AA-ith  the 
attack  coming  on  the  middle  of  August,  and 
,A'et  on  testing,  we  find  this  patient  is  onl,y 
lig-htl.v  or  not  at  all  sensitive  to  ragweed,  and 
unb'ss  the  cause  is  carefull,A'  Avorked  out  and 
Ihe  ])roj)cr  treatment  instituted,  we  can  not 
c.\p(‘(‘t  to  obtain  a ha])py  result  for  this  ]>a- 
tient. 
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Diagnosis 

Here  lies  the  igreatest  problem,  and  if  we 
exjiect  to  get  relief,  for  the  greatest  number 
of  patients,  careful  testing  is  very  essential. 
The  methods  used  in  determining  the  causa- 
tive agents  are  namely : 1.  Scratch.  2.  Intra- 
dermal,  3.  Conjunctival,  4.  Patch,  5.  Pas- 
sive transfer,  and  6.  Nasal.  All  have  their 
advantages,  though  the  scratch  and  intra- 
dermal  tests  are  perhaps  used  most,  and  are 
certainly  the  most  pj’aetical.  Some  allergists 
employ  only  the  scratch  method,  w'hile  others 
use  only  the  Intradermal. 

After  areful  study  and  observation,  it  ap- 
pears to  me  that  both  are  essential  in  the 
study  of  allergic  individuals.  In  the  excep- 
tional cases,  it  may  be  necessary  to  resort  to 
some  of  the  other  above  named  methods.  One 
prominent  doctor  has  said  “That  the  Intra- 
dermal test  was  umpiestiouably  the  thing  that 
pulled  tli(‘  Fat  Out  of  the  Fire,  for  tlu‘  Al- 
lergist.” An  intradermal  test  dose  Avill  often 
give  a very  ])ositive  reaction,  when  a scrateli 
has  failed  entirely.  IIoAvever,  caution  should 
be  observed  in  using  the  intra-eutaueous 
method,  and  especially  Avhen  testing  Avith 
some  of  the  more  toxic  pollens  and  jiroteins. 

Fior  Example : Egg-Avhite,  has  licen  knoAvn 
to  give  a severe  systemic  reaction  from  a 
scratch  test  alone.  Like-Avise  ragAveed  has 
given  severe  constitutional  symptoms.  For 
this  reason  the  scratch  test  should  always  pre- 
cede the  intradermal  method;  fatalities  liaA^e 
been  reported  folloAving  the  use  of  the  in- 
tradermal test  Avhen  this  precaution  Avas 
not  observed.  These  cases  ]>oint  out 
to  us  that  this  testing  of  patients  is  not  Avith- 
out  its  daiig'ers.  A recent  report  by  Efron  & 
Penfound  (4)  point  out  the  value  of  the 
nasal  mucous  membrane  as  a testing  held,  !by 
the  use  of  the  raAV  pollen.  It  has  been  said 
“that  certain  organs  only  are  receptive  to 
Allergens,  and  that  unless  the  skin  is  so,  no 
reaction  can  occur. 

There  are  no  doubt  instances  Avhen  many 
of  the  above  mentioned  tests  Avould  be  the 
method  ])referred,  but  in  a Avell  organized 
busy  Allergy  Clinic,  the  combined  skin  and 
intradermal  tests  are  the  methods  of  choice, 
and  have  proven  their  efficiency  and  jiracti- 
bility. 

Henry  (5)  states  “A  groat  step  forward 
Avas  the  introduction  of  the  intradermal 
method  of  testing.”  All  of  us  in  times  past, 
have  suffered  bitter  disajipointment  Avith  the 
“sci'atch”  test.  IMany  Avho  still  use  it  alone 
luiA’C  come  to  the  conclusion  that  testing  is 
Avorthless.  The  “scratch”  test  Avorks  A'ery 
Avoll  for  seasonal  liayfevei-,  but  tlu'  majority 
of  Perennial  hayf(*vei-  and  Asthma  ]uitients 
g'ivt'  negative  lest  with  this  method.  Fi’c- 
i|uently  in  testing  an  Asthmatic,  thia'c  hun- 
(lr(‘<l  “scratch”  tests  will  be  negative.  Upon 


intradermal  testing,  the  same  patient  will 
show  one  to  thirty  positives.  One  might 
Avell  ask,  “Why  bother  with  the  “scratch” 
test”?  This  is  a reasonable  question  and  an 
important  one.  The  “scratch”  test  is  indis- 
])ensi!ble,  crude  as  it  is,  because  the  intrader- 
mal test  is  not  safe,  unless  preceded  by  a neg- 
ative or  doubtful  “scratch”  test.  This  is  so 
because  occasionally  an  individual  is  so  ex- 
tremely sensitiA’e  to  some  protein,  egg-Avhite, 
for  example,  that  the  “scratch”  test  Avill  give 
an  enormous  Avheal,  and  no  further  informa- 
tion is  needed.  And  further  another  step  for- 
Avard  has  been  the  improvement  in  the  pre- 
paration of  the  various  substances  used  in 
this  Avork  for  testing  and  treatment.  Pollen 
extracted  in  Avater  or  alcohol  deterioate  rap- 
idly and  soon  become  worthless.  Because  of 
this  fact,  Stier,  as  a result  of  his  experiments 
began  the  use  of  glycerine  extract  'and  found 
that  al’tei'  three  yeai's,  tin*  original  pj'cpara- 
tiou  AAas  as  pottmt  as  the  day  it  Avas  i)repared. 
Since  his  report  glycerine  extracts  'are  fa.st 
being  adojited  by  many  allergists. 

A patient  Avho  is  a merchant  in  the  dry 
goods  and  ready-to-Avear  business,  and  that 
AAa.s  a scA'cre  hayfever  sufferer  came  to  me  for 
relief.  On  testing  this  patient  routinely,  he 
Avas  found  to  be  4 plus  to  all  three  ragAveeds 
and  6 plus  to  silks.  Nothing  else  reacted. 
The  first  year  of  trc'atment  gave  very  little 
results,  because  he  failed  to  a\mid  the  thing 
he  Avas  most  sensitive  to.  The  second  year, 
hoAvever,  by  being  cautious  of  the  silks  dur- 
ing the  hayfever  season,  he  obtained  a hun- 
dred per  cent  relief.  The  literatures  are  full 
of  many  similar  cases.  Proving  beyond  a 
doubt  that  careful  testing  and  attention  to 
detail,  are  essential  in  the  practice  of  a suc- 
ce.ssful  allergist.  From  this  example  Ave  can 
readily  see  that  a large  number  of  substances 
must  be  included  in  testing  a patient,  in 
order  to  rule  out  secondary  factors. 

One  man  Avhose  Avork  I am  very  familiar 
Avith,  advocates  and  practices  the  employ- 
ment of  all  the  pollens  common  to  that  region. 
All  common  animal  Ei)ithelias  and  a miscel- 
laneous group  including  Orris  root.  Pyre- 
thrum,  etc.  Feathers  classed  of  course  in  the 
animal  Epithelias.  The  average  number  of 
skin  tests  ]daced  on  a Seasonal  'hayfeA’er  case 
is  about  tAvo  hundred  and  fifty.  In  peren- 
nial cases  and  in  asthma  'about  five  hundred. 
This  varies  according  to  age,  diet  and  history. 

Treataient 

Let  me  begin  the  discussion  of  treatment 
of  hayfever  by  refreshing  our  minds  and  call- 
ing attention  to  the  many  so-called  cure 
remedies,  adA'crlised  in  our  neAVS]ia})crs.  I 
also  Avish  to  plead  guilty  to  many  ]>ractices 
just  as  far  fetcheil.  I'^or  examjile,  Fauteriz- 
iiig  of  1 111‘binates.  (‘vtui  the  launoval  ol  tur- 
binates. Fithmoid  punctures  and  the  remoA-al 
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of  cells.  Sprays,  })acks,  electrical  treatiiieiit 
etc.  In  fact  about  all  the  measures  I could 
read  about  or  hear  about.  Trying'  honestly, 
yet  desperately  to  relieve  this  class  of  suf- 
ferers who  tind  their  way  to  the  office  of  a 
nose  and  throat  physician,  seeking  some  re- 
lief. At  the  same  time,  as  a nose  and  throat 
man,  1 am  going  to  uphold  the  stand  we  have 
taken.  Nor  can  1 blame  any  man  of  our  spe- 
cialty for  being  just  a little  pessimistic  of 
tills  new  hayfever  remedy,  when  there  is  not 
one  among  us  who  has  not  at  some  time  given 
the  pollen  treatments  a suppiosed  trial.  But 
in  the  end  the  results  were  so  meager,  we  lost 
interest  in  this  much  touted  cure  and  re- 
turned again  to  empirical  treatment.  This 
failure,  1 believe  can  be  explained.  First, 
improperly  eciuipped  men  working  in  this 
field  and  the  lack  of  knowledge  concerning 
present  day  methods.  Second,  ignorance  of 
the  Bbtanical  Flora  of  our  immediate  locality. 
Third,  te.sting  with  improper,  inferior  and 
impotent  testing  material,  h'ourth,  lack  of 
knowledge  and  the  technique  of  testing,  and 
the  exioerience  of  interpretation  in  the  read- 
ing of  tests.  Fifth,  improper  percentage  of 
otfending  jjollens  in  the  treatment  set,  and  an 
inadequate  dose  given  patients.  Sixth,  failure 
to  take  into  account  secondary  factors.  If 
we  will  only  familiarize  ourselves  with  the 
literature  on  allergy,  it  will  be  plain  to  see 
why  only  a small  group  of  eases  Avill  receive 
any  relief  from  the  usual  fifteen  dose  im- 
munity package  that  we  imrchase  from  a 
Iiharmaceutical  house. 

Before  the  institution  of  treatment  and 
after  proper  skin  testing,  a full  history  of  the 
jiatient  and  a check  of  the  time  of  on.set  of 
s.vmptoms,  as  compared  with  the  time  of  pol- 
lination for  the  positive  reactions,  should  be 
made.  Comiiaratively  few  patients  react 
only  to  a single  pollen.  Biness  (6)  states, 
“that  :only  twenty  and  two-tenths  per  cent 
out  of  two  hundretl  and  two  ease«5,  gave  a 
single  reaction,  all  the  rest  were  multiple  in 
in  their  sensitivity.  Treatment  should  begin 
three  months  before  the  expected  onset  of  the 
symptoms,  in  order  to  safel.y  bi'ing  the  im- 
munit.v  iqi  to  the  highest  ])oint.  Doses  are 
given  three  to  five  days  aj:>art,  using  four  di- 
lutions, 6 doses  to  the  dilution,  beginning 
with  .05  cc,  increasing  each  dose  .05  until  all 
doses  are  given  in  that  dilution.  Then  begin 
the  next  dilution  in  the  same  manner,  and 
continue  until  the  highest  dose  is  given  with- 
out a local  reaction.  This  dose  is  then  con- 
tinued weekly  throughout  the  season.  The 
dilutions  used  are  1.2500:  1-500:  1-250:  1-50. 

If  we  get  a local  reaction  of  any  conse- 
quence at  any  time  during  the  treatment,  the 
same  dose  should  he  repeated  until  there  is 
an  absence  of  any  local  reaction.  It  1ms  been 
said  with  authority  “that  the  patients  giving 


the  most  I'cactions  get  the  best  results”.  This 
has  Ijcen  my  experience  in  the  comparative 
.small  number  of  cases  I have  treated.  A few 
cases  may  devehqj  symptoms  during  the  sea- 
son with  this  method  of  treatment,  and  if  they 
do,  it  has  been  sugge.sted  that  small  doses 
given  at  daily  intervals  will  control  this  type 
of  patients.  Then  we  have  another  grou})  of 
j)atients  in  which  the  trees  and  grasses  are 
a factor,  and  it  becomes  neces.sary  to  treat 
these  cases  the  year  around.  This  seems  to 
me  is  the  logical  thing  to  do  in  all  perennial 
cases,  even  though  ragweed  may  be  the 
dondnant  facloi'.  1 iiave  experienced  failure, 
in  a few  cases,  because  1 failed  to  treat  them 
as  pcu'ennial  hayfever.  The  ])romiscuoiis 
injection  of  treatment  material  by  doctors 
who  have  no  knowledg'e  of  the  potency  of  the 
extracts  or  the  probability  of  a systemic  re- 
action, is  a dangerous  practice.  These  an- 
tigens are  powerful  in  their  ^action,  and  as  I 
have  already  pointed  out,  death  can  and  has 
resulted  from  their  misuse.  Out  of  thirty- 
two  eases  under  my  personal  supervision  last 
year,  I hail  but  one  failure,  which  was  easily 
explained  by  his  own  misconduct.  Tliis  case 
has  asked  me  to  treat  him  again  this  year, 
and  iiromises  to  be  good. 
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DISCUSSION 

R.  M.  Armstrong:  Ur.  Edwards  is  to  be  con- 

gratulated on  the  careful  and  thorough  manner 
in  which  he  has  presented  the  subject  of  “Hay- 
feyer.” 

Of  course,  we  realize  that  we  have  not  reach- 
ed (perfection  in  the  diagnosis  and  treatment  of 
this  condition.  We  must  recognize  two  dis- 
tinct t.vpes — the  extrinsic  and  intrinsic.  Food 
plays  a great  part  in  these  types,  as  well  as 
pollen. 

We  recognize  that  perennial  type  may  he  a 
manifestation  of  certain  foods,  cmimal  proteins, 
etc. The  seasonal  type  appears  to  be  due  to  pol- 
lens, which  we  find  very  difficult  to  control  in 
certain  localities.  Most  ])atients  prefer  a 
change  of  location  rather  than  the  tedious  treat- 
ment, which  in  many  instances,  gives  so  little 
relief. 

S.  B.  Marks,  Lexington:  Durii  g the  winter 

I read  an  article  by  Dr.  Edmonson  of  Illinois. 
It  was  in  the  March  number  of  the  Eye,  Eai', 
Nose  and  Throat  Journal.  Dr.  Edmonson  lives 
in  a mining  community  and  sees  a great  deal 
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of  asthma.  He  thinks  it  belongs  to  the  hay  type 
of  asthma.  He  began  to  experiment  with  some 
nasal  applications  that  would  iproduce  more  or 
less  permanent  shrinkage,  and,  at  the  same 
time,  desensitize  to  a certain  extent.  He  be- 
gan using  different  strengths  of  aluminum  sul- 
phate to  shrink  and  silver  nitrate  to  desensitize 
and  added  to  that  zinc  sulphate  in  cases  where 
infection  was  pre.sent  with  the  hope  of  getting 
some  ionization  of  the  zinc  sulphate. 

As  I was  very  much  interested  in  his  report 
I wrote  to  him  and  he  sent  me  a circular  letter 
that  he  had  written.  He  said  he  had  had  so 
many  imiuiries  he  couldn’t  answer  them  per- 
sonally. 

I have  been  using  this  summer  vai-ying 
strengths  of  aluminum  sulphate  and  silver 
nitrate  on  probably  a dozen  cases  and  each  case 
has  been  tremendously  benefited. 

I had  one  boy  who  had  been  in  trouble  since 
he  left  home  Christmas  to  go  to  school.  He 
came  back  in  June,  a boy  about  10  years  of  age. 
His  eyes  were  suffused  and  swollen  and  his 
nose  was  absolutely  blocked.  I gave  him  three 
of  these  treatments,  without  attempting  to  dis- 
cover the  cause  of  it.  I used  about  2.5  per  cent 
aluminum  sulphate  and  V2  of  1 per  cent  silver 
nitrate.  I have  seen  him  once  since  then  and 
he  has  had  no  further  trouble. 

I have  had  three  or  four  cases  of  asthma  al 
in  children  and  they  have  been  tremendously 
improved.  The  nasal  mucous  membrane  stays 
shrunken  and  it  stays  pretty  well  desensitized. 
Of  course,  there  is  nothing  scientific  about  this 
and  Dr.  Edmondson  doesn’t  claim  there  is,  but 
it  does  give  relief.  I had  one  girl  who  came  in 
and  in  three  days  she  was  iplaying  golf  and  she 
had  no  further  trouble.  Unfortunately  I 
haven’t  been  able  to  test  out  any  of  these  cases 
that  got  relief  and  I don’t  see  them  any  more, 
but  it  has  really  been  very  valuable  in  reliev- 
ing acute  cases. 

M.  C.  Baker,  Louisville:  The  great  trouble 

in  treating  hay  fever  patients  is  getting  them 
in  ahead  of  time,  either  to  give  them  the  pollen 
extracts  or  to  build  up  their  general  condition 
or  to  relieve  any  nasal  condition  that  might 
exist  prior  to  the  hay  fever  season.  That  is 
where  the  great  trouble  comes  for  all  of  us  who 
have  to  treat  hay  fever  patients. 

I personally  feel  that  hay  fever  is  due  to  some 
electro-chemical  change  in  the  body.  I believe 
that  this  electro-chemical  action  exists  in  the 
body  anyway,  and  it  is  influenced  either  by  the 
ductless  glands,  such  as  the  pituitary  and  the 
adrenal,  and  also  by  the  so-called  hormones  in 
the  digestive  tract.  I believe  that  eventually  the 
treatment  of  hay  fever  is  going  to  depend  on 
finding  some  drug  or  some  chemical  or  some 
sort  of  treatment  that  will  create  a balance  be- 
tween these  ductless  glands  in  the  system  and 
these  so-called  hormones  of  the  digestive  tract, 
until  then  I don’t  think  we  are  going  to  have  any 


success  in  the  treatment  of  hay  fever.  I be- 
lieve that  a person  who  doesn’t  have  an  allergy 
of  some  sort — and  they  certainly  are  lucky 
whether  it  is  hay  fever  or  migrain  headache  or 
asthma  or  whatever  it  is — have  perfect  balance 
between  the  functioning  organs  of  the  systeni 
and  I believe  eventually  the  solution  of  the 
whole  matter  will  be  finding  the  sort  of  treat- 
ment that  will  create  this  balance  in  the  sys- 
tem. 

A.  L.  Bass,  Louisville:  I think  Dr.  Edwards’ 

ipaper  is  one  that  we  should  show  more  interest 
in  than  we  do.  There  are  three  important 
factors  in  hay  fever:  diseased  nasal  mucous 
membrane  or  neurosis  or  bypersensitization  to 
individual  pollens.  Either  two  of  these  three 
factors  play  a very  important  part.  Unless  they 
have  a diseased  condition  or  neurosis  I can 
in  most  instances  pick  out  the  allergic  indi- 
viduals. You  look  into  a good  many  of  the 
noses;  and  that  is  the  most  frequent  portal  of 
entrance,  and  you  see  a boggy  water  log  condi- 
tion of  the  mucous  membrane. 

I think,  as  Dr.  Yates  said,  a lot  of  these  young- 
sters suffer  from  food  allergy.  I have  picked 
up  several  youngsters  just  by  eliminating  the 
food.  They  don’t  have  such  a variety  and  you 
can  work  it  out  by  an  elimination  process.  For 
instance,  I have  had  a youngster  who  is  sensi- 
tive to  orange  juice  and  another  to  chocolate. 
Asthma  is  a complication  in  about  50  per  cent 
of  the  cases.  If  it  is  a seasonal  condition  it 
may  show  up  a little  later  than  the  hay  fever, 
but  it  will  make  up  for  it  by  keeping  up  the 
asthmatic  symptoms  after  the  local  symptoms 
have  disappeared,  and  that  is  true  if  the  bron- 
chial mucous  membrane  is  hypersensitive  as 
well  as  the  nasal  mucosa. 

Dr.  Baker  brought  out  a theory.  We  don’t 
know  all  we  should  about  the  vasomotor  system. 
Why  should  one  person  be  hypersensitive  to 
some  foreign  protein  and  it  not  have  any  effect 
on  another? 

Relative  to  surgery;  when  you  look  into  a 
nose  during  a hypersensitive  state,  it  may  ap- 
pear at  first  that  a lot  of  surgery  will  be  re- 
quired or  should  be  done.  If  it  is  a seasonal 
condition,  wait  until  that  person  gets  over  his 
seasonal  sensitiveness  and  see  what  condition 
that  nose  is  in  after  you  get  away  from  the 
causative  agent.  In  many  instances,  instead  of 
doing  a lot  of  surgery  you  won’t  have  to  do  an^v^, 
or  very  little. 

As  to  treatment,  I think  as  long  as  you  are 
using  your  protein,  pollen  extracts,  and  so 
forth,  you  should  consider  the  acid  treatment 
as  recommended  by  Beckman  and  brought  out 
by  Gleason;  that  is,  where  these  people  don’t 
have  any  diseased  condition  except  local  mani- 
festations. I treated  a doctor  who  had  a course 
of  injections  with  the  pollen  extracts  which  he 
was  sensitive  to.  I put  him  on  the  7iitro-muria- 
tic  acid  treatment,  as  recommended  by  Beckman, 
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with  complete  relief  from  his  symiptoms.  He 
said  he  would  a darn  sight  rather  have  that  re- 
lief than  go  through  the  injections  of  pollen  ex- 
tracts. It  as  about  the  same  percentage  of 
results.  In  about  2000  cases  reported  by  Van- 
der  Veer,  Rackemann,  Piness  and  Smith  treated 
with  ipollen  extracts,  they  reported  partial  and 
complete  relief  in  70%  of  cases,  while  Edmon- 
son reports  66%  partial  and  complete  relief 
with  the  acid  treatment. 

I am  glad  Dr.  Edwards  brought  this  question 
up  as  I think  we  should  take  more  interest  in  it. 

E.  V.  Edwards,  (in  closing)  : I wish  to  thank 
the  society  for  its  frank  discu.ssion  of  my  paper, 
and  in  closing  will  say  that  the  study  of  Allergy 
has  been  a hobby  of  mine  for  the  past  four 
years.  I became  interested  through  my  asso- 
ciation and  friendship  with  Dr.  Henry,  of  Mem- 
phis, Tenn.,  observing  the  almost  miraculous 
things  he  has  done  in  his  clinic  are  significant 
and  evidence  of  the  value  of  this  work. 

Dr.  Yates  and  Dr.  Bass  made  reference  to  the 
quick  response  of  children  when  an  offending 
food  is  removed  from  the  diet.  This  is  because 
children  have  only  a relatively  small  number  of 
atophens  to  which  they  are  sensitive. 

The  chemical  treatment  spoken  of  gives  only 
temporary  relief  and  is  useful,  but  offers  no 
hope  as  a cure. 

Dr.  Armstrong  mentioned  the  fact  that  it  was 
hard  to  get  these  cases  in  his  office.  Such  has 
not  been  my  experience,  I'ather  the  opposite  is 
true,  and  I believe  it  is  because  of  the  results 
obtained.  Careful  testing  to  determine  the 
causative  agents,  followed  by  either  the  elimina- 
tion or  the  desensitization  treatment  has  certain 
ly  given  results. 


Medullary  Defecation  Center — Koppanyi  con- 
ducted experiments  on  dogs  to  determine  the 
effect  of  various  drugs  on  the  defecation  center. 
He  found  that  codeine,  picrotoxin  and  heroin 
are  centrally  acting  evacuants;  the  application 
of  centrally  acting  evacuants  to  the  floor  of  the 
fourth  ventricle  may  elicit  straining  and  defeca- 
tion; lesions  in  the  floor  of  the  fourth  ventricle, 
or  application  of  morphine  sulphate  to  the  floor, 
may  abolish  the  straining  and  defecation  that 
follow  the  injection  of  centrally  acting  evacuants 
afferent  impulses  for  defecations  may  originate 
in  the  small  intestine;  the  vagus  nerve  carries 
efferent  impulses  concerned  in  defecation  of 
medullary  origin;  dogs  that  did  not  vomit  from 
apomorphine  and  did  not  defecate  following 
the  administration  of  codeine  failed  to  vomit 
following  the  injection  of  pilocarpine,  digitalis 
and  antimony  and  tpotassium  tartrate  but  vomit- 
ed on  oral  administration  of  local  irritant  eme- 
tics, antimony  and  potassium  tartrate,  zinc  sul- 
phate and  meremde  chloride;  the  nature  of  the 
vomiting  and  defecation  centers  is  discussed  in 
the  light  of  the  expenmental  data  obtained. 


ACUTE  MASTOIDITIS,  W II  E N TO 
ADVISE  SURGICAL  TREATMENT* 

L.  P.  Molloy,  M.  D. 

Paducah. 

In  pre.senting-  a short  paper  on  Mastoiditis 
we  only  do  so  from  the  fact  that  we  find 
it  to  make  up  quite  a percent  of  the  Otolo- 
gist’s work  and  not  that  we  have  lanything 
new  to  offer.  The  patients  we  are  daily  asked 
to  advise  is  the  ear  that  is  not  discharging 
and  should  he,  and  the  one  that  is  di.seharg- 
ing  land  should  not  be. 

Granting  the  fact  that  Acute  IMastoiditis 
usually  coinplieates  Otitis  Media,  then  the 
])oint  of  diagnosis  to  determine  is — when 
does  your  (dtitis  leave  off  and  your  Mas- 
toiditis begin.  This  brings  us  to  where  we 
might  refer  to  the  Anatomj"  of  the  parts  in 
order  to  get  their  close  relationship  to  each 
other.  The  middle  ear  cavity,  as  you,  all 
know,  is  small  and  very  irregular,  being 
situated  in  the  petrous  hone.  The  mastoid 
cells  lying  behind,  the  meatus  Auditorius  ex- 
ternally and  the  Labyrinth  internally.  This 
cavity  being  tilled  with  air  and  connects  with 
the  Nasa-Pharynx  by  the  Eustachian  tube. 
The  posterior  wall  contains  the  opening  lead- 
ing into  the  mastoid  antrum  which  further 
communioates  with  the  mastoid  cells  which 
contain  air.  The  mueus  membrane  of  the 
Tym])anic  cavity  is  continuous  with  the 
Pharynx  through  the  Eustachian  tube  and  is 
further  reflected  into  the  mastoid  antrum 
and  cells  which  line  it  throughout.  Now, 
roughly,  we  have  the  connection  of  the.se  cav- 
ities showing  how  easy  it  is  for  infection  to 
travel  from  the  nose  through  the  Eustachian 
Tube  into  the  middle  ear,  mastoid  antrum, 
mastoid  cells  and  other  cavities  that  our  in- 
fection may  have  access  to. 

This  gives  us  a picture  which  shows  us 
that  these  cavities  are  hard  to  drain,  by  what 
we  might  term,  the  normal  route.  Again, 
these  cavities  are  so  closely  allied  with  each 
other  that  it  is  hard  to  discuss  Mastoiditis 
without  Otitis  IMedia.  For,  as  we  have  indi- 
cated before  it  is  very  hard  to  say  just  when 
your  infection  passes  from  the  middle  ear 
into  the  mastoid  and  only  can  we  determine 
this  by  careful  examination,  observation  and 
treatment. 

Acute  Mastoiditis  attacks  at  all  ages  re- 
gardless of  race  or  sex,  the  disease  occiirs 
more  often  in  children  and  young  adult  life 
than  later  in  life,  due  no  doubt  to  an  easy 
approach  to  the  ma.stoid  region  by  the  infec- 
1ion,  e.s])ecially  in  children.  Further,  the 
condition  of  the  nasal  route  associated  with 
the  tonsils  and  adenoids  being  one  of  the 
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leading  faetoi's  in  producing  the  infeetiuns 
tliat  we  so  coimnonly  see  l)eginning  in  the 
nasal  fossae  and  terminating  in  mastoid  cells. 
Tlie  low  altitude,  the  damp  low  lands  that 
surround  us  in  our  end  of  the  state  seems  to 
he  one  of  the  leading  exciting  causes  of  tin 
condition. 

The  giaait  masses  of  children  that  are  first 
seen  by  the  family  physician  ami  many  of 
th(*m  later  by  the  specialist,  with  discharg- 
ing ears  of  an  indefinite  pmdod  of  time  is 
usually  the  seipiellae  of  an  acute  mastoid  in- 
fection. These;  cases,  especially  in  childiam  are 
of  more  importance  because  the  child’s  life' 
is  yet  to  come.  The  majority  of  them  have' 
not  finisheel  scheiol  weirk  anel  the  elefiedene-y 
that  usually  comes  about  in  this  condition 
markeelly  imjiairs  the  child’s  health  whie-h 
is  a great  hamlicap  during  its  school  period 
from  a stanelpoint  of  general  health  and  nat- 
urally retarels  the  child  mentally.  This  par- 
ticuhir  jiatiexit  as  you  all  know  is  constantly 
absorbing  poisem  from  the  conelition  anel  Avili 
sooner  or  later  make  its  manifestations  by 
attacking  some  of  the  A'ital  organs  of  the 
body  including  muscles  and  joints  and  lower- 
ing the  resisting  power  of  the  j)atient  Avhich 
makes  it  nie»re  seiscei^tible  to  inany  of  the  dis- 
eases of  childhood,  or  as  for  that  matter,  any 
diseased  condition  that  attacks  the  human 
being.  Fm’thermore,  it  lowers  the  young 
man  e>r  Avoman’s  rating  in  the  business 
Avorld,  foi-  the  various  reasons  we  have  stated, 
incliuling  loss  of  hearing.  Many  of  these 
cast's  Ave  see  appeal  to  us  for  relief  from  the 
foul  odor  Avhich  comes  from  these  ears.  A 
great  pt'r  ct'nt  of  these  cases  are  refernabh' 
back  to  early  days  of  chihlhood,  possibly 
Avhen  they  Avere  nursing,  for  their  first  at- 
tack of  ear  trouble.  Then  Ave  get  the  his- 
tory of  a co7i‘iinied  discharging  ear  for  se\'- 
eral  Aveeks  or  possibly  months,  then  the  dis- 
charge ]7ossibly  ceasing  Avith  a number  of 
recurrences  during  the  folloAving  years.  We 
are  noAV  S])eaking  of  the  young  man  or  avo- 
man  entering  the  business  Avorld. 

The  innumerable  conditions  that  may  at- 
tack this  type  of  patient  later  in  life  as  yoTi 
knoAv,  ai’c  too  many  to  mention  in  a discus- 
sion of  this  kind,  but  to  say  that  Ave  haA'c 
loAvered  this  patient’s  vitality  and  resisting 
])OAver  both  in  regard  to  disease  and  his 
al)ility  to  cope  Avith  the  business  Avorld  is 
lAutting  it  mildly  by  alloAving  them  to  get  in 
this  condition.  For,  as  you  knoAV  the  great 
Inisiness  interests  of  our  nation  that  furnish 
us  employment  for  our  laborers,  ilo  not  look 
upon  this  class  as  desirable  apidicants  Avhen 
they  come  for  examination,  and  furthermore. 
AV('  liaA'c'  ('omi)let('ly  destroyt'd  this  jAatient’s 
chance  of  obtaining  insurance.  Again,  this 
condition  fi'equently  eontimies  as  a perman- 
ent draAv  upon  the  patient’s  lu'altli  all  dur- 
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lug  his  life  notAvithstanding  the  fact  that 
operative  procedures  Avhich  may  be  major 
ill  type,  .did  not  give  comph'te  relief,  and 
frequently  after  radical  mastoid  operations 
the  discharge  continues. 

We  are  living  in  an  age  Avhen  the  young 
professional  man  or  Avoman  must  .retain  all 
theii'  mental  faculties  in  a normal  Avay  if  they 
ai'e  to  make  a sucee.ss  in  life,  and  to  be  as- 
sured of  their  health.  1 am  making  an  ap- 
peal for  an  early  recognition  of  mastoiditis 
tiy  the  famil}'  physician  for  he  is  the  man 
who  comes  in  contact  Avith  tho.se  various  ear 
conditions  and  should  early  I'calize  the  im- 
jiortauce  of  a lAronqit  and  accurate  diagnosis, 
for  time  to  my  mind,  is  the  greatest  factor 
that  Ave  have  to  deal  Avith  in  this  disease;  in 
regard  to  its  early  termination  and  the  man- 
ner in  Avhieh  it  terminates;  Avhether  Ave  are 
to  have  the  chronic  condition  left  Avitli  the 
aiany  handicaps  and  pitfalls  that  have  jmst 
jireviously  been  mentioned.  We  belieA'e  that 
practically  all  these  cases  .seen  by  the  spe- 
cialist at  the  proper  time  and  lalloAved  to  be 
handled  in  a p«ro])cr  Avay,  Avill  become  A'oid 
of  the  many  things  that  Ave  have  to  contend 
Avith,  folloAving  such  conditions  at  the  pres- 
ent time.  The  early  removal  of  all  factors, 
both  jiathologically  and  exciting  that  bring 
on  this  disease,  need  no  mentioning  before 
a body  of  this  type  of  men. 

1 am  lAleading  for  a l)etter  understanding 
l)etAveen  the  family  phjxsician  and  the  spe- 
cialist in  regard  to  these  conditions.  The 
same  thing  has  been  overcome  by  the  general 
surgeon.  The  family  phy.sieian  no  longer 
holds  his  case  of  appendi('itis  until  it  becomes 
■a  dangerous  procetlure  to  operate  or  has 
])assed  the  proper  time  for  an  operation.  We 
all  have  the  picture  rencAved  in  our  minds 
almost  daily  of  the  type  of  case  coming  in 
late  from  the  rural  di.stricts  that  should  liaA'e 
had  drainage  days  and  ])ossibly  Aveeks  before 
Ave  see  the  case,  freipiently  Avith  added  com- 
|)lications  Avhich  makes  the  mortality  rate 
very  high.  The  specialist  is  not  to  be  held 
1 esiAonsible  for  these  tyjAes  of  ca.ses  regaxxi- 
less  of  his  method  of  treatment,  but  Avith 
some  better  understanding  betAveen  the  phy- 
sician Avho  refers  this  business  in  regard  to 
the  imiAortance  of  getting  these  cases  in  early 
as  they  do  Avith  the  general  surgeon  Avhen 
they  I'eeognize  a surgical  belly. 

To  sejAarate  acute  ma.stoiditis  from  the  mid- 
dle ear  caA'ity  is  impossible.  The  tAVO  condi- 
ti(Aiis  are  so  closely  allied  to  each  other,  the 
earlv  synqAtoms  being  the  same  that  it  is  only 
by  the  iisual  method  of  drainage  that  Ave  are 
ai)l('  t(A  differentiate  betAveen  the  tAVO.  The 
v;iri('d  sym|Atnms  that  may  present  itself  in 
this  disease  Ave  cannot  go  into.  'Plu'  usual  ease 
as  Ave  shmdd  see  it  is  that  of  a lAatient  shoAV- 
ing  middle  ear  inf('etion  of  three  ord‘(AUi‘  days. 
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I'rociueiitly  the  ear  Iras  l)een  allowed  to  ru]>- 
ture  itself  or  the  drum  membrane  has  been 
incised;  with  good  drainage  we  find  this  pa- 
tient suffering  quite  a g'ood  deal  of  pain 
about  the  ear  radiating  over  the  side  of  the 
liead  of  the  affeeled  ear  with  the  point  of 
tenderness  over  the  mastoid  area  Avith  the 
usual  rigors  and  tem])eiature  trend  of  a pus 
condition.  The  j)ain  is  more  or  less  continu- 
ous and  as  the  condition  progresses  the  i)a- 
tieiit  takes  on  a more  anxious  look  and  shows 
the  expression  of  a sick  patient.  Sliouhi  this 
clinical  picture  continue  after  drainage  has 
iieen  established  through  the  drum  membrane, 
I do  not  belicA'e  Ave  are  justifiable  in  Avait- 
ing  very  long  until  we  adA'ise  drainage  of  the 
mastoicl.  In  other  Avords,  my  contention  is, 
if  Ave  are  dealing  Avith  a middle  ear  abscess 
after  the  drum  is  opened,  drainage  estab- 
lished, our  tem])eratur(!  Avill  go  doAV)i  to  nor- 
mal, pain  eeas(‘,  tenderne.ss  over  mastoid  will 
be  mai'kedly  imj)i-oved  within  twenty-four 
hours,  child  cheerful,  Avanting  to  be  uj)  and 
at  pla.y.  The  onl,y  thing  avc  have  left  is  a dis- 
charging ear,  which  in  a great  majority  of 
cases  Avill  cease  Avithin  from  four  to  six  days 
with  ordinary  cleaidiness. 

While  on  the  other  hand,  should  this  pa- 
tient’s temi)erature,  pain  and  restlessness 
continue,  rigors  and  sweats  making  up  the 
usual  clinical  picture  of  a sick  patient  due  to 
infection,  Ave  see  no  reason  Avhy  this  ojieration 
should  not  be  advised  any  time  after  forty- 
eight  hours  from  the  time  it  failed  to  resjioud 
from  the  first  drainage.  IIoweAUu-,  these  cases 
are  all  individual  and  each  must  be  consid- 
ered by  the  physician  in  attendance,  taking 
into  consideration  the  general  condition  of 
the  patient  and  the  rapiditj*  Avith  Avhich  the 
inflammation  may  be  traveling,  Avhich  Avith 
a close  observation  of  your  chart  record  and 
patient  Avill  be  easily  noted.  AVe  are  all 
agreed  tlrat  this  is  purely  a surgical  pro- 
cedure and  that  AA'hen  this  infection  has 
passed  into  the  mastoid  antrum  and  cells — 
Avhy  carry  the  condition  longer?  We  will 
grant  that  many  of  these  cases  without  surgi- 
cal interference  drain  out  and  get  up  and  go 
on  and  are  not  Avell,  but  Avith  a diseased  pro- 
cess of  bone  behind  the  ear  Avhich  nature  can- 
not clean  uiJ,  leaving  our  patient  Avith  a 
chronic  mastoiditis  Avith  the  usual  discliarg- 
ing  ear  and  with  the  man,y  things  I have  en- 
umerated and  could  be  further  enumerated 
if  Ave  had  the  time. 

Personally,  T thiidc  it  much  better  and 
safer  to  submit  our  patie]it  to  a simple  mas- 
toid operation  dom;  under  the  proper  sur- 
roundings any  time  than  to  be  left  Avith  a 
discharging  ear  Avith  from  one,  to  tAvo  months’ 
standing,  for  aax'  invariably  knoAA'  that  this 
patient  is  coming  doAvn  later  in  life  AAilh  an 
acute  exacerbation  Avhich  Avill  demand  surgi- 
cal inteid'ei-ence  iu  order  to  save  life,  and 


these  are  the  eases  as  you  all  knoAV  that  gives 
us  our  brain  complications. 

I have  said  nothing  of  the  irregular  type 
of  acute  mastoiditis  liecause  time  Avill  not 
permit  it  in  a .short  paper  of  this  kind.  As 
for  the  sjAecial  points  tliagnosed,  AA'e  are  all 
familiar.  The  X-ray  Ave  consider  of  some 
A'alue,  but  not  so  much  so  as  in  the  chronic 
form.  Transillumination,  if  properly  stud- 
ietl  by  taking  a series  of  normal  cases  and 
studying  the  light  reflex  in  detail  making 
repeated  comparisons,  1 do  believe  is  one  of 
the  most  accurate  diagnostic  measures  we 
have  outside  of  pain,  discharge  and  femi)era- 
ture,  Avhieli  may  be  absent  at  times. 

In  conclusion,  Ave  again  impre.ss  the  im- 
])ortance  of  an  earl.v  diagnosis.  As  for  .synij)- 
toms,  age,  thorough  histoiw  of  the  case  in  re- 
gard to  the  numher  of  previous  attacks  of 
ear  trouble,  dating  back  as  has  been  empha- 
sized to  earl,A'  ( hildliood.  Th(>  elitucal  pietiiri' 
as  it  i)i-es(uits  itself  in  the  sii'k  room  are  the 
factors  as  to  d(‘termine  Avhen  Ave  shall  'advise; 
an  o|)(U"itioii.  Again,  I'eferring  to  the  ease 
above;  eeiitlineel;  if  aac  are;  .satisfieul  aftei’  the; 
time  meuitvoneel  that  aac  are  dealing  Avith  acute' 
mia.stoiilitis  ami  that  avc  arc  all  agreed  that 
the  tre'eitment  is  pnre‘l,v  a surgical  jeroeeelure', 
then  there  is  nothing  further  to  be  gaineel  b,v 
Avaiting,  but  in  a great  per  cent  of  cases  aa'c 
may  enelanger  the  patient’s  life  by  not  giv- 
ing early  elrainag'e.  We  elo  not  look  upon  this 
eemelition  at  this  particular  time  as  being 
dedrime'jital  tee  life,  but  if  carrieel  Avitheent  sur- 
gery the  longer  the  Avait,  the  more  chances 
for  eomjilications  and  less  resisting  poAver  of 
the  patient  to  stand  the  operatioii  and  the 
greater  the  involvement  of  the  mastoid  pro- 
cess Avhen  Ave  do  operate.  I do  belieA'e  avc  are 
justified  in  advising  a thorougli  simple  mas- 
toid operation  at  this  time. 

DISCUSSION 

J.  D.  Williams,  Ashland:  Perhaps  1 am  a lit- 

tle radical  in  this  matter.  I believe  that  the 
principle  of  prevention  as  against  that  of  cure 
should  obtain  here  as  it  does  elsewhere.  I am 
firmly  of  the  opinion  that  if  the  adenoids  of  the 
patient  were  i-emoved  early  in  the  game,  the 
tympanum  widely  opened  with  an  incision  extend- 
ing into  the  mastoid  antrum,  which  can  fre- 
quently be  done  in  children,  that  in  such  cases 
where  even  the  zygoma  is  involved,  the  ear 
imshed  downward  and  outward,  the  eye  swollen 
on  that  side,  you  can  in  a considerable  propor- 
tion of  these  cases  get  the  ipatient  entirely  well 
and  quickfv  b,y  this  comparatively  simple  pro- 
cedure. Harold  Hays  has  reported  hundreds  of 
instances  in  his  experience  in  which  this  has 
taken  place. 

As  regards  the  question  of  Avhen  suppurative 
mastoiditis  begins,  T think  it  is  absolutely  coinci- 
dcjit  Avith  pus  I'ormatiot)  in  the  middle  ear,  ex- 
cejit  possibly  in  cases  Avhere  the  SAvelling  of  the 
aditus  is  such  that  the  pus  cannot  get  into  the 
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mastoid  antrum — and  that  is  very  rare. 

One  symptom  that  I consider  of  great  impor- 
tance is  the  matter  of  sleeiplessness.  The  patient 
complains  of  some  pain  or  none  at  all,  but  cer- 
tainly does  not  sleep  well.  If  the  sleeplessness 
is  the  consequence  of  nocturnal  ipain  the  latter 
is  explained  by  the  dependency  of  the  head 
when  reclining,  contrasting  with  the  situation 
in  the  daytime.  Almost  all  of  the  conditions 
about  the  head  become  much  more  painful  when 
the  patient  lies  down. 

I am  in  entire  agreement  with  Dr.  Wolfe  as 
to  the  length  of  time  that  should  intervene  be- 
tween incising  the  drum  and  the  mastoid  opera- 
tion. I never  operate  if  I can  help  it  sooner 
than  three  weeks  after  the  incision  of  the  drum. 

In  two  recent  cases  wherein  afterward  there 
continued  a discharge  and  I felt  that  the  choles- 
teatomata  had  not  been  entirely  cleared  out  re- 
moval of  the  tonsils  and  adenoids  and  again 
opening  the  ear  drum  affected  a rapid  recovery. 

C.  T.  Wolfe,  Louisville:  I have  listened  with 

a great  deal  of  interest  to  Dr.  Molloy’s  paiper 
and  have  received  the  impression  that  he  desires 
to  give  us  his  idea  as  to  when  an  acute  mastoid 
should  be  operated.  True,  he  has  violated  some 
of  the  stereotyped  rules  that  some  of  us  are  in- 
clined to  follow,  but  it  may  be  that  we  are  apt 
to  delay  mastoidectomies  unnecessarily,  await- 
ing positive  indications  in  all  links  of  the  chain 
of  diagnosis. 

In  many  respects  I heartily  agree  with  him 
and  in  others  my  past  experience  justifies  me 
in  taking  exceptions. 

I agree  with  the  essayist  that  ordinarily  mas- 
toiditis is  secondai’y  to  otitis  media  and  that 
(primary  inflammation  of  the  cellular  mastoid  is 
rare.  I do  not  agree  that  it  is  always  easy  for 
infection  to  travel  from  the  nose  via  eustachian 
tubes  and  middle  ear  to  the  mastoid  antrum  and 
mastoid  cells.  I believe  that  there  are  certain 
factoa-s  to  be  considered.  The  aditus  ad  antrum 
is  not  in  all  cases  a large,  widely  open  canal, 
according  to  Jackson  Coates;  it  is  frequently 
small  in  diameter.  Quoting  from  the  book  fur- 
ther, “it  is  conceivable  that  advancing  inflam- 
matory swelling  of  the  tympanic  mucous  mem- 
brane, preceding  the  formation  of  nus,  may  oc- 
clude this  channel  and  tend  to  prevent  overflow 
or  extension  into  the  antrum.” 

The  speed  with  which  an  infection  advances 
depends  upon  the  resistance  offered,  including 
the  density  of  the  structures  and  the  virulency 
of  the  offending  organism.  If  it  is  not  clear  that 
pus  has  formed  in  the  mastoid  process,  tenta- 
tive measures  may  be  erruployed  with  a reason- 
able hope  of  controlling  the  process.  If,  how- 
ever, it  has  been  determined  that  the  mastoid 
is  involved,  operation  is  indicated.  The  point 
I wish  to  emphasize  is  that  surgery  upon  the 
mastoid  should  rest  upon  a clear  undei-standing 
of  the  pathology  of  the  condition  to  be  treated. 

The  essayist  states  that  to  separate  acute  mas- 
toiditis from  the  middle  ear  cavity  is  impossible. 


This  statement,  in  the  vast  majority  of  in- 
stances, is  true,  but  recently  we  had  a typical 
zygomatic  mastoiditis  which  was  extensive  and 
painful.  The  drum  membrane  was  not  per- 
forated and  there  was  no  sign  of  inflammation 
when  we  saw  it.  No  discharge  from  the  canal 
was  ever  noted. 

Little  stress  has  been  laid  by  the  essayist  upon 
the  free  opening  of  the  drum  membrane.  I am 
sure  this  was  not  neglect  upon  his  part,  but  for 
want  of  time.  In  this  connection  I want  to  con- 
demn the  simple  stab  puncture — make  the  in- 
cision free  and  adequate.  I firmly  believe  it  is 
safer  to  incise  drum  membranes  too  early  than 
permit  spontaneous  ruptures.  A spontaneous 
rupture,  on  account  of  the  location  of  the  per- 
foration often  demands  mastoidectomy  in  a 
short  time. 

The  essayist  apparently  depends  upon  clinical 
symptoms  almost  exclusively  as  a guide  for  op- 
erative measures.  Little  or  no  time  is  devoted  to 
the  types  of  the  invading  micro  organisms  and 
he  gives  the  X-ray  very  little  credit.  Further, 
he  advises  operation  any  time  after  twenty-four 
hours  if  patient  fails  to  respond  to  adequate 
drainage. 

As  to  the  value  of  clinical  symptoms,  I heartily 
agree  that  they  are  of  inestimable  value  and  in 
a very  few  instances  with  all  of  the  cardinal 
signs  present,  mention  of  which  is  quite  un- 
necessary before  this  body,  I have  operated.  In- 
stances of  this  kind  are  extremely  rare,  how- 
ever, it  is  my  custom  to  determine  the  type  of 
organism  responsible  for  the  symptoms.  Should 
the  commoner  types  of  pus-producing  organ- 
isms predominate,  operation  may  be  deferred 
with  safety  and  our  patient  (recover  without 
surgical  intervention.  The  streptococcus  in  its 
various  strain  always  causes  apprehension. 

The  X-ray,  in  our  opinion,  has  enabled  us  to 
differentiate  surgical  from  nonsurgical  mastoidi- 
tis. We  employ  it  and  give  it  much  considera- 
tion because  we  have  roentgenologists  who  are 
competent  and  thoroughly  able  to  read  the  find- 
ings. 

Through  my  experience,  covering  both  clinical 
and  (private  practice.  I have  never  operated  upon 
a mastoid  within  forty-eight  hours  after  drain- 
age was  instituted.  In  this,  possibly  I have  been 
in  error  and  am  glad  of  the  opportunity  to  have 
heard  Dr.  Molloy  state  his  experience. 

Judgment  and  intuition  only  come  from  wide 
experience  in  mastoid  surgery.  Frequently  my 
colleagues  have  helped  me  to  decide  for  or 
against  operative  procedure.  Consultation 
often  is  of  value  to  the  patient  and  a protec- 
tion to  the  surgeon. 

L.  P.  Molloy  (in  closing)  : I wart  to  thank 

the  gentlemen  very  kindly  for  their  discussion. 
I believe  the  first  gentleman  rather  mi.sunder- 
stood  my  ipaper  a little  when  he  .said  I wasn’t 
much  inclined  to  tlrum  membrane  incision  If  you 
remember,  in  referring  to  case  outlined  in  paper, 
that  after  the  drum  had  been  properly  incised 
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and  drainage  established,  then  if  my  patient’s 
condition  does  not  improve,  my  contention  is 
that  we  are  not  dealing  with  a middle  ear  ab- 
scess. With  good  drainage  for  twenty-four 
hours,  our  patient  should  be  much  improved. 
Otherwise,  we  find  at  the  end  of  twenty-four 
hours  after  drum  incision,  that  patient’s  tem- 
perature is  still  uip,  they  have  had  rather  a rest- 
less night  and  pain  continues,  this  again  con- 
tinues twenty-four  hours  longer,  then  the  case 
that  we  must  decide,  is  whether  we  are  dealing 
with  a middle  ear  abscess  or  an  acute  mastoid- 
itis, and  my  contention  is  that  we  have  a case 
of  acute  mastoiditis.  Then,  if  we  are  all  agreed 
that  this  is  a surgical  procedure,  why  wait 
longer?  ' Ij 

I look  upon  the  case  at  this  particular  time  as 
the  general  surgeon  looks  upon  a case  of  acute 
appendicitis,  and  I believe  we  soon  will  be  as 
free  in  advising  a simple  mastoidectomy  as  he 
is  an  appendectomy. 

I do  not  operate  on  all  my  patients  at  this 
particular  time.  That  should  be  left  to  the  sur- 
geon in  charge.  Many  of  them  drain  out,  and 
they  will  get  up,  but  we  all  know  the  condition 
which  is  left  in  the  mastoid  bone  and  outlined 
in  the  paper,  and  we  have  this  class  of  patients 
coming  back  from  time  to  time  with  a discharg- 
ing ear,  chronic  mastoid  infection  and  frequently 
low  grade  meningitis  and  brain  abscess  which 
are  operated  later. 

If  we  have  made  our  diagnosis  mastoiditis,  I 
see  no  reason  why  we  should  wait  three  weeks 
to  operate. 

G.  C.  Hall,  Louisville:  I would  like  to  ask 

you  a question.  Have  you  had  these  children’s, 
who  are  not  doing  so  well,  urine  exanuned  to 
see  whether  they  had  acidosis  or  not? 

L.  P.  Molloy:  I get  analyses  on  most  of  them. 

Yes,  sir. 

G.  C.  Hall:  I think  you  will  find  that  a lot 

of  these  children  have  acidosis  in  the  urine. 


Reflexes  of  Sinus  Caroticus  During  Epilepsy. 

— Marinesco  and  Kreindler  point  out  that  it  is 
generally  accepted  that  an  epileptic  seizure  is 
related  to  disturbances  in  the  cerebral  cirulation. 
Because  sinus  caroticus  governs  the  blood  supply 
of  the  brain,  the  authors  studied  the  reflexes 
of  the  sinus  caroticus  on  twentysix  epileptic 
patients,  by  graphically  recording  the  pulse,  res- 
piration and  the  blood  pressure,  while  pressure 
was  exerted  on  the  sinus.  To  determine  the 
vasodepressor  action  of  the  sinus  (pressure  test, 
plethysmography  was  employed.  On  the  basis 
of  their  observations  the  authors  reach  the  fol- 
lowing conclusions;  1.  The  reflexes  of  the  sinus 
caroticus  are  reduced  in  epileptic  persons.  2. 
The  vasomotor  nerves  and  the  blood  pressure 
show  a high  degree  of  instability  during  elpilepsy. 
3.  In  some  patients,  especially  inepileptic  per- 
son.s,  pressure  on  the  sinus  may  lead  to  typical 
convulsive  attacks. 


MANAGEMENT  OF  liETEKOPIlOKl A* 
C.  D.  Townes,  M.  D. 

Louisville. 

Heteroplioria  is  defined  as  the  latent  ten- 
dency toward  deviation  from  a normal  muscle 
balance.  So  long’  as  both  eyes  see  the  object 
npon  which  the  gaze  is  fixed  the  visual  axes 
remain  parallel  but  deviation  occurs  when 
vjther  eye  is  excluded  from  the  visual  act; 
when  the  retinal  image  in  either  eye  is  dis- 
placed, or  when  the  retinal  image  is  in  some 
nianner  distorted.  So  strong  is  the  desire  for 
single,  binocular  vision  (or  .so  great  the  dread 
of  double  vision)  that  the  tendency  to  de- 
viate from  normal  balance  when  the  incen- 
tive to  binocular  vision  is  removed,  will  con- 
tinually be  overcome  by  involuntary  effort 
at  the  expense  of  exhausting  nervous  inner- 
vation. It  is  this  effort  and  nervous  innerva- 
tion which  j)roduce  the  symptoms  which  fol- 
low and  often  prove  so  baffling. 

In  the  diagnosis  of  motor  anomalies  it  does 
not  suffice  merely  to  measure  the  amount  of 
eso])ho]'ia,  exoplioria  or  hyjierphoi'ia  present. 
(H'  much  mo)-e  importance  is  the  determina- 
tion of  the  changes  in  these  relations  which 
take  place  at  the  near  point  and  how  they 
change  in  different  directions  of  the  gaze; 
also,  the  ability  of  the  eyes  to  perform  paral- 
lel movements  in  the  six  principal  directions 
and  to  converge  and  diverge.  Alexander 
Duane  for  many  years  stressed  the  impor- 
tance of  .studying  and  handling  of  motor 
anomalies  in  this  manner.  No  sounder  teach- 
ings than  his  are  to  be  found.  It  is  es.sential 
to  make  a clo.se  study  of  the  ])atient’s  state 
of  health,  temperament,  occupation  and  hour.s 
of  occupation,  habits  and  heredity.  The  in- 
fluence of  these  factors  upon  the  intricate 
mechanism  of  ocular  movements  involving  the 
fine  co-ordination  of,  at  least  twelve  delicate 
extra-ocular  muscles  plus  the  influence  of  the 
mu.scles  of  accommodation  is  not  difficult'  to 
comprehend.  The  eyes  are  continually  mak- 
ing many  kinds  of  convergent,  divergent  and 
conjugate  movements.  Some  interference 
with  these  complicated  movements  produces 
tlie  muscle  imbalance  which  causes  the  pa- 
tient ’s  symptoms. 

A measurement  of  the  deviation  in  the  pri- 
mary position  does  not  give  sufficient  knowl- 
edge upon  Avhich  a diagnosis  can  be  made  or 
treatment  based.  Such  measurements  must 
be  supplemented  by  a determination  of  the 
ability  of  the  eyes  to  effect  fusion  in  differ- 
ent directions,  especially  the  six  principal  di- 
rections of  tlie  gage  and'  of  the  ability  to  con- 
verge and  diverge.  At  the  same  time  it  must 
be  borne  in  mind  that  motor  anomalies,  be- 
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ill”-  due  to  tlic  l)alaneing-  of  opposing,  vary- 
ing forces  wliicdi  are  co-ordinated  and  regu- 
lated by  the  ileniands  of  fixation  are  essen- 
tially variable  in  character.  They  will  vary 
from  time  to  time,  according  to  the  demands 
made  upon  the  eyes,  as  will  the  methods  used 
to  elicit  the  imbalance,  a thorough  and  pains- 
taking study  is  indispensable  in  order  to  ar- 
rive at  a satisfactory  diagnosis  and  to  deter- 
mine remedial  measures. 

The  methods  of  determijiing  the  state  of 
muscle  balance  have  as  their  fundamental 

ROUTINE  MUSCLE  TESTS 

1.  Muscle  Balance  at  20  Feet  (6  Meters) 

(a)  Maddox  Rod 

(b)  Screen  and  Parallax 

(c)  Single  Displacing  Prism 

2.  Prism  Duction  Tests 

3.  Muscle  Balance  at  Near  Point  (13  CM) 

1.  Near  Point  of  Convergence  (N  P) 

principle  tlic  changing  of  one  i-ctinal  image 
as  to  eolc/r,  shape  or  position  so  that  fusion 
is  ludd  in  alH'yance  and  the  tendency  to  de- 
viation can  be  easily  determined. 

There  ai-e  three  kinds  of  tests:  (1)  cover 

tests;  (2)  distortion  tests,  and  (3)  displace- 
ment tests. 

Cover  tests  offer  a rapid  and  safe  method 
of  detecting  the  presence  of  heterophoria. 
lly  rapidly  shifting  the  cover  from  one  eye 
to  the  other  the  physician  quickly  can  note 
whether  the  eyes  remain  fixed  or  move  In 
exophoria  the  eye  under  cover  moves  in  the 
same  direction  as  the  cover  as  it  is  shifted 
to  the  other  eye;  in  esophoria  the  movement 
is  in  the  opposite  direction,  while  in  hyper- 
phoria the  hyperphoric  eye  moves  down  as  the 
cov(‘r  is  shifted  to  the  other  eye.  This  test 
also  can  be  used  satisfactorily  at  the  near 
point.  As  the  eyes  alternate  in  fixing  the  test 
object  the  ])atient  Avill  be  conscious  of  a sud- 
den movement  of  the  object.  Duane  has 
called  this  the  “i)arallax  test.”  The  amount 
of  prism  ap|)lied  to  stop  all  subjective  and 
objective  movement  is  the  measure  of  the 
deviation. 

Displacemeid  tests  consist  in  using  prisms 
to  break  fusion,  and  create  an  insuperable 
diplopia.  The  prism  of  suitable  strength  is 
]>laeed  base  uji  or  down  before  either  eye  to 
determine  lateral  deviations,  and  base  in  be- 
fore either  eye  to  deternune  vertical  imbal- 
ance. The  amount  of  (iji’ism  necessary  to 
bring  the  images  in  jmrfect  alignment  is  the 
measure  of  the  deviation.  Accurate  and  de- 
l)cndable,  both  at  20  feet  and  13  inches,  this 
method  is  ])robably  the  most  satisfactory  of 
all  for  determination  of  ind)alance  at  the  near 
point. 

Other  displacement  Icsts  arc  offtu'cftby  (be 
us(‘  of  the  IMaddox  double  prism  or  3'boi‘ing- 
ton’s  ImncaU'd  i)rism,  bid  neiUicr  is  as  val- 


uable as  the  single  displacing  prism  of  Savage. 

Chief  of  the  distortion  tests  is  that  af- 
forded by  the  IMaddox  rod,  Avithout  doubt 
the  most  valuable  single  test  of  all,  both  for 
distance  and  for  the  near  point,  although  in 
the  Avriter’s  ex])erience  there  has  seemed  to  be 
a ])robability  of  exaggeration  of  the  deviation 
at  the  near  point. 

Other  distortion  tests  are  those  using  a 
cobalt-blue  glass  or  a strong  convex  sphere 
with  a ])inhole  disc.  They  howcA^er,  are  more 
difficult  from  the  patient’s  vieAvpoint  and 
consequently  not  so  practical  and  satisfac- 
tory. 

The  ability  of  the  eyes  to  converge  and  di- 
verge is  determined  by  means  of  ])rism  duc- 
tion tests  and  by  a measurement  of  the  near 
point  of  convergence.  Prism  convergence  or 
adduction  is  the  ability  of  the  eyes  to  over- 
come ])risms  plac(>d  base  out  befoix*  ('ither  or 
both  eyes.  'Plie  strongest  prism  overcome 
without  dijilopia  is  the  measure  of  adduction. 
An  avi'rage  foi'  normal  cases  is  from  I2-1H 
dio|)tei-s.  Prism  divergiuice.  or  adduction,  is 
the  ability  to  overcome  ])risms  jtlaced  base 
in  before  one  or  both  eyes.  An  average  for 
normal  cases  is  from  3-7  diopters. 

Tin*  ability  to  overcome  ])risms  ])laced  base 
u])  or  doAvn  is  much  smaller  tlvan  Avhen  they 
are  jdaced  laterally — seldom  as  much  as  4 
diopters.  This  fact  is  of  great  importance 
in  the  treatment  of  hyperphoria. 

The  near  imint  of  coiu'ergence  is  deter- 
mined by  sloAvly  bringing  toAvard  the  eye 
any  small  object  Avhich  the  patient  can  fix 
and  measuring  the  point  at  Avhich  the  object 
blurs  or  appears  doAible.  This  distance 
should  nonnally  be  about  6 c.m. 

It  is  impoiTanc't  that  routine  muscle  tests 
be  carried  out  on  eatery  patient,  and  this  can 
be  done  easily  and  Avithout  undue  loss  of 
time.  Screen  and  parallax  tests  with  a de- 
termination of  the  couA’ergence  near  ])oint  Avill 
suffice  for  the  routine.  IMany  cases  Avill  need 
no  further  study.  If  an  imbalance  is  brought 
out  by  these  simple  tests  they  can  be  supple- 
mented by  careful  measurements  by  other 
methods,  investigating  the  different  direc- 
tions of  the  gaze,  and  the  prism  duction 
poAver  measured  to  eom])lete  the  data  neces- 


ESOPHORIA 

onvergence  Excess  Divergence  Insufficiency 
E Marked 
O'  or  X ' Slight 
Pr.  Div.  Subnormal 
Pr.  Conv.  Normal 
N.  P.  Normal 
0,  E,  X,  equals  Orthophoria,  Esophoria,  Exo- 
horia  (respectively)  at  20  feet. 

(}\  E',  X , equals  Orthoi>horia,  Esophoria, 
.xophoria  (res])ectiA'ely ) at  13  inches. 


) or  E Slight 
P Marked 
’r.  Div.  Normal 
^1-.  Conv.  Excessive 
7.  P.  Very  Close 
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sary  for  a diag'nosis. 

By  such  methods  we  are  enabled  to  deter- 
mine whether  the  anomaly  is  one  of  excess  or 
insufficiency^  of  divergence  or  of  excess  or  in- 
sufficiency of  convergence.  It  is  essential  to 
have  tills  knowledge  before  intelligent  treat- 
ment can  be  instituted. 

In  the  treatment  of  heterophoria  the  fun- 
damental principle  is  that  of  training  the  of- 
IVnding  muscle  or  muscles  to  obey  the  law 
governing  it — as  Savage  has  said  the  “su- 
preme law  of  corresponding  retinal  points.” 

It  is  by  develojiinnmt  or  improvement  of 
lli(‘  fusion  faculty  that  this  can  be  done.  The 
nonnal  action  of  tbe  fusion  faculty  is  two- 
fold; first,  to  bring  the  images  on  the  two 
retinae  into  the  most  corresponding  positions 
by  such  motor  alignment  as  may  be  necessary ; 
.second,  to  interpret  the  two  sensations  in  the 
light  of  exiierience  into  a single  image  of 
greater  significance  than  either  taken  alone. 

Whatever  the  method  we  use  in  the  treat- 
ment of  heterophoria  its  ultimate  purpose  is 
improvement  of  the  fusion  faculty,  only  by 
which  can  we  hope  to  succeed. 

The  treatment  of  heterophoria  consists  in 
careful  attention  to  general  health,  elimina- 
tion of  foci  of  infection,  correction  of  refrac- 
tive errors,  muscle  exercises,  prescribing  of 
prisms  for  wear,  and  surgery.  Until  pathol- 
ogy in  other  parts  of  the  body  can  be  ruled 
out  we  are  not  justified  in  classifying  any 
case  of  heterophoria  as  congenital.  Improve- 
ment of  the  state  of  general  health  is  the  first 
and  most  important  step  in  treatment.  Cor- 
rection of  refractive  errors  will  bring  about 
relief  in  many  instances,  particularly  size- 
able errors  of  hyperojiia  and  myopia,  in  which 
the  relation  between  accommoclation  and  con- 
vergence is  a factor  in  causing  the  muscle  im- 
balance. 

The  importance  of  muscle  exercises  in  treat- 
ing heterophoria  cannot  be  ovv^remphasied  nor 
the  benefits  derived  from  them  questioned. 
Their  value  lies,  not  in  increasing  the  strength 
or  function  of  any  individual  muscle,  but  in 
improving  the  ability  of  tbe  eyes  througb  tbe 
fusion  faculty  to  secure  single  binocular  vis- 
ion at  the  point  of  fixation. 

It  is  in  the  treatment  of  lateral  imbalance 
that  exercises  prove  most  satisfactory.  Verti- 
cal deviations  do  not  respond  to  attempts  at 
muscle  training.  Unless  {)aretic  in  origin 
hyperphoria  exists  from  early  life,  though 
TREATMENT  OF  ESOPHORIA 


Refraction 
Gen.  Health 
Pr.  for  Wear 
Pr.  Training 
Stereoscope 
Operation 


Conv. 

Excess 
Helpful 
Helpful 
Rarely  Needed 
Rarely  Helpful 
Helpful 
Weaken  T.  R. 


Div. 

Insufficiency 
No  Effect 
Helipful 
Helpful 

Rarely  Helpful 
Helpful 

Strengthen  E R 


EXOPHORIA 


Convergence 
Insufficiency 
0 or  X Slight 
X'  Marked 
Pr.  Div.  Normal 
Pr.  Conv.  Subnormal 
N.  P.  Remote 


Divergence  Excess 

X Marked 
X'  Slight 

Pi*.  Div.  Excessive 
Pr.  Conv.  Normal 
N.  P.  Normal 


O,  E,  X,  equals  Oi’thophoria,  Esophoria,  Exo- 
phoria  (respectively)  at  20  feet. 

O',  E',  X',  equals  Orthophoria,  Eso])horia, 
Exophoria  (re.spectively)  at  13  inches. 


sympitoms  may  not  show  up  until  later  years. 
At  no  time  is  tlnu'c  any  great  variation  in  the 
duetion  power  of  the  vertical  muscles.  Mus- 
cle exercises  are  carried  out  both  in  the  of- 
fice and  by  the  patient  in  his  home.  They 
consist  in  prism  training  and  stereoscopic  ex- 
ercises. Careful  and  painstaking  instruction 
of  the  patient  and  supervision  in  his  use  of 
prisms  for  training  will  produce  re.sults  that 
are  most  satisfactory.  IMany  patients  will  be 
relieved  completely  of  their  symptoms,  al- 
though normal  muscle  l)alance  may'  not  be  re- 
stored. AVhat  does  happen  is  that  their  im- 
balance is  reduced  to  the  point  that  it  can  be 
overcome  without  undue  effort. 

Stereoscopic  exercises,  especially  when 
used  as  advocated  by  Wells,  are  almost  indis- 
l)ensable  in  the  successful  management  of 
heterophoria.  Wells’  method  of  decentering 
lenses  in  the  phoro-optometer  .stereoscope  to 
obtain  prism  is  a refinement  of  the  prism 
training  method.  Every  ophthalmologist  who 
is  intere.sted  in  heterophoria.  should  familiar- 
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Refraction 
Gen.  Health 
Pr.  for  Wear 
Pr.  Exercise 
Stereoscope 
Operation 


Conv. 

Insufficiency 

Helpful 

Important 

Rarely 

Helpful 

Helpful 

Strengthen  I.  R. 


Div. 
Excess 
Little  Effect 
Rarely  Helpful 
Rarely 

Less  Helpful 
Helpful 
Weaken  E.  R. 


ize  himself  Avith  Wells’  book,  “The  Stereo- 
scope in  Ophthalmology'.” 

Incorporating  prisms  in  glasses  for  con- 
stant Avear  is  seldom  necessary'  except  in  hy'- 
porphoria.  As  Ave  liaA'e  already'  noted,  verti- 
cal deviations  are  not  amenable  to  treatment 
l)y  training  and  Ioav  degrees  must  be  cor- 
rected by  prescribing  prisms  base  down  be- 
fore the  hyperphoric  eye.  High  degrees  re- 
(luire  surgical  treatment.  Occasionally,  Avhen 
treatment  fails  to  relieve  symptoms  and  for 
any'  i-eason  o]>eration  cannot  be  done  it  may' 
become  necessary  to  prescribe  prisms  base  in 
for  certain  ))atients  Avith  exophoria. 

When  all  other  methods  have  failed  ami 
symptoms  jicrsist  o])Ci'ation  is  resorted  to,  the 
j)rocedure  selected  depending  Aqiou  i-h'*  case 
at  hand  and  the  surgeon’s  individual  iirefer- 
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euee.  Muscle  exercises,  esirccially  tiie 

sTci  coscope,  are  again  necessary  at'vec  opera- 
tion if  we  liope  to  ol)tain  most  satisfactory 
I'esults. 

In  summarizing  tlie  following  points  should 
be  emphasized. 

'Ij  In  order  to  work  sncccssfiilly  Avitli 
cases  of  heterojjhoria  a i)ainstaking,  detailed 
investigation  of  all  the  factors  entering  int(? 
muscle  imhalanee  must  he  investigated. 

(2)  Koiitine  muscle  tests  should  he  made 
on  all  eases  hefoi-e  a cycloi)legie  is  used,  and 
I'epeated  will)  the  j)atienf’s  wearing  his  pro 
f)osed  cor  red  ion. 

(J)  Strict  attention  to  details  and  faithful 
persistc'nce  in  ortho-optic  treatment  will  ]>ro- 
duce  pleasing  i'esults  and  obviate  the  neci's- 
sity  for  surgery  in  the  majority  of  cases. 

HYPERPHORIA 

(1)  Usually  paretic  in  origin. 

(2)  Determine  what  muscle  involved. 

(3)  Determine  if  ipresent  in  lower  field. 

(4)  Orthoptic  measures  ineffective. 

(5)  Corrected  by  prisms. 

(6)  Opeivition  only  in  high  degrees. 

Mailiard’s  Coefficient  in  Hyperemesis  Gravi" 
darum. — Veron  and  Pigeaud  studied  the  varia- 
tions of  Maillard’s  coefficient  in  fifteen  cases  of 
hyiperemesis  gravidarum.  The  typical  syndrome 
by  which  they  have  been  characterized  was  rapid 
emaciation,  absolute  intolerance  to  solid  or  liquid 
food,  permanent  acceleration  of  pulse,  oliguria 
and  acetonuria.  Maillard’s  coefficient  was  ob- 
served systematically  in  these  patients  for  two 
or  three  days,  and  an  interesting  curve  was 
drawn  in  each  case  which  represented  the  varia- 
tions in  the  height  of  the  coefficient.  A com- 
parative study  of  these  curves  and  most  careful 
observations  allowed  the  authors  to  make  the 
following  statement:  In  all  patients  who  really 

demonstrated  the  syndrome  of  hyperemesis  gravi- 
darum at  the  time  they  entered  the  service,  the 
coefficient  of  Maillard  was  always  over  11.  In 
spite  of  the  aipparent  gravity  of  the  clinical  signs 
present,  in  all  cases  in  which  the  coefficient  of 
Maillard  was  below  15  the  recovery  under  -sim- 
ple therapeutic  measures  was  prompt  and  com- 
plete. In  ca.ses  in  which  the  coefficient  of  Mail- 
lard was  over  25,  the  disease  was  of  a particularly 
severe  form  and  the  question  of  therapeutic  abor- 
tion was  considered.  As  to  the  observations  in 
which  the  coefficient  of  Maillard  was  found  be- 
tween 15  and  25,  the  disease  ran  a rather  mild 
course  and  ended  finally  under  correct  medical 
treatment  in  recovery.  The  decline  in  the  curve 
of  Maillard’s  coefficient  allows  one  to  observe 
steip  by  step  the  progress  of  such  recovery.  The 
variations  in  the  coefficient  of  Maillard  follow 
exactly  the  changes  that  take  place  in  other 
symptoms  and  in  the  course  of  the  disease  itself. 
It  seems  therefore  that  this  coefficient  possesses 
considerable  prognostic  value,  which  is  aided  by 
other  principal  symptoms  of  the  illness. 


A ClIALLEXUE  TO  TIIE  MEDICAL 
PKOFESSION 

L.  E.  Ejiith 

Kentucky  State  Tuberculosi.s  As.soeiation 

A.s  a nation,  we  are  rapidly  changing  from 
old  ways  to  new.  No  longer  are  we  content 
to  ti-avel  las  our  fathers  travehnl,  nor  are  we 
satisfied  to  live  as  they  lived. 

Among  other  things,  we,  as  a nalion,  are 
fast  becoming  “j)nblie  health  minded,”  with 
the  result  that  man.y  of  the  diseases  that  used 
to  exact  heav.v  tolls  in  human  life,  have  been 
or  are  being  brought  under  effective  control. 
VVe  arc  wont  to  c-ongratulate  ourselves,  and 
properly  so  u])on  our  rapidlj’  declining  death 
rate,  but  much  .yet  remains  to  be  done  in  re- 
ducing to  an  irreducible  minimum  the  rav- 
ages of  communicable  diseases. 

Especially  is  this  true  of  tuberculo.sis.  De- 
spite the  encouraging  and  gratifying  fact 
that  the  mortalit.y  from  this  disease  has  been 
cut  more  than  bO  i)er  cent  in  the  last  ciuar- 
ter  of  a centurv,  tuberculosis  still  remains 
the  leading  cause  of  death  in  the  active  pe- 
riod of  life.  Last  .vear  in  Kentucky  the  Great 
White  Plague  caused  the  death  of  2,472  peo- 
plie,  1,558  of  whom  were  between  the  ages  of 
10  to  50  years.  There  must  be  and  is  some- 
thing wrong. 

Eift.v  .vears  ago.  Dr.  Robert  Koch,  far  in 
advance  of  the  age  in  which  he  lived,  discov- 
ered the  eau.sative  germ  of  tuberculosis.  From 
that  da.v  on  ave  have  known  how  to  prevent 
the  spread  of  this  menacing  disease,  but,  nev- 
ertheless, it  has  continued  to  si)read. 

Another  great  achievement  in  diagnosis 
and  treatment  of  the  Great  White  Plague  was 
the  diseoverv  of  the  X-ray.  Still  another  ad- 
vancement, ]ierha})S  the  greatest  so  far  made, 
came  with  tlie  development  and  jiractical  ap- 
plication of  the  Tuberculin  Test.  This  test 
])laced  within  reach  of  the  medical  profession 
a cheap,  [>rai  tical  and  sure  method  of  detect- 
ing the  jn-esence  of  an.v  activity  on  the  part 
of  tubercle  germs  and  so  ma'de  it  possible  to 
find  infected  children  before  damage  he.vond 
i-e])air  had  been  done. 

Progress  in  fighting  the  disease  has  cer- 
tainl.v  not  kept  pace  with  advancement  in 
seientifie  knowledge  or  improvements  in  medi- 
cal care  and  living  conditions.  In  fact,  there 
seems  to  be  an  actual  increase  in  the  death 
rate  in  earl.v  adult  life. 

In  these  times  of  acute  economic  depres- 
sion, unemplo.vment,  lack  of  ])roper  food, 
clothing  and  housing  are  all  too  likel.v  to  con- 
tribute 1o  further  s])read  of  tuberculosis,  with 
co)ise(pient  increase  in  death  rate  ami  lessen- 
ing of  ))roduetiv('  capacit.v.  'Phe  (piestion  is 
one  deserving  flu*  most  careful  consideration 
of  the  medical  profession  and  etlucators  as 
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well.  Tuberculosis  still  constitutes  a public 
health  problem  of  the  first  magnitude.  We 
know  what  to  do,  how  to  do  it  and  wheai  it 
should  be  done;  and  yet  this  preventable  dis- 
t-a.se  continues,  year  by  year,  to  exact  a tre- 
mendous toll  in  human  life  and  health. 

Is  it  not  about  time  that  we  were  fully 
awakening  to  realization  of  our  duty  and  op- 
portunity in  eradicating  one  of  the  most 
dreaded  and  insi<lious  diseast's  known  to  mati- 
kind  ? 


BOOK  REVIEW 

THE  COLLECTED  PAPEILS  OF  THE 
MAYO  CLINIC  AND  THE  MAYO  FOl'X- 
DATIOX  for  1929,  Volumn  XXf.  Edited 
by  i\Ii's.  M.  H.  Mellish,  Kichard  ]\L  Hewitt, 
i\L  D.,  and  Mildred  A.  Felker,  P.  H.  Phila- 
delphia and  London:  W.  B.  Saiuulers  Com- 

pany, 1980.  Cloth,  .$13.00  net. 

In  the  growth  of  the  IMayo  Clinic  and  the 
iMayo  Foundation  many  lines  of  endeavor 
have  found  a place  and  consequently  the  re- 
sults of  many  studies  are  being  published. 
In  compiling  a single  volumn  of  the  collected 
papers  each  year,  it  has  been  the  policy  to 
select  that  material  which  shotdd  })rove  of 
most  service  and  practical  value  to  the  gen- 
eral practitioner,  diagnostician  and  general 
surgeon. 

In  1929  there  were  471  papers  from  which 
to  make  .selections.  Of  these  90  are  repro- 
duced in  full,  23  are  abridged,  68  are  ah- 
.stracted,  and  to  290  referanees  only  are  given. 


A TEXT  BOOK  OX  OBTHOPEDIC 
SHKOEPvY.  By  Willis  C.  Campbell,  M.  1)., 
F.  A.  C.  S.,  Professor  of  Orthopedic  Surgery, 
Fniversity  of  Tenne.ssee,  College  of  Medicine, 
^Memphis.  Octavo  volume  of  705  pages,  with 
507  illustrations.  Philadelphia  and  London  : 
W.  B.  Saunders  Comiiany,  1930.  t'loth,  .$8.50. 

Dr.  '('amphell-’s  “Text  Book  on  Orthot)edic 
Siiryery”  aj)parently  was  written  for  the 
purpo.se  of  pre.senting"  to  the  medical  j)rofes- 
sion,  including  the  stTident,  a work  on  ortho- 
pedic surgery  that  is  practical  and  under- 
standable. It  is  written  in  a simple  and  com- 
prehensive manner,  Avhich  makes  it  invaluable 
to  the  medical  student  who  must  have  ready 
acce.ss  to  diagnoses,  treatments  and  technic. 
Throughout  this  text  emjdiasis  is  placed  upon 
differential  diagnosis.  All  extraneous  mate- 
rial is  omitted ; only  that  Avhich  has  been 
found  to  be  of  cardinal  practical  value  be- 
ing presented.  An  excellent  book  for  student, 
])ractitioner  and  surgeon. 


TEXT  BOOK  OF  HUMAN  EMBRY- 
OLOOY.  By  Cleveland  Sylvester  SimjAHvins, 
Ph.  D.,  Associate  Professor  of  Anatomy,  Uni- 
versity of  Tennessee  Yledical  Scbool,  IMem- 
phis,  Tenn.  With  263  illu.strations  aiid  169 


Images.  F.  A.  Davis  Company,  Publishers 
Phdadelphia.  Price  $4.50. 

The  book  has  been  prepared  for  the  use 
of  students  interested  i^rimarily  in  the  de- 
velopment of  the  human  body.  Where 
knowledge  permits,  free  use  of  the  functional 
asi)ects  of  development  are  emphasized  in- 
•stoad  of  the  morphological.  With  the  rapid 
accumulation  of  information  regarding  tlic 
physiology  of  .reproduction  in  the  human 
tlii-re  has  been  ci’eated  a need  for  a modern 
student’s  text  which  would  incorporate  the 
e.ss(‘iitial  facts  recejitly  available.  Di-.  Sim 
Kins  has  veiy  carefully  done  this. 


PHYSICAL  DlACXCstJS.  By  Richard 
C.  Cabot,  M.  D..  Profe.ssor  of  Clinical  Medi- 
cine in  Harvard  University.  Tenth  Edition 
Publislied  by  AYilliam  Wood  and  Company, 
Fifth.  Ave.,  New  York.  Price  .$5.00. 

Once  again  Dr.  Cabot,  in  the  midst  of  his 
extremely  -busy  career  has  found  time  to  go 
carefidly  over  every  Avord  and  line  and  sen- 
tence of  his  famous  standard  Avork  on  phy- 
sical diagnosis  vieAving  each  in  the  light  of 
the  neAV  knoAvledge  and  experience  gained  in 
the  la.st  three  years,  and  making  such  changes 
and  additions  as  Avere  necessary.  The  book 
is  and  ahvays  has  been  so  fundamentally 
sound  that  even  the  author’s  va.st  wealth  of 
clinical  and  diagnostic  experience  can  find 
little  to  add  to  its  jierfection  this  year.  As 
Dr.  Cabot  says  in  his  Preface,  “The  more 
important  new  matter  introduced  relates  to 
coronary  disease,  electrocardiography,  cancer 
of  the  lung,  ‘cardiac  asthma,’  toxic  lieplatitis, 
and  encephalitis  lethargica.  The  sections  on 
laboratory  methods  of  diagnosis  have  been 
revi.sed  and  brought  up-to-date.”  General 
practitioners,  diagnostic  s])eciali.sts,  medical 
(examiners  in  schools,  industries,  and  life  in- 
.surance  Avork,  students,  nurses,  intelligent 
laymen,  will  all  find  helpful  this  revelation 
of  the  |)ersonal  knowledge  and  exjAerience  of 
one  of  the  outstanding  medical  leaders  of 
America. 


DISEASES  OF  THE  SKIN.  A Text 
Book  for  Pi'actitioners  and  Students.  By 
George  Clinton  Andrews,  A.  B.,  M.  D.,  Asso- 
eiate  Profe.ssor  of  Dermatology,  College  of 
Physicians  and  Surgeons,  Columbia  Univer- 
sity; Consulting  Dermatologist  and  Sypjii- 
lologist  to  TarrytOAvn  Hospital;  to  St.  John’s 
Hospital.  Yonkers:  to  Grassland’s  Hosiiital : 
and  to  the  Broad  Street  Hos])ital.  XeAv  York 
City.  1,691  ])ages,  with  988  illustrations 
Philadelphia  and  London:  W.  B.  Saundei-s 

Company,  1930.  Cloth,  $12.00  md. 
Universityt  and  Avandefer  aiiAvede  anSHKl)L 
AndrcAvs’  Dis(‘ases  of  the  Skin,  marking  a 
dt'finite  advance  in  its  field,  jiresfuits  to  prac- 
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titioners  and  students  alike  a clear,  complete 
land  practical  work  on  derniatolo<^y.  This 
text  is  characterized  tliroughout  by  its  sharp 
clinical  word-pictures.  The  many  and  varied 
causes  of  skin  diseases  are  clearly  outlined 
and  differentiated. 

With  its  clearly  interpreted  diagnoses. 
I)rinciples  of  proper  treatment,  and  with  its 
section  on  radiotherapy  and  dermatologic 
atlas,  all  excellently  ilhistrated  by  988  j)lates. 
Ibis  hook  brijigs  to  modern  medical  literature 
a most  excelhmt  contiahution  in  the  I'ield  of 
(h'rniatology. 


NKW  A.\I)  NOXOFKKUAL  RKMEDIHS, 
1931,  containing  deserij)tions  of  the  articles 
standing  accepted  by  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  IMedical 
Association  on  January  1,  1931.  Cloth.  Price, 
postpaid,  jfl.50.  Pp.  J81  ^LVl.  Chicago: 
American  Medical  Association,  1931. 

This  volume  is  the  annual  publication  of 
the  Council  on  Pharmacy  and  ('hemistry  of 
the  American  IMedical  Association  giving  the 
latest  authentic  information  concerning  those 
of  the  newer  medicinal  jtreparations  found 
Avorthy  of  tlie  consideration  and  use  of  the 
medical  profession.  Each  year  the  Council 
scans  the  general  articles  under  Avhich  the 
A’arious  preparations  are  ela.ssified  and  re- 
vises these  to  conform  to  the  latest  and  best 
medical  thought. 

A glance  at  the  preface  shows  that  a num- 
ber of  ])reparations  have  l)een  omitted  because 
they  conflict  Avith  the  rules  that  govern  ac- 
ceiitance  because  their  distributors  did  not 
l)resent  evidence  to  demonstrate  their  con- 
tinued acceptability,  or  simply  because  the 
manufacturers  have  taken  them  off  the  mar- 
ket. lmi)ortant  revisions  have  been  made  in 
a number  of  tlie  general  articles  and  in  the 
descriptions  of  various  preparations.  Among 
the  ncAV  preparations  that  have  been  found  by 
the  Council  during  the  past  year  to  he  eligi- 
ble for  admission  to  the  book  are:  Amytal 

and  Pulbules  Sodium  Amytal,  3 grains,  bar- 
bituric acid  derivatives  for  use  preliminary  to 
surgical  anesthesia;  Thio-Bismol,  quine  bis- 
muth iodide,  sodium  potassium  bismuthyl  tar- 
trate, and  Tartro-Quiniobine,  bismuth  com- 
pounds for  use  in  the  treatment  of  .syphilis; 
surgical  anesthesia  ; Thio-Bismol,  quinine  bis- 
Scillaren  and  Scillaren-B,  preparations  con- 
taining the  squill  glucosides;  tAvo  ncAv  cod 
liver  oil  concentrates;  Synephrine,  a new 
vasoconstrictor,  a)id  .synthetic  thyroxine. 

Ncav  and  Nonofficial  Kemedies  should  be 
in  the  hands  of  all  who  ]Vi‘e, scribe  drugs.  The 
book  contains  infonnation  about  the  lU'wer 
materia  medica  which  (‘annot  l»e  foumf  in 
any  other  publication. 


BITLLETIN  OE  THE  NATIONAL  RE- 
8EARCII  COUNCIL  NILMBER  33.  A com- 
pendium of  the  Htatue  Laws  of  Coroners  and 
iMedieal  Examiners  In  the  United  States.  J.s- 
sued  under  the  axis])iees  of  the  Committee  on 
iMedico  Legal  IT’ohlems.  By  George  II. 
Weinmann,  LLI).,  attorney  and  counselor  at 
Irav.  Published  by  the  national  Research 
Council  of  National  Academy  of  Sciences, 
Washington,  I).  C.  Price  ^p-l.Ot*. 


SIMPLIFIED  DIABETIC  MANAGE- 
ME.NT.  By  .lose])h  T.  Beardswood,  Ji\,  A.  B., 
M.  I).,  F.  A.  C.  P,,  Chief  of  Diabetic.  'Clinic 
and  A.ssociate  Vdsiting'  Physician,  Presby- 
tcu'ian  llosjiital,  Philadel j>hia,  Physician  in 
Chief  to  the  Department  of  Jletabolie  Dis- 
eases Abington  Memorial  Hospital,  Associate 
in  Cardiology,  Graduate  School  of  Medicine, 
Universit,v  of  Pennsylvania.  Herbert  ^T. 
Kelley.  i\i.  I)..  A.  A.  C.  P.,  Associate  in  Dia- 
betic Clinic,  Preslnderian  Hospital,  Philadel- 
l)hia,  Associate  in  Cardiology,  Graduate  School 
of  Medicine  of  Pcnns.vlvania,  Philadelphia 
General  Hospital.  Diets  b,v  Elsie  M.  Watt, 
A.  B.  lllu.strated.  J.  B.  Lippincott,  Pub- 
Ishers,  Philadelphia.  Price  .tl.oO. 

The  methods  outlined  in  this  hook  haA'e 
been  found  helpful  in  clinic  and  priA^ate 
jiractice,  and  it  is  belicA’ed  that  this  is  the 
first  time  a complete  scheme  of  this  t.vpe  has 
been  jiresentcd  to  the  medical  profession  and 
to  the  diabetic  public. 

The  disease  is  now  controllable  by  anyone 
knowing  the  j)rinciples  of  diet,  and  a great 
man,A'  cases  must  of  nece.ssity  be  handled 
without  the  aid  of  hospitalization. 

“The  Line  ration  scheme”  of  Lawrence  for 
diabetics  and  the  similar  one  of  Christian 
and  O’Hara  in  nejdiritis  have  been  pioneer 
endeavors  in  the  field  of  “Unit  measure- 
ment,” and  the  adaptation  of  these  methods 
as  outlined  in  our  charts  has  been  found  the 
most  satisfactory  means  of  instructing  clinic 
and  priAuite  patients.  The  use  of  the  “Diet 
jn-escription  chart”  makes  the  calculation  of 
the  diebetie’s  diet  a simiJe  matter. 

Of  e({ual  imjmrtance  Avith  the  calculation  of 
the  diet  is  its  presentation  to  the  patient  in 
an  understandable  form  and  this  jn-oblem  so 
jierplexing  for  the  averag'e  diabetic  is  here 
simplified. 

The  fir.st  chapter  contains  only  the  es- 
sentials that  every  diabetic  should  knoAv  to 
intelligently  co-o])eratc  in  the  management 
of  his  case.  The  .secolid  chajiter  contains 
information  Avhich  Avill  be  of  interest  and 
benefit  to  the  Avell-traincd  diabetic  and  Avhich 
the  ]>h,A'sician  ma,A'  find  lu‘l|)ful.  lii  the  third 
chai)t('r  ai'c  g'l'oupc'd  llu'  A'arious  iood  A’alucs, 
reciiu's  land  suggested  menus. 


JfUmary,  lf)32j 
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CONQUERING  ARTHRITIS.  By  H.  M. 
IMargolis,  ]\I.  D.  For  the  arthritic  patient 
who  has  become  discouraged  because  of  the 
duration  of  his  disease,  regardless  of  the  ex- 
cellent care  which  his  physician  has  given 
him,  this  book  comes  as  a “ message  of  hope.  ’ ’ 
The  author,  himself  a specialist  in  arthritis, 
feels  that  information  relative  to  this  disease 
should  be  given  to  the  patient,  not  only  for 
his  own  satisfaction  but  as  a means  of  urg- 
ing him  to  continue  under  the  care  of  ,a 
reputal)le  i^hysician,  as  improved  methods 
of  treatment  are  making  the  cure  of  the  dis- 
ease more  and  more  likely,  and  many  who 
look  forward  with  dread  to  being  crippled 
by  this  disease  may  have  the  assurance  either 
of  real  improvement  or  an  actual  cure.  The 
MacMillan  Company,  New  York,  Publishers. 


THE  SURGICAL  CLINICS  OF  NORTH 
AMERK1A.  (Issued  serially,  one  number 
every  other  month.)  Volume  11,  No.  6. 
( Phil'adel]ihia  Nunibei’ — December,  1!)31  ) 30!) 
pages  witli  87  illu.sti’ations.  Per  Clinic  Year 
(February,  1031  to  Dt'cember,  1931.)  Paper, 
.$12.00;  Cloth,  .$16.00  net.  Philadelphia  and 
London;  AV.  B.  Saunders  Company,  1931. 

THE  SURGICAL  CLINICS  OF  NORTH 
AMERICA.  (Issued  serially,  one  number 
every  other  month.)  Volume  11,  No.  5.  (Pa 
cific  Coast  Surgical  Association  Number — 
October  1931)  279  pages  Avith  109  illustra- 
tions. Per  Clinic  year  (February,  1931  to 
December,  1931.)  Paper,  $12.00;  Cloth, 
$16.00  net.  Philadelphia  and  London:  W. 
B.  Saunders  Company,  1931. 

The  various  Amlumes  of  the  Surgical  Cli- 
nics are  always  a welcome  publication  be- 
cause they  are  from  the  leadling  surgeons 
and  clinics  of  this  country.  These  volumes 
are  very  a.mj)ly  illustrated  and  contain  a dis- 
cussion almost  every  subject  in  siirg'ery. 


ANNUAL  REPRINT  OF  THE  RE- 
PORTS OF  THE  COUNCIL  ON  PHAR- 
MACIA and  chemistry  of  the  AMER- 
ICAN MEDICAL  ASSOCITION  FOR  1930. 
Cloth.  Price,  $1.00.  Pp.  91.  Chicago:  Amer- 
ican Medical  As.sociation,  1931. 

This  book  is  essentially  a record  of  the  neg- 
ative actions  of  that  distinguished  body,  the 
Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association;  that  is  it  sets 
forth  the  findings  concerning  medicinal  prep- 
arations Avhich  the  Council  has  voted  to  be 
unacceptable  for  recognition  and  use  by  the 
medical  profe.ssion.  Alany  of  the  reports  rec- 
ord outright  rejection  or  the  rescinding  of 
lorevious  acceptance;  others  report  in  a pre- 
liminary Avay  on  products  which  appear  to 
have  promise'  but  not  yi't  sufficiently  tested 
oi'  eouli-olled  to  be  I'eady  for  general  u.S('  by 


the  profession. 

Among  the  report.s  recording  outright  re- 
jection are  those  on;  Avesan  (H),  formerly 
Nuforal,  a mixture  stated  to  be  composed  of 
formic  acid,  sodium  nucleinate,  camphor, 
allyl  sulphide  and  chlorophyll,  with  traces 
of  salicin  and  sulphuric  ether,  marketed  with 
unwarranted  claims  of  usefulness  in  the  trg^at- 
ment  of  tuberculosis,  asthma,  and  other  i-es- 
piratory  diseases;  Ceanothyn,  once  before  re- 
jected and  still  found  to  be  marketed  with 
unsupported  therapeutic  claims;  Collosol 
Calcium  and  Collosol  Kaolin,  so-called  col- 
loidal preparations,  the  former  an  unscien- 
tific mixture  of  unproved  value,  tlie  latter 
a possibly  dangerous  preparation,  and  both 
marketed  with  unwarranted  claims ; Ephedrol 
with  Ethylmorphine  Hydrochloride,  an  un- 
scientific ephedrine  preparation  marketed 
under  an  unacceptable  proprietary  name  with 
unwarranted  thera])eutic  claims;  Farastan. 
an  unscientific  iodine-cincliopheTi  |ii'e])ar'ation 
propo.sed  for  routine  use  in  “arthritis  . . . and 
Rheumatoid  conditions”;  Haley’s  Al-O  Mag- 
nesia-Oil, a magnesia  magma,  and  ]i<piid 
]>etrolatuni  mixture  in  fixed  jtropoi'tions  mar- 
keted Avith  emi)hasis  on  the  “AI-O”;  Lydin, 
a testicular  extract,  marketed  with  claims  of 
value  in  the  treatment  of  importance ; and 
Aletatone,  a shot-gun  “tonic”  mixture  mar- 
keted under  a proprietary  name  Avith  umvar- 
ranted  therapeutic  claims. 


ADDITIONAL  COUNTY  SOCIETY 


Jefferson:  The  January  program  of  the  Jef- 

ferson County  Medical  Society  will  be  as 
follows: 

January  4th — Case  Report 
Post-Operative  Paralytic  Illeus  with  Recov- 
ery, Wm.  H.  Emrich,  M.  D. 

Sympoisium  on  Neoplasms  of  the  Urinary 
Bladder 

Diagnosis  of  Bladder  Neoplasms,  James  R. 
Stites,  M.  D. 

Treatment  of  Bladder  Neoplasms,  John  T. 
Bate,  M.  D. 

Neurologis  Aspects  of  Bladder  Neoplasms,  J. 
A.  Bowen,  M.  D. 

Discussion  to  be  opened  by  Owsley  Grant, 

M.  D. 

January  18th Case  Reports 

Report  of  Three  Cases  of  Gastro-Intestina' 
Hemorrhage,  J.  A.  O.  Brennan,  M.  D. 

Essay 

Surgery  of  the  Common  Bile  Duct,  Frank  P. 
Strickler,  M.  D. 

Discussion  to  be  opened  by  John  R.  Wathen, 
M.  D. 

J.  D.  ALLEN,  President, 

J.  C.  BELL,  Secretary. 
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NEXT  MEETING  LOUISVILLE 


COUNTY  SOCIEIY  REPORTS 

Grant:  The  Grant  County  Medical  Society 

met  at  the  office  of  the  Health  Department  on 
Wednesday,  November  18,  1931,  with  the  follow- 
ing members  present:  Drs.  Blaine,  C.  M.  Eckler, 
O’Hara,  N.  11.  Plllis,  Zinn,  Stephenson  and  C.  A. 
Eckler. 

In  the  absence  of  the  President,  J.  W.  Aber- 
nathy, Ur.  A.  D.  Blaine  took  the  chair  and  pre- 
sided over  the  meeting. 

4'he  minutes  of  the  last  meeting  were  read 
and  approved. 

Clinical  cases  were  next  in  order  and  various 
reports  and  incidences  were  reported,  with  the 
profession’s  experience  with  the  scarlet  fever 
prophylactic  serum.  Everyone  realized  there  was 
quite  a bit  to  learn  from  its  use  as  yet. 

The  topic  for  the  evening  was  “Pneumonia 
in  Children.”  A round  table  discussion  followed 
and  was  very  enthusiastic  and  enjoyed  by  all. 

Dr.  O’Hara  opened  the  discussion  and  differ- 
entiated the  two  types  very  cleaidy,  namely,  the 
catarrhal  or  broncho-pneumonia  and  the  lobar 
pneumonia.  He  made  an  excellent  talk,  report- 
ing a new  treatment  in  British  domain,  known 
as  the  Thyroid  and  Manganese  treatment,  which 
was  new  to  the  society  and  very  interesting. 

Dr.  C.  M.  Eckler  also  gave  an  interesting  talk 
on  the  uses  of  Fresh  Air,  Diet  and  Serums  in 
Pneumonia.  He  thinks  not  too  much  medicine 
is  advisable  and  really  no  routine  treatment.  He 
likes  Guaiacol  as  one  of  the  best  remedies  in  re- 
ducing temperature  in  pneumonia. 

Dr.  N.  H.  Ellis  and  Dr.  C.  A.  Eckler  also  made 
brief  talks  on  the  subject  at  hand.  Dr.  Ellis 
pi'aises  the  serum  treatment  and  knows  from 
self  experimentation. 

The  committee  appointed  to  meet  the  fiscal 
court  and  to  report  at  this  meeting  was  con- 
tinued and  ordered  to  meet  with  the  fiscal  court 
the  fourth  Monday  in  November  and  to  report 
at  the  following  meeting. 

There  was  a motion  made  and  seconded  that 
the  Secretary  wTite  a letter  to  Dr.  H.  F.  Mann, 
expressing  the  profound  sympathy  which  this  so- 
ciety feels  for  him  during  his  illness,  and  each 
one  join  in  wishing  him  a speedy  recovery. 

The  subject  for  the  next  meeting  is  Blood 
Pressure,  round  table  discussion. 

There  being  nothing  further  of  interest  we 
adjourned  to  meet  the  third  Wednesday  in  De^ 
cember. 

C.  A.  ECKLER,  Secretary. 


Jefferson:  The  Jefferson  County  Medical  So- 

ciety have  a fraternal  dinner  December  21  at 
the  Kentucky  Hotel  and  have  secured  for  the 
speaker  X.  Graeme  Mitchell,  Professor  of  Pedia- 
trics, University  of  Cincinnati.  The  title  of  his 
address  is  “A  Discussion  of  Some  Phase  of  Tu- 
berculosis in  Chihlhood.”  There  will  also  be 
election  of  officers  and  committees. 

J.  C.  BELL,  Secretary. 
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EDITORIALS 

KKNTU(JKY  AT  THE  SOUTHERN  MED- 
ICAL ASSOCIATION 

The  meeting  of  the  Southern  Medical  in 
November  was  in  every  way  a success,  par- 
ticularly if  we  take  into  cousidei’ation  “the 
times’’;  on  the  other  hand  “the  place”  as- 
suring -a  successful  meeting  most  any  year. 

Kentucky  was  well  represented,  the  atten- 
dance of  doctors  and  their  wives  being  about 
150,  and  this  in  spite  of  the  distance  to  be 
traveled. 

Eiom  the  standpoint  of  activities  Ken- 
tucky was  certainly  well  represented  on  the 
program,  the  State  Board  of  Health  having 
an  exliibit,  one  of  the  Louisville  pli3'sician.'- 
being  repre.sented  in  the  Scientific  exhibit, 
anotiier  participating  in  the  general  Clinical 
Session,  and  still  anotiier  responding  to  the 
address  of  welcome. 

In  the  Section  work  there  were  three  Ken- 
tucky physicians  serving  as  Chairman — and 
in  each  instance  presenting  the  Chairman’s 
address  to  his  Section — three  served  as  Vice- 
Chairman,  and  one  as  Secretary  on  the  pro- 
gram for  the  work  of  the  various  Sections. 
There  were  nine  Kentucky'  plysicians  avIic 
presented  papers  and  eight  rvho  were  on  to 
ojien  the  discussion  of  various  papers. 

In  the  Woman’s  Auxiliary  Keirtucky  was 
represented  bj-  Mrs.  George  A.  Hendon,  first 
Vice-President,  who  also  responded  to  the 
address  of  welcome  to  the  Auxiliarjx  At  the 
opening  meeting  Mrs.  A.  T.  iMcCormack, 
Past  President,  was  on  the  program  for  ; 
short  talk. 

New  Orleans  alwa\'s  offers  mam'  attrac- 
tions to  the  visitor,  and  at  this  meeting  the 
physicians  hnd  their  wives  were  most  de- 
lightfully entertained.  In  fact  if  am  invita- 
tion to  meet  in  NeAV  Orleans  should  come 
within  the  next  few  years  most  of  the  Ken- 
tu'ck_y  doctors  and  their  wives  would  be  heart- 
il.v  in  lavor  of  going  to  New  Orleans  again. 

Altogetber  Kentucly  ma}'  well  be  proud  of 
her  ph\'sicians  and  their  jiarticijiation  in  tin 
Southern  Medical  Association  this  year. 


MID-SOUTH  POST  GRADUATE  AS- 
SEMBLY 

Among  the  outstanding  medical  conven- 
tions of  the  first  quarter  of  the  year  193k 
is  that  of  the  Mid-South  Post  Graduate  As- 
sembly in  session  at  Hotel  Peabodj',  Memphis, 
Tennessee,  February  9-12  inclusive.  The 
Assemblj-  is  successor  to  the  Tri-States  Med- 
ical Association  Avhich  for  47  3’ears  has  held 
its  annual  conventions  at  Jlemphis. 

The  Assembly  program  just  completed 
contains  the  names  of  some  of  ths  leading 
doctors  of  the  United  States,  men  who  ar* 
authorities  in  their  respective  fields.  The 
program  has  been  arranged  with  the  viev 
of  interesting  alike  the  specialist  and  the 
man  in  general  practice. 

Following  the  policy  of  the  Tri-States 
Medical  Association,  the  Assembly  has  gone 
outside  its  membership  for  the  lecturers  and 
essaj'ists  on  the  program.  The^'  are  drawn 
from  all  parts  of  the  coimtry.  The  only 
member  of  the  Assembly  who  will  be  among 
the  speakers  is  the  president.  Dr.  A.  G 
Ihy'ne  of  Greenville,  liississippi,  whose  ad- 
dress will  be  made  at  the  annual  banquet. 

Dr.  Morris  H.  Fishbeiu  of  Chicago,  editoi 
of  the  Journal  of  the  American  Medical 
Association,  will  be  the  after  dinner  speaker 
at  the  banquet,  following  Dr.  Payne.  Dr. 
Fishbein’s  subject  Avill  be  “Food  Fads  and 
Follies.”  He  will  discuss  some  of  the  strangt 
* 1,ions  in  the  field  of  diet,  and  will  outline 
so.  "-of  the  work  of  the  American  Medicai 
Ass-.^  Aioii’s  committee  on  foods  in  investi- 
gating the  claims  made  for  certain  foO( 
products. 

Lecturers  who  will  appear  on  the  morning 
and  afternoon  programs  of  the  Assembly  art 
Dr.  Vilray  P.  Blair,  St.  Louis;  Dr.  Chevalier 
Jiackson,  Philadelphia;  Dr.  Martin  H. 
Fischer,  Cincinnati;  Dr.  John  F.  Erdma. 
New  York;  Dr.  Charles  L.  Scudder,  Boston; 
Dr.  Harold  0.  Jones,  Chicago;  Dr.  Irvin 
Abel,  Louisville ; Dr.  John  J.  Moorhead,  New 
York;  Dr.  Ralph  Pemberton,  Philadelphia: 
Dr.  Ross  McPherson,  New  York;  Dr.  Sanford 
R.  Gifford,  Chicago;  Dr.  J.  C.  Litzenberg, 
Minneajiolis ; Dr.  H.  R.  M.  Landis,  Philadel- 
])hla. ; Dr.  Hany  A.  Fowler,  Washington;  Di . 
L.  W.  Dean,  St.  Louis;  Dr.  William  R.  Cub- 
bins,  Chicago ; Dr.  W'ilburt  Davison,  Dur- 
ham, N.  C. ; Dr.  Kenneth  M.  Lynch,  Charles^ 
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ton,  S.  C. ; Dr.  A.  M.  Barrett,  Ann  Arbor, 
^lichig'an;  Dr.  Charles  A.  Elliott,  Chicago, 
Dr.  P.  T.  Lord,  Boston;  Dr.  Paul  D.  White, 
Boston. 

The  committee  arranging  this  program  is 
headed  by  Dr.  Richard  C.  Bunting,  Memphi.', 
and  includes  the  following  members,  all  oi 
Memphis,  Di’.  J.  A.  Crislei',  Jr.,  Dr.  J.  L.  Me 
Gehee,  Dr.  Conley  H.  Sanford,  and  Dr.  A.  i 
Cooper,  secretary-treasurer  of  the  Assembly 

With  the  change  in  its  name  adopted  al 
ihe  convention  of  the  Tri-States  Medical  As- 
sociation last  February,  the  Mid-South  Pos'i 
Graduate  Assembly  extends  an  invitation  to 
doctors  and  students  of  medicine  throughoin 
the  South  and  Southwest  to  enroll  as  mem- 
bers. Registration  at  the  February  meeting 
of  the  Assembly  carries  with  it  the  right  ot 
membership. 

Dr.  Bunting  as  chairman  of  the  prograni 
committee  and  Dr.  Cooper  as  secretary'  o1 
the  Assembly,  join  in  the  statement  that  the 
Assembly  will  live  up  to  its  name.  The  pro 
gram  is  a full  one,  they  declare,  and  the  doc- 
tors and  students  of  medicine  who  attend 
the  meetings  wall  be  given  a four-days  inten- 
sive post  graduate  course  of  lectures  "by 
leaders  in  the  profession.  There  will  be  no 
break  in  the  program  for  golf  tournaments 
or  other  entertainment  features  during  the 
daylight  hours.  The  entertainment  program 
will  be  confined  to  the  annual  banquet  and  to 
a buffet  suiUper  at  the  Memphis  Country 
Club.  Luncheon  meetings  of  different 
groups  w'ith  visiting  speakers  will  be  featur- 
(‘d  each  day. 

Introduction  of  the  speakers  on  the  morn- 
ing and  afternoon  programs  wall  be  made  by 
doctors  of  the  Mid-South  instead  of  by  the 
cliaiirman  as  has  heretofore  been  the  rule. 
This  is  a new  feature  and  marks  the  broad- 
ening of  the  Assembly’s  policy  to  match  its 
larger  field  of  service. 

Attendance  will  include  representatives  of 
every  state  in  the  south  and  southwest  and  a 
number  of  states  in  the  north,  Dr.  Cooper 
predicts.  lie  is  looking  for  an  even  larger 
registration  than  marked  the  conventions  of 
the  Tri-States  Association  in  the  last  three 
years.  This  means  that  more  than  1,000  are 
expected  to  register  for  this  first  meeting  of 
the  Mid-South  Post  Graduate  Assembly, 
wliicli  takes  its  place  among  the  most  im- 
portant medical  bodies  in  the  country. 

The  executive  eojiimittee  of  the  Assemblj' 
includes  the  officers  and  the  following  icom- 
mittee  chairmen : program.  Dr.  Richard  C. 
Bunting,  Memphis  ; memoirs,  Dr.  W.  S.  An- 
derson, Bonneville,  ^Mississippi ; constitution 
and  by-law'S,  Dr.  E.  C.  Ellett,  Memphis;  enter- 
tainment, Dr.  Louis  Levy,  Memphis ; exhibits 
Dr.  Gilbert  Levy,  Memphis. 


’I’HE  SL\T(L\  TREATMENT  FOR 
MALARIA 

The  Sinton  Treatment  for  Malaria  has  the 
advantage  of  requiring  only  a week  for  the 
completion  of  the  treatment  and  its  technique 
has  been  furnished  by  Dr.  IStratman-Thomas 
of  the  Malaria  Research  Department  of  the 
Rockefeller  International  Health  Division. 

The  treatment  con.sists  of  two  solutions 
and  tlie  basis  of  each  dose  is  as  follows: 

Mixture  “A”  (23  doses  required) 

Sodium  bicarbonate  60  grains 

Sodium  citiate  40  grains 

Calcium  carbonate  or  chloride  3 grains 

Water  to  make  1 ounce 


Mixture  “Q”  (21 

Guinine  sulphate 
Citidc  amd 
Magnesium  sulphate 
Water  to  make 


doses  required) 

10  grains 
30  grains 
60  grains 
1 ounce 


The  patient  is  given  3 grains  of  calomel 
when  lirst  seen,  followed  by  one  dose  of  one 
(1)  ounce  of  magnesium  sulphate  in  one  (1) 
ounce  of  warm  water.  After  this  preliminary 
purge  has  acted  the  patient  is  given  one 
■ounce  of  mixture  “A”  repeated  one  and  two 
hours  later.  One-half  hour  after  the  3rd  dose 
of  “A”,  one  ounce  of  mixture  “Q”  is  given. 

Doses  of  mixture  “ ” are  given  3 times  a 

day  tor  a w'eek,  in  every  case  being  preceded 
by  a dose  of  mixture  “A”,  given  one-half 
liour  before. 

In  addition,  the  patient  is  daily  once  given 
1-4  grain  of  plasmoclun  after  food  during 
the  same  week. 

X'omiting  is  frequently  cheeked  by  the  usi' 
of  the  alkaline  solutions.  In  severe  cases  in 
gives  20  minims  of  1 ;1U0U  adrenalin  by 
mouth,  repeating  if  necessary. 


Prophylaxis  of  Measles  with  Normal  Horse 
Serum.  — Mjzziotti  endeavored  to  ascertain 
whether  the  prophylaxis  of  measles  such  as  was 
oibtained  by  Pontano  in  healthy  children  by  the 
use  of  nonnal  horse  serum  could  be  secured  like- 
wise in  sick  hospitalized  children,  with  a view 
to  arresting  a grave  hospital  outbreak.  Two 
experiments  were  carried  on  simultaneously  in 
1929  in  the  pediatric  clinic  and  in  the  “Bambin 
Gesu”  Hospital  in  Rome,  with  good  results  (in 
the  first  experiment,  about  two  thirds  of  the 
children  w^ere  exempt  while  one  third  exhibited 
prolonged  incubation;  in  the  second  experiment 
twenty-four  out  of  thirty-six  were  exempt,  while 
eight  presented  prolonged  incubation).  The 
partial  success  attained  would  have  been,  in  all 
probability,  total,  if  in  place  of  the  small  doses 
employed  (from  5 to  7 cc.,  in  agreement  with 
Pontano’s  suggestions),  stronger  doses  had  been 
administered. 
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ORIGINAL  ARTICLES 

UASTRO-INTESTINAL  AND  BILIARY 
TRACT  SYMPOSIUM 

THE  CLINICAL  AND  SURGICAL  AS- 
PECTS OF  DISEASES  OF  THE 
BILIARY  TRACT* 

Francis  M.  Massie,  M.  D. 

Lexington. 

Tlie  title  of  this  brief  survey  is  significant 
because  it  emphasizes  the  importance  of  dis- 
eases of  the  liver  as  well  as  diseases  of  the 
gall  bladder  and  extra-hepatic  ducts.  For 
many  years  the  gall  bladder  and  extra-hepatic 
ducts  have  occupied  the  center  of  the  stage, 
a position  of  prominence  which  would  cer- 
tainly have  been  empim-'zetl  oui  il  :1s  tr  ie 
perspective  by  the  recent  advances  of  chole- 
cystography, had  not  our  attention  been 
partly  drawn  to  studies  of  liver  function. 
Recent  studies  have  shown  us  the  importance 
and  often  the  necessity  of  knowing  somethinig 
of  livei  capacity  before  we  undertake  the 
cure  or  relief  ol  patients  with  biliary  tract 
disease. 

Even  the  little  we  know  of  the  many  and 
varied  functions  of  the  liver  encourages  us 
to  continue  in  this  line  of  investigation  with 
the  belief  that  in  this  direction  we  shall  one 
day  find  the  ansAvers  to  many  of  our  prob- 
lems dealing  Avith  grave  metabolic  disorders. 

Wlien  we  consider  the  remarkable  regenera- 
tive poAvers  of  the  liver,  and  realize  that  it 
may  function  coinpetently  Avhen  eighty  per 
cent  or  more  has  been  destroyed  by  disease  or 
experiment,  Ave  conclude  that  as  yet  Ave  can 
know  little  of  its  function  from  any  one  test 
oi‘  series  of  tests,  but  at  the  same  time  Ave  see 
how  wide  a margin  of  safety  nature  has  pro- 
vided for  us  in  this  protean  organ. 

We  knoAv  that  the  liver  is  the  sole  controller 
of  the  supply  of  glucose  in  the  blood ; that  in 
the  formation  of  bile  it  excretes  l)ile  salts, 
eholesterin,  and  urobilin ; that  it  converts 
amino  acids  not  used  by  other  tissues  to  urea, 
and  burns  up  uric  acid ; that  it  desaturates 
and  stores  the  fats ; in  this  laboratory  is 
formed  fibrinogen,  and  it  is  possibly  a de- 
pression of  this  function  in  conditions  asso- 
ciated Avith  .ja.undi(;e  Avhich  may  account  for 
the  delay  in  coagnilation  time  of  the  blood. 
Recent  AA'ork'has  shoAvn  that  the  liver  is  inti- 
mately associated  Avith  and  perhaps  controls 
water  balance  in  the  body,  its  absorption  and 
release  to  the  tissues;  and  something  of  its 
role  in  the  metabolism  of  iron  and  copper 
has  been  known  for  a long  time.  The  knowl- 
edge that  the  liver  is  a detoxicant  for  eer- 
1a  in  of  the  mineral  poisons  suggests  the  fas- 

*Read  before  the  Kentucky  State  Medical  Association, 
Lextngton,  September  7-10,  1931. 


cinaf  ing  assumption  that  it  also  supplies  anti- 
bodies to  bacterial  toxins  and  other  proteins. 
And  it  has  been  suggested  that  it  even  manu- 
factures hormones  which  activate  the  vital 
centers  of  the  mid-brain. 

From  the  little  we  know  of  liver  function 
and  from  the  much  we  half-know  and  guess 
Ave  can  see  that  it  is  “A  complex  labora- 
tory, capable  of  metabolic,  excretory,  and  de- 
to.xicating  functions,  being  endowed  with  a 
lax-ge  poAver  of  reserve,  in  disease  any  one 
of  these  functions  may  be  interfered  with. 
Only  in  severe  states,  phosphorus,  arsenic  or 
chloroform  poisoning,  or  in  acute  yelloAv 
atrophy  may  these  functions  be  simultaneous- 
ly involved.” 

The  value  for  us  in  a study  of  liver  func- 
tion lies  chiefly  in  the  help  it  gives  us  t(: 
understand  the  relation  between  gall  bladder 
<lis(>ase  and  liver  damage,  and  this  under- 
standing lieljis  us  to  preimre  our  patients 
properly  for  surgery,  Avhen  opei-ative  inter- 
vention becomes  necessai’y. 

The  important  questions  Avliich  arise  in 
dealing  Avith  patients  Avho  have  symptoms 
referred  to  the  upper  abdomen  are;  has  this 
patient  disease  of  the  gall  bladder,  or  is  it 
some  other  intra-abdominal  disease,  or  is  the 
disturbance  an  abdominal  manifestation  of 
cardio-vascular  disease?  If  the  disease  is  defi- 
nitely in  the  biliary  tract  Avhat  relation  has 
it  to  liver  damage  ami  Avhat  tests  can  best 
shoAv  us  this  relation?  What  is  the  Amine  of 
cholecystography,  and  is  it  a sufficient  guide 
to  operative  interference?  Is  there  any  med- 
ical treatment  for  gall  bladder  disease,  and  in 
what  Avays  may  Ave  best  prepare  our  patients 
for  opei’ation?  What  types  of  opeimtion  do 
we  employ'  and  what  special  post-operative 
care  should  they  receive?  We  do  not  presume 
to  think  that  Ave  can  answer  all  of  these  ques- 
tions correctly  in  each  instance,  but  Ave  insist 
That  no  patient  has  received  proper  care  until 
his  doctor  has  considered  each  of  these  ques- 
tions carefully’,  and  earnestly^  tried  to  ansAver 
them. 

In  determining  the  presence  of  biliary  tract 
disease  no  laboratory  test  can  take  the  place 
of  a careful  histoi’y  and  physical  examina- 
tion. We  have  all  seen  patients  Avith  ‘‘indi- 
gestion.” nausea,  A’omiting,  upper  abdominal 
pain,  a “mudd.y”  complexion,  a low-grade 
febrile  templerature,  and  a tender  mass  in  the 
right  upper  part  of  the  abdomen,  Avhose 
choleeystogram  shows  a faint  or  absent 
shadoAv,  and  yet  these  patients  are  found  tr 
be  .suffering  from  congestive  heart-failure  and 
not  from  biliary  tract  disea.se  at  all.  Hoav 
often  we  see  a patient  who  suffers  with  at- 
tacks of  agonising  pain  in  the  upper  right 
quarter  of  the  abdomen,  coming  on  suddenly 
after  eating,  the  pain  radiating  to  the  back 
and  shoulder.  Usually  this  is  “gall  stone 
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colic,’*  but  it  is  wise  to  I'emember  that  it  ma^' 
be  due  to  “angina.” 

The  importance  of  cholecystography  after 
the  oral  or  intravenous  administration  of  dj^e 
is  great.  We  have  had  no  single  laboratory 
test  so  helpful  in  the  diagnosis  of  “border 
line”  cases,  but  we  do  not  consider  that  every 
patient  with  a vague  history  of  “indiges- 
rion,”  who  shows  a faint  or  even  an  absent 
gall  bladder  shadow,  should  be  submitted  tc 
surgery.  We  believe  that  many  of  the.«e  pa 
tients  can  be  relieved  by  a bland,  fat-free 
diet,  and  trans-duodenal  gall  bladdef  drain- 
age two  or  three  times  a month,  or  more 
oJ'ten,  over  a period  of  several  months.  My 
own  experience  with  patients  whose  symp- 
toms have  been  indefinite,  and  whose  Gra- 
ham-Cole tests  have  shown  faint  shadows, 
has  convinced  me  that  most  of  these  patients 
do  not  get  relief  when  their  gall  bladders 
are  removed.  It  has  been  recently  stated  by 
one  of  the  surgeons  in  a large  teaching  clinic 
in  the  east,  that  in  his  experience  eighty 
per  cent  of  patients  -vVho  had  had  chole- 
cystectomy done  where  no  stones  were 
found  were  not  benefitted  by  the  operation. 

The  most  satisfactory  tests  of  liver  func- 
tion are  the  dye  tests  and  the  estimation  of 
serum  bilirubin.  The  “glucose-insulin-water” 
tolerance  test  worked  out  by  Althausen  and 
Kerr  may  prove  to  be  a valuable  addition  in 
determining  liver  damaige.  It  is  so  simple 
that  anyone  with  access  to  a clinical  laboi-a- 
tory  may  make  use  of  it  regularly.  Of  the 
serum  bilirubin  tests  the  icteric  index  is 
chiefly  useful  in  patients  with  “latent” 
jaundice,  and  in  noting  the  progress  of  a 
jaundiced  patient.  The  Van  den  Bergh  test 
determines  for  us  the  type  of  jaundice, 
whether  obstructive  or  non-obstructive  in 
origin.  Graham,  Cole,  and  Gopher  claim  that 
the  blood  serum  determination  of  their 
cholecystography  dye  is  an  accurate  index 
to  liver  damage,  the  serum  showing  retention 
of  the  dye  in  ninety  per  cent  of  patients  with 
biliary  tract  disease. 

The  regenerative  power  of  the  liver  on  a 
high  carljohydrate  intake  is  the  basis  of  our 
pre  and  post-operative  treatment.  Espe- 
ciallj’  when  associated  with  jaundice  do  we 
flood  these  patients  with  sugar.  When  they 
can  not  take  it  by  mouth  we  give  it  to  them 
by  vein.  It  has  been  shown  that  when  a ten 
per  cent  solution  of  glucose  is  given  in  tin 
vein  by  the  ordinary  “interne  method,”  sixt} 
per  cent  of  it  is  excreted  by  the  kidney.  But 
when  this  solution  is  given  by  the  method  o 
continuous  intravenous  drip  pi’actically  all 
of  the  glucose  can  be  stored  by  the  liver. 
Ordinarily  in  preparing  patients  for  opera- 
tions on  the  gall  bladder  and  bile  passages 
we  do  not  submit  them  to  intravenous  thera- 
py, but  the  acutely  ill  or  jaundiced  pa- 


tient is  often  .saved  only  by  this  procedure. 
It  is  useless  to  give  glucose  solution  by  rec- 
tum, as  it  has  been  demonstrated  over  and 
over  again  that  none  is  absorbed  except  the 
small  amount  which  runs  past  the  cecum  into 
the  ileum,  and  the  glucose  in  the  solution 
delays  the  absorption  of  water  from  the 
colon. 

Walters  has  recently  shown  that  the  ad- 
ministration of  calcium  chloride  in  the  vein 
does  decrease  the  coagulation  time  in  jaun- 
diced patients.  We  give  this  in  the  mannei 
suggested  by  Walters,  1 gram  of  calcium 
chloride  in  lUO  cc  of  normal  saline  daily  for 
three  days  preceding  operation.  The  dilution 
avoids  the  unpleasant  reaction  following  tlu 
use  of  the  ten  per  cent  solution. 

The  patient  with  acute  cholecystitis  or 
choleangitis  with  jaundice,  presents  the  grav- 
est risk.  We  feel,  with  most  others,  thai 
waiting  is  the  wisest  course,  certainly  wait- 
ing as  long  as  the  patient  improves  on  rest 
and  a high  fluid  and  carbohydrate  intake 
If  the  condition  becomes  worse  in  spite  o 
this  supportive  treatment,  w^e  are  forced 
to  intervene.  This  class  of  patient  aptly  il- 
lustrates the  paradox  that  “the  very  gall 
bladder  which  should  be  removed  is  the  very 
one  we  can  not  remove.”  It  is  here  that  we 
have  found  the  cauteiy  useful  in  destroying 
most  of  the  gall  bladder  without  opening  ip 
lymph  channels  for  absclrption,  and  with- 
out attempting  to  ligate  the  cystic  duct. 

In  the  ordinary  course  of  gall  bladder  dis- 
ease when  we  think  an  operation  is  indicated 
we  do  not  believe  in  temporizing  by  simply 
draining  the  gall  bladder,  unless  removal  Y 
contra-indicated  by  some  very  grave  con- 
dition. 

All  of  the  patients  in  our  clinic  receive 
large  amounts  of  glucose  and  saline  by  vein 
after  the  operation,  and  as  soon  as  tolerated 
a high  carbohydrate,  low  fat  diet. 

In  summary : 

1.  No  patient  should  be  operated  on  foi 
bilary  tract  disease  imtil  some  effort  has  beei 
made  to  determine  the  liver  function. 

2.  Many  patients  with  mild  symptom: 
should  receive  medical  treatment  and  n 
surgery,  in  spite  of  a Graham-Cole  test  show 
ing  no  shadow. 

3.  Glucose  in  large  amounts  by  continuou: 
intravenous  drip  should  be  given  to  prepare 
the  “grave  risk”  patient. 


Roentgenography  in  Direct  Diagnosis  in  Ad- 
dison’s Disease. — Thompson  urges  that  roentgen 
examination  of  the  suprarenals  should  always  be 
conducted  in  cases  of  Addison’s  disease,  because 
when  a positive  result  is  obtained  it  gives  the 
only  direct  evidence  of  disease  of  the  supra- 
renals. 
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CLINICAL  AND  SURGICAL  ASPECTS 
OF  DISEASES  OF  THE  DUODENUM* 

Malcolm  Thompson,  M.  D.,  F.  A.  C.  S. 

Louisville. 

The  duodenum  is  the  first  portion  of  the 
small  intestine  being  continuous  with  the 
stomach  superiorly  and  the  jejunum  infer 
iorly.  It  “has  received  its  name  from  being 
about  equal  in  length  to  the  breadth  of 
twelve  fingers.  It  is  the  shortest,  the  widest, 
and  the  most  fixed  part  of  the  small  intes- 
tine, and  liais  no  mesentery,  being  only  par- 
tially covered  by  peritoneum.”  The  pan- 
creatic duct  and  the  common  bile-duct  open 
into  the  duodenum.  The  coats  of  the  duo- 
denum lare  four — serous,  muscular,  areolar 
and  mucous.  Within  these  coats  are  con- 
tained valvulae  conniventes,  intestinal  xilli, 
glands  of  Lieberkuhn,  glands  of  Brunner 
and  solitary  lymphatic  nodules.  The  entire 
organ  is  richly  supplied  with  arteries,  veins, 
lymphatics,  and  nerves. 

The  function  of  the  duodenum  is  to  n 
ceive  the  contents  of  the  stomach,  the  pan 
creatic  and  biliary  secx’etions,  and  initiate  the 
processes  of  intestinal  digestion.  By  its  per- 
istaltic action,  the  duodenum  empties  its 
contents  into  the  jejunum. 

The  symptoms  of  duodenal  disease  are  ab- 
dominal pain  and  discomfort,  flatulence,  los.'- 
of  appetite,  nausea,  vomiting,  loss  of  weight, 
blood  spitting,  and  the  passage  of  blood  in 
the  stools.  When  a patient  complains  of  any 
of  the  above  symptoms,  a complete  medical 
history  should  be  taken  as  the  history  and 
the  roentgen  ray  findings  are  of  greatest 
importance  in  diagnosing  duodenal  lesions 
A thorough  physical  examination  should  b( 
made  with  particixlar  attention  to  areas  of 
tenderness,  visible  peristalsis,  and  involve- 
ment of  the  central  nervous  system.  The 
nervous  system  is  of  importance  because 
tabes  dorsalis  at  times  simulates  duodenal 
disease  and  because  of  it,  unnecessary  and 
harmful  operations  have  been  p'erformed. 
An  urinalysis,  complete  blood  count,  bloo(' 
Wassermann,  and  a gastric  analysis  should 
l)e  done.  If  there  has  l)een  vomitimg  or  a 
fistula  is  present  the  chlorides  and  non- 
protein nitrogen  of  the  blood  and  the  carbon 
dioxide  combining  power  of  the  plasma 
should  be  determined  for  in  these  conditions 
the  chlorides  are  lowered,  the  non-protein 
nitrogen  greatly  increased,  and  the  carbon 
dioxide  combining  power  increased.  Little, 
if  any,  importance  should  be  attached  to  a 
single  gasti’ie  analysis  as  this  test  is  of  value 
only  when  repeated  and  constant  findings 
are  obtained.  A roentgen-ray  examination 
with  the  barium  meal  is  then  made.  De- 

*Read before  the  Kentucky  State  Medical  Association  at 
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formity  of  the  duodenal  cap,  six  hour  gastric 
I'ctention,  and  gastric  hypermotility  are 
evidences  of  ulcer.  Distention  of  the  descend- 
ing and  horizontal  portions  are  present  when 
there  is  obstruction  in  the  third  and  fourth 
divisions  of  the  duodenum.  In  acute  condi- 
tions, some  of  these  examinations  must  neces- 
sarily be  omitted.  With  the  data  obtained 
from  the  above  examinations,  one  is  qualified 
in  the  majority  of  cases  to  decide  wdiether 
duodenal  disease  is  or  is  not  present.  The 
conditions  most  likely  to  be  found  are  con- 
genital defects,  tumors,  acute  obstruction, 
chronic  stasis,  diverticula,  duodenitis,  wounds, 
ulcer,  and  fistula. 

The  congenital  defects  are  stenosis,  diver- 
ticula, and  abnormalities  of  position,  length, 
and  size.  The  duodenum  is  normally  U- 
sihaped  a/nd  composed  of  four  jiortions.  V- 
shaped  and  C-shaped  duodena  are  sometimes 
found  but  they  seldom  if  ever  give  rise  to 
symptoms.  The  diameter  of  the  duodenum 
is  3.75  to  5 oml.  while  that  of  the  jejunum  is 
3 cm.  Both  of  these  organs  are  subject  to 
considerable  variation  in  diameter,  the 
duodenum  being  considered  normal  up 
to  a Avidth  of  6 cm.  Excessively  wide 
duodena  are  found,  but  they  do  not 
give  symptoms  unless  the  great  width  is 
due  to  obstruction,  or  unless  the  jejunum 
is  smaller  in  proportion  than  is  normally 
found.  The  duodenum  is  subject  to  variai- 
tion  in  position  in  that  the  tran.sverse 
portion  is  found  lower  than  the  lower  border 
of  the  third  lumbar  vertebra,  its  normal 
position.  Wheir  transposition  of  the  viscera 
is  preseiit,  the  duodenum  is  found  rrpon  the 
left  side  of  the  body.  Variations  in  length 
have  also  been  reported  some  of  them  being 
twdee  the  normal. 

Tumors  of  the  duodenum  are  rare.  Tlu 
symptoms  they  provoke  simulate  as  a rub 
duodenal  ulcer.  Occasionally  they  are  diag- 
nosed preoperatively  because  of  the  defect 
observed  with  the  roentgen-ray  and  barium 
meal.  The  ones  Avhich  have  been  found  art 
myoma,  fibroma,  myxoma,  anig’iorrra,  aden- 
O'lna.  lipoma,  and  carcinoma.  The  treatment 
of  dirodenal  tumors  is  sirrgical  excision. 

Acute  duodenal  obstruction  is  characterized 
by  prostration,  distention,  and  frequent 
vomiting.  It  is  part  of  the  cfrtdition  de- 
scribed in  the  text-book^  as  aerrte  gastric 
dilatation.  It  is  obserw'e.l  more  frcquerrtly 
in  stout  subjects  than  in  thin  ones  and  occurs 
following  operation,  injuries,  and  child-birth. 
It  is  thought  to  be  due  to  pressure  of  the 
superior  mesenteric  vessels  irpoir  the  trans- 
verse' pprtion  of  the  duodenrrm  caused  by 
lying  too  long  aird  relatively  motionless  in 
the  su])ine  ])Osition.  The  treatment  is  gartric 
lavage  and  change  of  position,  preferably  tc 
the  prone  position. 
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Clironi  ^6  '^uoiie  nalfij^trS:ti(fn  eau^  pain 
nausea,  vom^i^,  diRention  of  the 


jr  ab- 
domen, toxi(?^ma^festation<^’tS^P^iost  fre- 
quent of  weigju. 

and  mi  I ii i il  i 1 1 ' ' ^nVniiiiii i , inffnnTiiii  but  not 
always,  be  diagiiosed  witli  the  roentgen'-nay. 
It  is  eaiLsed  Jby:.  adhesions  and  eoniprc'.ssion. 
It  is  likely  a more  eomnion  condition  than 
is  usually  tliscovered.  T have  seen  two  cases 
one  in  a child  8 years  old,  and  the  other  in  a 
young  -woman,  30  years  old.  “Adhesions 
causin^  obstruction  have  come  from  the  sto- 
mach, gall  bladder,  cystic  duet,  liver,  trans- 
verse mesocolon,  ascending  colon,  and  })ost- 
erior  paiietal  jieritoneum.  These  atlhesive 
bands  may  be  diie  to  disease  of  neighboring- 
organs,  but  for  many  of  them  no  cause  can 
be  found.  They  are  at  times  in  association 
with  other  ])athologic  conditions  .such  as  duo 
denial  ulcer.  Compression  of  the  duodenum 
is  cau-sed  l)y  the  pedicle  of  the  siiperior 
mesenteric  art(*ry  or  by  the  middle  colic 
artery  pressing  the  thii’d  ]1art  against  the 
posterior  abdominal  wall.”  The  treatment  of 
chronic  stasis  should  at  first  l)e  medical  and 
consists  of  posture,  diet,  and  abdominal  su]) 
])ort.  If  this  fails  following  a sincere  trial 
laparotomy  is  indicated.  When  adhesive 
bands  are  present,  they  should  be  excised  an 
omental  grafts  placed  over  the  remaining  raw 
surfaces.  If  there  is  pressure  due  to  the  su- 
perior mesenteric  artery,  a duodeno-jej un- 
ostomy should  be  performed.  If  the  middle 
colic  artery  due  to  a prolapsed  right  colon  is 
the  cause  o f the  obstruction,  the  colopexy  of 
Waugh  gives  excellent  chances  for  relief. 

Duodenal  diverticulum  is  not  common.  It 
may  be  congenital  or  acquired.  It  is  often 
symptomless  and  when  it  docs  give  symp- 
toms, it  resembles  duodenal  idcer.  It  can 
usually  be  demonstrated  by  the  roentgen  ray. 
When  sym])toms  are  troublesome,  the  treat- 
ment is  surgical  excision. 

Duodenitis  is  seldom-  of  clinical  impor- 
tance. It  may  be  caused  by  irritating  sub- 
stances such  as  impure  food,  alcohol,  toxins 
from  distant  focal  infections,  or  actual  bac- 
terial invasions.  The  treatment  is  rest,  hoi 
fomentations,  and  a Idand  diet.  Severe  ])ro- 
traeted  cases  demand  pyloric  occlusion  and 
gastro-enterostomy. 

Wounds  of  the  duodenum  are  caused  b;v 
knives,  bullets,  motor  car  wheel,  and  other 
forms  of  trauma.  Surgical  operations  upon 
the  right  kidney,  transver.se  colon,  and 
hepatic  flexure  have  sometimes  been  the  cause 
of  -duodenal  wounds.  The  treatment  is  sur- 
gical suture  plus  an  omental  gi-aft.  Duo- 
denal wounds  lead  to  duodenal  fistuliar. 
Following  j)ylorectomy  or  other  o[)eralions 
U))on  the  -duodenum  extremeU’  ca-refid  su- 
turing is  necessary  to  j)revent  tlie  formation 
of  fi.stula.  Due  to  the  digestive  action  of 


duodenal  seci'ctions  upon  animal  tissues,  i 
is  wise  to  use  a non-absorbable  suture  in  at 
least  one  layer  when  closing  the  dundenum. 
The  line  of  suture  should  also  be  protected 
with  an  omental  graft.  Once  a fistula  is  pres- 
ent, the  treatment  is  suction  as  recommended 
by  Lahey  or  dressing  the  wound  with  X/K 
hj'drochoric  acid,  beef  juice,  and  olive  oil 
What  duodenal  secretion  is  not  neutralized 
by  the  acid  digests  the  beef  juice  and  oil 
rather  than  the  patient’s  tissues.  If  the  fis- 
tulous ])atient  is  losing  fluid  more  rapidly 
than  it  can  be  given,  a jejunostomy  is  indica- 
ted and  should  be  done  without  delay. 

Ulcer  is  the  mo.st  iuiijortant  and  most  fre- 
(jiient  lesion  of  the  duodenum.  It  usually 
occurs  in  the  first  ])ortion  of  the  organ,  it 
may  be  single  or  multiple,  and  (it  is  often 
associated  with  gastric  ulcei-,  diseases  of  the 
biliary  system,  appendicitis,  and  other  intra- 
abdominal  conditions.  It  may  be  acute  oi 
chronic.  The  exa'Ct  etiology  of  it  is  unknow'n 
though  thei-e  are,  at  times,  evident  contri- 
buting factors  such  as  to.xemia  and  bacterie- 
mia  -due  to  focal  infections,  burns,  dietarv 
and  other  indiscretions.  The  most  frequent 
.symptom  is  ]min  in  the  upper  right  abdomen. 
This  pain  often  comes  on  two  to  four  hours 
after  last  taking  of  food  and  it  is  usually  re- 
lieved by  the  taking  of  food  or  alkalies. 
Hemorrhage  is  sometimes  a symjftom,  and 
may  be  the  only  ome  Diarrhea  is  said  to  be 
a symptom,  but  1 have  never  seen  it  except 
when  la.ssociated  with  large  hemorrhages. 

In  its  early  stages  and  when  there  are  no 
complications,  the  best  treatment  of  duodenal 
ulcer  is  medicinal.  This  consists  of  rest, 
relief  from  worry,  abstinence  from  tobacco 
and  alcohol,  the  administration  of  alkalies 
and  belladoima,  and  diet.  Two  of  the  most 
popular  diets  are  tbo.se  of  Lenharz  and  of 
Sippey  and  the.v  are  too  well  known  to  be 
described  here.  I have  found  Alverez’s  plan 
eminently  satisfactory.  Three  meals  each 
day  are  eho.sen  from  a “smooth-diet”  list 
which  is  given  to  the  patient.  The  essential 
element  of  the  tr-eatanent  is  the  food  bet-ween 
meals.  In  the  moniing,  there  is  made  up  a 
mixture  of  nine  (juart  of  milk,  two  eggs,  and 
('ither  a gill  or  half-pint  of  cream,  depending 
on  the  ]wdient’s  need  for  extra  calories.  If 
milk  is  not  Avell  tolerated,  a certain  amount 
of  thin  gruel  made  from  any  cereal  may  be 
submitted.  DreaJ<;fa.st  is  taken  at  7 :30. 
lunch  at  noon,  and  dinner  at  6:00.  A glassful 
of  the  mixture  is  taken  at  10:00,  another  at 
2 :00,  one  at  4 :00,  one  at  8 :00.  and  another 
lat  10:00.  Rarely  are  alkalies  necessary  in 
addition  to  this  regime. 

If  af1('r  adecpiate  Tuedical  treatment,  the 
ulcer  becomes  chronic  and  the  symptoms 
pi'rsist.  surgical  o])eration  is  adA'isable 
Other  indications  for  operation  are  the  com- 
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j)lieiation  of  duodenal  ulcer.  There  are  per- 
foration, beniorrhage,  and  obstruction.  Op- 
erations, in  the  presence  of  a high  acidity  are 
r;ot  to  be  recommended  unless  absolutely  nec- 
essary as  post-opei'ative  symptoms  and  gas- 
tro-jejunal  ulceration  are  likely  to  be  un- 
]deasant  secpielae.  Perforation  and  hemor- 
I'liage  may  be  acute  or  chronic  and  both  may 
come  on  witliout  previous  warning.  Unless 
indications  are  definite,  very  young  patients 
should  not  be  subjected  to  operation. 

Acute  perforation  is  characterized  by  se- 
ven.- pain,  prostration,  and  board-like  rigid- 
ity. 1 have  seen  acute  cholecystitis  in  a 
highly  nervous  person  simulate  duodenal 
perforation,  and  T have  seen  ])erforation 
mimiek  acute  appendicitis.  The  latter  may 
occur  when  the  opening  is  near  the  right 
anterior  border  of  the  duodenum  and  the  se- 
cretions travel  down  the  right  para-colie 
fossa  to  reach  the  abdominal  paidetes  neai 
the  cecum.  The  treatment  of  acute  perfora- 
tion is  immediately  surgical  >ivith  suture  of 
the  perforation  plus  an  omental  graft.  If 
obstructon  is  present,  a gastro-enterostomy 
should  be  done  in  addition,  but  this  will 
seldom  be  necessary.  Chronic  perforation 
leads  to  c-hronicity  of  symptoms  in  spite  of 
good  medical  care  and  the  treatment  is  s\u-- 
gical. 

Acute  massive  hemorrhage  is  manifested  by 
sudden  prostration,  acute  anemia,  hematem- 
sis,  and  melena.  Small  hemorrhages  are  de- 
termined by  examining  the  stools  for  blood. 
Anemia  is  of  course  a natural  consequence. 

Acute  massive  hemorrhage  is  treated  by 
absolute  rest  of  the  gasti'o-intestinal  tract, 
ice  caps  to  the  duodenal  region,  morphim; 
subcutaneously  to  allay  fear,  blood  coagu- 
lants subcutaneously,  and  small  amounts  of 
glucose  and  saline  either  by  hypodermo- 
clysis  or  intravenously.  Small  transfusions 
of  whole  blood  are  also  valuable.  Repeated 
hemorrhages  necessitate  surgical  pi’occdure 

Obstruction  is  due  to  actual  stenosis  at 
the  site  of  the  ulcer  or  to  spasm  of  the  pylorus 
because  of  irritation.  It  leads  to  nausea, 
vomiting,  dilatation  of  the  stomach,  weak- 
ness, loss  of  w'eight,  and  constipation.  If 
belladonna  and  other  medical  measures  fail 
to  relieve  it,  operation  must  be  performed 
withoiit  delay.  Repeated  ga.stric  lavage  and 
the  par-oral  administration  of  glucose  and 
chlorides  should  be  em]iloyed  in  peroperative 
preparation. 

The  type  of  operation  indicated  for  acute 
perforation  has  been  stated.  For  the  othei 
indications,  which  is  the  mo.st  suitable  sur- 
gical procedure?  That  is  a question  exceed- 
ingly difficidt  to  answer  and  one  about  which 
there  is  much  controversy.  Time  will  no1 
])ermit  a thorough  discussion  this  morning 
of  the  merits  of  each  operatioTi  and  their 


indications.  The  principles  upon  which  sur- 
gery of  duodenal  rdeer  is  based  are  to  remove 
the  ulcer,  reduce  to  a minimum  the  physiolo- 
gic activity  of  the  involved  area,  and  facili- 
tate the  neutralization  of  gastric  acidity  by 
the  duodenal  secretions.  Any  operation 
which  does  not  satisfy  these  principles  will 
likely  fail.  In  all  operations,  careful  search 
with  proper  treatment  must  be  made  for 
multiple  ulcers,  ulcers  ui^on  the  posterior 
wall,  and  for  associated  disease  such  as  chole- 
cystitis, appendicitis,  diverticultis,  and  pan- 
creatitis. 

In  performing  lanastomotic  operations  be- 
tween the  stomach  and  intestine,  extreme 
care  must  be  exercised  to  see  that  the  duo- 
denum or  proxinal  jejunum  is  used.  A num- 
ber of  eases  have  been  reported  in  which 
surgeons  have  joined  the  stomach  to  the 
ileum  mistaking  it  for  the  jejunum.  The 
l)atient’s  second  state  is  then  much  worse 
than  his  first. 

A surgeon  who  underrakes  to  oj>erate  for 
duodenal  ulcer  should  acquaint  himself  with 
all  of  the  usual  surgical  procedures  and 
should  ajqlly  the  one  to  each  case  that  gives 
the  be.st  chance  for  cure  wdth  a reasonaJ)le 
minimum  risk.  The  end  results  are  to  a 
large  extent  dependent  upon  the  care  ex- 
ercised in  selecting  patients  for  operation 
and  the  willingmess  of  the  patient  to  avoid 
indiscretions  following  operation.  The  more 
definite  the  indications  for  operation,  the 
greater  the  opi^ortunity  for  relief.  With 
jumper  selection  of  patients  and  careful  at- 
tention to  operative  principles,  a successful 
result  may  be  expected  in  approximately 
87  to  90%  of  cases. 

The  nathology  of  the  duodenum  is  distinct- 
ive and  though  there  are  many  points  of 
similarity,  its  pathology  is  quite  different 
from  that  of  the  stomach,  the  jejunum,  and 
the  ileum.  How  then  the  word  peptic-  ha.'- 
been  retained  to  designate  a lesion  of  eithei 
the  stomach  or  the  duodenum  is  difficult  to 
understand.  The  use  of  the  term,  peptic, 
is  improper  from  an  anatomic  physiologic, 
and  pathologic  point  of  view.  Its  use  has 
resulted  in  an  enormous  amount  of  confu- 
sion concerning  the  natural  histoiy  and 
treatment  of  lesions  of  the  stomach  and  duo 
denum.  The  most  important  abnormality 
of  the  duodenum  is  ulcer,  which  probably 
never  becomes  malignant,  and  primary  mal 
ignancy  of  the  duodenum  is  one  of  the  rarest 
diseases  of  the  entire  gastro-intestinal  tracts 
The  most  important  abnormality  of  the  sto- 
mach is  carcinoma,  wdiich  is  thought  by  many 
to  correctly  differentiate  g’astric  ulcer  and 
it  is  i)ractic-ally  impossible  before  operation 
1o  correctly  differentiate  gastric  ulcer  and 
gastric  carcinoma,  and  it  is  often  difficult 
k)  differentiate  them  when  the  lesion  is  in 
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ones  band,  and  is  being  grossly  inspected. 
Many  physicians,  I am,  isure,  think  ulcer  of 
the  stomach  and  duodenum  lare  much  alike 
because  of  'the  use  of  peptic  to  describe  both 
conditions.  The  two  are  so  different  in  their 
end  results  and  treatment,  it  is  unwise  to 
consider  them  as  related  lesions.  The  treat- 
ment of  duodenal  ulcer  is  pidmarily  meaicai 
and  secondarily  surgical,  while  the  treatment 
of  gastric  ulcer  is  primarily  surgical  as  soon 
as  the  diagnosis  is  made. 
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Simultaneous  Occurrence  of  Bronchial  and 
Rheumatic  Diseases:  Significance  of  Allergic 

Factors  in  Both  Diseases. — Gehlen  and  Otto  ob- 
served that  many  patients  who  had  asthma  also 
showed  symptoms  of  rheumatism.  In  order  to 
determine  whether  the  same  etiologic  factors 
are  ound  in  the  two  diseases,  they  made  cutan- 
eous tests  with  mold  fungi  in  patients.  Positive 
reactions  were  found  not  only  in  mo.st  persons 
who  had  bronchial  distruhances  and  rheumatism 
but  also  in  those  who  showed  only  rheumatic 
symptoms. 


THE  CLINICAL  AND  SUKGICAL  AS- 
PECTS OP  DISEASES  OP  THE 
STOMACH*= 

Kobt.  P.  Ball^  M.  D. 

Harlan. 

The  stoma  eh  in  man  belongs  to  the  simple 
type  as  distinguished  from  the  compound 
stomiachs  of  some  of  the  other  mammaliae. 
Physiologieail  and  hi.stoloigieal  investigations 
liave  shown  that  the  simple  stomachs  are 
divided  into  parts  that  have  different  prop- 
erties and  functions.  Some  authors  divide 
the  stomach  on  an  anatomical  basis,  but  for 
practical  consideration  it  is  more  con-' 
veiiient  to  divide  it  on  a physiological  basis. 
The  division  of  the  stomach  into  pylorus, 
body  and  fundus  is  sufficiently  descriptive 
for  clinical  discussion  if  we  appreciate  the 
common  variation  of  any  fixed  anatomical 
landmark.  There  is  enough  distinction  be- 
tiveen  these  regions  of  the  stomach  both 
anatomioailly  aind  ])hysiologically  to  suggest 
significant  physiological  alterations  when  oiu' 
or  the  other  portion  is  imparired  in  its  func- 
tion. 

Experimental  investigation  of  the  move- 
ment of  the  stomach  reveals  a ccmplicated 
muscular  arrangement  controlled  by  three 
sets  of  nerves.  It  has  been  demonstrated  by 
Gannon  that  the  stimuli  to  the  stomach  in 
the  process  of  digestion  aire  of  three  types, 
mechanical,  chemical  and  psychical.  It  is 
upon  the  basis  of  these  observations  that  we 
begin  to  interpret  the  clinical  manifestations 
of  gastric  function.  The  correlation  of  a 
detailed  ga.stro-intestinal  history  is  not  pos- 
sible without  a fair  knowledge  of  the  normal 
p.hysiolo.gy.  The  surgical  management  of 
gastric  lesions  is  successful  only  when  based 
upon  physiological  standards.  For  this  rea 
son  T shall  take  some  of  the  brief  time  al- 
lotted me  in  this  symposium  to  recall  to  your 
memory  the  nerve  innervation  of  the  stomach. 

There  are  two  sources  of  extrinsic  inerve 
fibers,  the  vagus  and  sympathetic.  It  is 
thought  that  there  is  both  motor  and  sensory 
fibers  in  both  nerves.  In  general  the  vagus 
is  considered  to  he  the  motor  nerve  and  when 
stimulated  there  is  seen  marked  contraction 
of  the  entire  musculature  of  the  organ.  Stim- 
ulation of  the  svmpathetie  nerve  will  mainly 
produce  dilatation  or  inhibit  mnsenlar  eon- 
tvartion.  Section  of  both  vagi  and  sympathe- 
tic nerves,  reveals  that  the  stomach  is  an  auto 
matie  organ  and  not  doneudent  upon  its  ex 
friiisic  nerves  for  its  nutomatieity.  The  plex 
uses  of  IMeissuer  ;riid  Auerharli  are  possibly 
Hie  soun  -'  of  I Ids  aulomatie  mechanism,  how 
(W('r  il  miglil  he  res]ionsihle  for  the  autouiatio 

*Read  before  the  Kentucky  State  Medical  Association  at 
at  Lexington,  September  7-10,  1931. 
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action,  t’anuun  sliowed  that  tliere  was  a ces 
•sation  of  muscle  contraction  when  fright, 
rage  and  etc.,  was  produced  int  o the  cat.  Tin 
mechanical  stimidi  are  observable  by  the  dif 
ferent  reactions  to  fluid  and  solid  food.  The' 
chemical  stimuli  are  noted  by  varying-  tie 
acidity.  The  response  of  the  stomach  to  tlu 
nerves  impulses  are  of  the  utmost  importance 
to  the  clinician  when  he  attempts  to  eorrec'* 
functional  disorder. 

Heretofore  the  medical  literature  has  refer 
red  to  hyperacidity,  hypoacidity,  achlor 
hydria,  etc.,  as  denoting  variations  in  the 
normal  secretory  functions.  The  patholo- 
gical classifications  have  included  liyperemi;; 
and  gastritis.  Unfortunately  the  term  ga.s 
tritis  with  its  descriptive  adjectives  acute 
chronic,  chemical  etc.,  w a s apparently 
based  upon  theory  more  than  aetual  observa, 
tion.  Since  the  stomach  has  become  a nol 
uncommon  site  for  surgical  intervention  anci 
visual  inspection  we  have  discovered  the  ex- 
treme rarity  of  simple  ga.stritis.  Uecent  ob 
servations  by  the  roentgenologist  and  snr 
geons  have  exemplified  the  importance  of  the 
motor  mechanism  in  producing  gastric  dis- 
tre.ss.  It  is  mot  the  extent  of  gastric  path 
ology  which  determines  the  dinical  symp 
toms,  but  the  location  of  the  pathology  and 
its  effect  upon  the  motor  mechanksm.  The 
medical  literature  of  today  is  emphasizing  the 
gastric  phenomenal  of  such  diseases  as  pulmoii 
ary  tuberculosis  and  hyperthyroidism.  The  ef- 
fect of  pulmonary  tuberculosis  is  thought  to 
be  manifested  mainly  through  the  vagus  nerve 
an  example  of  afferent  vi.seeral  stimuli.  The 
effect  of  hyperthyroidism  is  possibly  through 
the  sympathetic  nerve  and  plain  muscle  ol 
the  stomach.  The  dilatation  of  the  stomacli 
and  gastric  symptoms  following  abdomina) 
operations  not  concerned  wdii  the  stomach 
are  further  examples  of  viscei'al  afferent  im 
l^ulses  affecting  the  motor  }ne>'hanisr-i  of  tin 
stomach.  The  same  phenomena  followinj.' 
severe  trauma  of  distant  parts  of  the  body 
illustrate  the  somatic  afferent  impulses.  The 
nausea  and  vomiting  associated  with  emo 
tionalism  such  as  following  the  sight  of  blood 
or  a ghastly  wound  is  an  example  of  afferent 
impulses  psychic  in  origin.  The  gastric- 
symptoms  accompanying  gall  bladder  dis 
ease,  notably  belching  and  gas  formation  are 
not  proven  at  the  operating  table,  toi  be  me 
chanical  in  origin.  Improvement  in  the 
medical  and  surgical  treatment  of  gastric 
sy-mptoms  will  be  in  direct  ratio  with  our  in 
creased  knowledge  of  the  normal  response  of 
the  neuro-muscular  mechanism  of  the  sto- 
mach. 

The  common  terms  foi  stomach  symptom.^ 
are  indigestion  and  dyspepsia,  but  the  ma- 
jority of  patients  will  give  as  their  chief 
complaint  ‘’stomach  trouble.”  Oftentimes 


lliis  does  nol.  signify  pathology  in  the  stomach 
but  it  is  usually  an  accurate  statement  m that 
the  patient  has  his  pariticular  disease  mani- 
festing itself  chiefly  through  interference 
with  tlie  Jiornial  physiological  functioning  of 
the  stomach.  Upon  further  questioning  con- 
siderable information  can  be  had  with  refer- 
ence to  pain  and  intake  of  food,  blood  in 
vomitus,  duration  of  illne.ss  etc.  But  the 
anamnesis  will  inot  be  very  typical  in  early 
gastric  lesions.  Kegardless  of  the  detailed 
analyses  of  verified  gastric  lesion  anamne 
sises  1 find  the  eminent  gastro-enterologists, 
interiusts  and  surgeons  in  about  the  same 
state  of  uncertainty,  possibly  more  uncer- 
tain, than  the  senior  medical  student,  before 
x-ray  study  and  abdominal  exploration.  Ainl 
in  the  x-ray  study  of  the  stomach  it  is  inter- 
esting to  note  the  stress  laid  upon  the  motor 
mechanism  by  the  roentgenologist  in  his 
interpretation. 

The  surgical  aspect  of  stomach  disease  is 
so  entirely  dependent  upon  the  particular 
l)i-()blem  presented  upon  opening  the  abdo- 
men it  is  difficult  to  make  any  definite 
statement.  In  neoplasms  complete  excision 
is  always  done  and  when  possible  the  lym- 
])hatics  are  removed.  Unless  the  excision  is 
done  before  metastasis  the  operation  is 
merely  palliative.  The  most  common  opera- 
tive pt-ocedure  in  neoplasm  is  gastro-jej un- 
ostomy, Billroth  11  or  Polya.  Complete  ex- 
cision is  done  oeoasioinally.  Tlie  greatest  pos- 
sibilities in  gastric  surgery  lie  in  peptic  ulcer. 
Tlie  acute  perforated  ulcer  is  an  emergency 
dealt  with  intelligently  at  the  table  with  only 
one  aim  in  view  and  that  is  to  save  the  pa- 
tient’s life.  This  usually  means  a rapid 
closure  of  the  perforation  with  the  method 
one  can  use  best  and  adequate  drains.  Tin 
patient  is  treated  for  pei-itoidtis. 

In  handling  of  a gastric  ulcer  there  is  a 
very  interesting  observation  in  medical  litera- 
ture. In  general  there  is  a definite  trend 
to  a more  so-oalled  radical  excision.  This 
term  implies  the  removal  of  a considerable 
seg-meut  of  the  stomach.  The  pre-pyloric 
region  or  pylorus  is  the  portion  usually  re- 
moved -with  the  ulcer  crater.  It  is  reported 
that  the  adoption  of  more  iiadical  types  of 
surgery  has  resulted  in  permaneint  cures. 
The  term  permanent  cures  refers  to  patients 
free  from  clinical  manifestations  of  gastric 
disease.  To  date  there  is  not  sufficient  data 
in  medical  literature  to  be  positive  about  the 
incidence  of  i-eeurrent  ulcer  in  the  various 
types  of  operative  procedure.  It  does  not 
require  much  time  to  know  about  the  clinical 
result.  The  more  resection  the  better  clin- 
ical result  lias  beeii  fairly  uniformly  reported. 
It  is  interesting  to  note  that  a sleeve  resee- 
tiem,  Billroth  II  or  Polya  will  completely  in- 
terrupt the  extrinsic  nerve  supply.  It  is  very 
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likely  that  the  good  results  of  more  radical 
surgery  is  due  to  physiological  correction  of 
the  organ  and  not  entirely  due  to  the  excision 
of  the  pathology.  It  is  interesting  to  recall 
that  recently  Dr.  Cl.  W.  Crile  has  obtained 
excellent  clinical  results  upon  peptic  ulcers 
by  adrenal  denervation.  These  were  ease^ 
that  had  had  multiple  operations  withouit 
relief. 

In  conclusion  I wish  to  emphasize  the  role 
of  the  neuro-muscular  mechanism  of  the  sto- 
mach in  producing  symptoms  of  gastric  dis- 
tress. The  depeiulency  of  the  roentgenolo- 
gist on  the  motor  mechanism  in  his  diag- 
nosis, the  slowly  evolved  majority  of  opin- 
ions among  surgeons  regarding  the  type  of 
operation  for  gastric  ulcer  and  how  complete- 
ly the  operation  more  nearly  restores  normal 
motor  function,  and  the  unreliability  of  sto- 
mach diagnoses  from  the  anamnesis  alone. 

DISCUSSION 

Irvin  Abell,  Louisville:  We  have  listened  this 

morning  to  most  interesting  papers  in  this  sym- 
posium. I think  the  feature  that  will  strike 
most  of  us  at  once  is  the  outstanding  study  in 
physiology  which  has  been  manifested  in  their 
preparation,  particularly  in  the  physiology  of 
the  liver  in  connection  with  the  pathological  as- 
pects of  the  latter  as  the  result  of  disease,  and 
the  physiology  of  the  stomach  in  the  last  paper, 
illustrating  that  the  progress  which  we  are  to 
make  in  surgery  as  well  as  in  medicine  in  the 
future  must  come  along  physiological  as  well 
as  along  biochemical  lines. 

The  extent  of  the  papers  presented  makes  it 
impossible  for  one  to  devote  attention  to  more 
than  one  or  two  phases.  I shall  utilize  the  re- 
maining minutes  of  my  time  in  elaborating  some 
of  the  points  and  principles  made  by  Dr.  Thomp- 
son in  discussing  the  surgical  treatment  of  duo- 
denal ulcer.  The  attainment  of  success  in  the 
surgical  treatment  of  duodenal  ulcer  is  depen- 
dent upon  three  factors:  (1)  the  proper  selec- 
tion of  patients  for  operation;  (2)  the  proper 
choice  of  operation  for  the  individual  patient; 
(3)  efficient  pre-  and  post-operative  care. 

Regarding  the  selection  of  patients  for  opera- 
tion there  has  been  much  discussion  in  the  past, 
possibly  some  of  it  acrimonious,  between  the 
surgeons  and  the  physicians  to  which  patient 
should  be  subjected  to  operation.  Dr.  Thomp- 
son has  been  eminently  fair  to  both  parties,  I 
think,  in  stating  that  perforations,  whether 
acute  or  chronic,  whether  open  or  sealed,  ob- 
structions of  the  pylorus,  and  ulcers  presenting 
repeated  hemorrhages,  should  be  subjected  tc 
operation. 

I should  like  to  elaborate  just  a moment  upon 
the  types  of  hemorrhage  indicating  that  the  pa- 
tient is  one  that  would  fall  into  the  operative 
group.  Hemorrhage  from  doudenal  ulcer  clin- 
ically occurs  in  one  of  three  types.  First,  as 


a single  massive  hemorrhage  which  immediately 
threatens  the  life  of  the  patient,  and  here  I am 
cure  Dr.  Thompson  would  agree  with  the  state 
ment  that  this  patient  is  not  one  for  operation 
but  is  to  be  treated  by  the  means  which  he  ha 
suggested.  Second,  where  the  hemorrhages  arc 
repeated,  occurring  in  visible  amounts  either  by 
mouth  or  bowel,  in  30  per  cent  of  duodenal 
ulcers  they  do,  and  in  such  amounts  as  to  de 
plete  the  vitality  of  the  patient,  operation  is  in 
dicated.  In  the  third  clinical  type  also  men 
tioned  by  him,  in  which  the  blood  is  not  visible 
either  by  mouth  or  bowel,  but  does  show  micro 
scopically  and  is  of  sufficient  quantity  to  keep 
the  patient  constantly  anemic,  regardless  of 
medical  treatment,  this  patient  should  be  sub 
jected  to  operation. 

Finally  we  come  to  the  group  which  he  men- 
tioned as  those  patients  that  have  had  the  bene- 
fit of  medical  treatment  without  effecting  a cure 
of  the  ulcer.  I am  sure  all  of  the  medical  men 
will  agree  upon  operation  in  the  three  group: 
that  have  been  mentioned,  those  characterized 
by  perforation,  by  hemorrhage,  and  by  obstruc- 
tion. 

It  is  in  the  fourth  group  in  which  there  is  no 
repeated  hemorrhage  in  which  no  sealed  perfora- 
tion exists,  in  which  the  patient  presents  merely 
the  evidence  of  a dyspepsia,  that  the  discussion 
has  come  about.  I think  it  has  been  perfectly 
fair  to  state  that  these  patients  are  to  be  given 
the  benefit  of  medical  treatment,  when  if  not 
relieved,  chronicity  becomes  an  indication  foi 
operation;  such  patients  having  failed  to  fine 
relief  from  medical  treatment  should  be  given 
the  advantage  which  surgery  has  to  offer. 

In  making  a choice  of  operation  for  the  indi 
vidual,  the  second  factor  upon  which  success 
depends,  one  who  attempts  to  operate,  as  Dr. 
Thompson  said,  upon  duodenal  ulcer  should  be 
familiar  with  the  various  procedures  and  the 
surgical  principles  which  underlie  its  treatment. 
If  I may  elaborate  upon  this  point,  I would  state 
that  in  our  own  personal  experience  there  have 
been  three  operations  that  have  been  of  out- 
standing benefit.  One  is  the  pyloroplasty 
either  of  Finney  or  of  Mikulicz.  This  O'pera- 
tion  is  suited  only  to  those  cases  in  which  the 
ulcer  is  on  the  anterior  or  superior  duodenal 
wall  and  in  which  the  duodenum  is  freely  mobile 
or  can  be  readily  mobilized  so  as  to  bring  it 
readily  into  the  wound  and  make  it  susceptible 
to  surgical  attack.  The  operation  has  the  ad- 
vantage in  that  the  end  result  more  nearly  ap- 
proaches physiological  conditions  than  any 
other.  It  also  permits  of  the  excision  of  ulcers 
in  this  location. 

The  second  conservative  measure  that  has 
been  of  tremendous  value  has  been  the  destruc- 
tion of  the  ulcer  with  the  cautery,  after  the 
suggestion  of  Balfour,  combined  with  a posterior 
gastroenterostomy.  We  have  discarded  doing 
posterior  gastroenterostomies  alone,  for  the 
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leason  that  the  ulcer  requires  time  to  heal,  that 
there  are  still  left  oppportunities  for  perfora- 
tion— and  seven  per  cent  of  them  do  perforate, 
that  there  are  stiii  left  opportunities  for  hemor- 
rhage, and,  as  stated  before,  thirty  per  cent  of 
them  bleed.  The  destruction  of  the  ulcer  at  the 
time  of  operation  by  the  cautery  is  a safe  thing 
to  do;  it  eliminates  the  ulcer  from  future  con- 
sideration and  leaves  the  subsequent  gastroenter- 
ostomy to  give  the  patient  such  protection  as 
may  be  had  from  recurrence. 

The  third  type  of  operation  that  we  have 
employed  has  been  the  resection  of  the  pylorus 
and  duodenum,  not  with  the  idea,  suggested  by 
Pfinsterey,  of  reducing  gastric  acidity,  but  be- 
cause experience  with  certain  local  pathology 
showed  that  we  had  undesirable  results  from 
the  simpler  and  more  conservative  measures. 

Duodenal  ulcers  are  multiple  in  five  to  six 
per  cent  of  cases.  Ulcer  on  the  posterior  wall 
does  not  lend  itself  to  destruction  by  the  cautery 
or  by  e.xcision,  consequently  must  be  left  to 
heal.  An  ulcer  that  is  perforated,  for  instance, 
and  is  sealed  by  adherence  to  the  liver,  the  gas- 
tro-hepatic  omentum,  or  perforated  into  the 
head  of  the  pancreas,  does  not  heal  by  a simple 
posterior  gastroenterostomy.  In  our  earlier 
experience  we  tried  that,  and  found  those  pa- 
tients coming  back  to  us  with  a continuation  of 
the  symptoms  of  dyspepsia,  hemorrhage,  chronic 
pancreatitis,  and  even  with  malignancy  of  the 
head  of  the  pancreas  engrafted  on  it.  For  these 
reasons  we  have  adopted  a more  radical  resec- 
tion, taking  out  the  pylorus  and  the  portion  of 
the  duodenum  involved — ^a  radical  operation, 
but  with  definite  indications  for  its  employ- 
ment. 

The  third  factor  is  the  essential  pre-opera- 
tive and  post-operative  care.  Many  of  these 
patients  are  anemic,  have  not  had  adequate 
food  or  nourishment,  have  suffered  over  a long 
period  of  time,  and  particularly  require  pre- 
operative care.  Those  with  dehydration  and 
those  with  acidosis,  require  particular  care  in 
their  preparation;  those  with  obstruction  about 
the  pylorus  that  have  shown  considerable 
nausea  and  vomiting,  often  have,  instead  of  an 
acidosis,  an  alkalosis  in  which  there  is  a de- 
crease in  the  chlorides  in  the  blood  piosma  and 
an  increase  in  the  carbon  dioxide,  requiring  di- 
rectly opposite  treatment  from  those  that  pre- 
sent an  acidosis.  The  blood  chemistry  reveals 
the  indication,  and  the  safety  of  the  operation 
is  tremendously  enhanced  by  appropriate  treat- 
ment; administration  of  the  chlorides  in  the  one 
instance  and  the  alkalis  in  the  other,  with  glu- 
cose and  blood  transfusions  in  both  of  them. 
Finally  efficient  post-operative  care. 

The  mere  fact  that  you  have  excised  an 
ulcer,  that  you  have  excised  the  ulcer-bearing 
area  of  the  duodenum  and  pylorus,  or  that  you 
have  made  a ploroplasty  or  a gastroenterostomy 
does  not  mean  that  you  have  avoided  the  pos- 


sibility of  recurrence.  Ulcers  recur  regardless 
of  the  type  of  operation  which  one  does,  they 
recur  at  the  suture  line,  at  different  points  or 
the  intestinal  wall,  and  even  in  the  jejunum  be- 
low the  point  of  anastomosis;  consequently,  un- 
less efficient  post-operative  observation,  advice 
and  care  are  given  to  the  patient  over  a period 
of  at  least  one  year,  I do  not  feel  that  the  treat- 
ment has  been  complete  or  satisfactory. 

W.  O.  Bullock,  Lexington:  Dr.  Abell  has 

seated  that  it  is  impossible  to  discuss  these 
papers  in  the  time  we  have,  so  there  is  only  one 
small  part  of  the  whole  series  that  I shall  men- 
tion, and  I shall  bring  that  out  because  it  is  pei’- 
haps  less  known  and  less  discussed  than  most  of 
them.  It  is  the  question  of  duodenal  stasis. 

The  patient  I wish  to  report,  a nurse  who  had 
had  more  diseases  and  more  troubles  than  I 
would  have  time  to  enumerate,  was  suffering 
with  repeated  attacks  of  headache  and  profuse 
vomiting  and  signs  of  obstruction.  She  was 
visiting  her  sister  in  New  York  when  she  was 
taken  with  one  of  these  acute  attacks  of  sup- 
posedly intestinal  obstruction.  She  was  oper- 
ated on  there  by  a surgeon  of  national  reputa- 
tion, and  she  recovered  for  a few  months.  She 
came  back  home,  and  her  symptoms  recurred.  I 
opened  her  up  and  unraveled  a few  feet  of  ad- 
hesions, and  she  was  better  for  a little  while. 

About  that  time  I ran  across  some  articles  on 
duodenal  stasis,  and  the  picture  of  her  disease 
seemed  to  fit  in  with  this  condition.  Her  symp- 
toms having  become  acute,  I took  her  to  the 
operating  room,  and  found  a tremendously  en- 
larged duodenum.  It  was  so  large  that  it  could 
easily  admit  an  ordinary  eight-ounce  glass  tum- 
bler. Here  I thought  was  the  opportunity  tc 
relieve  this  patient  by  a jejunostomy  or  a duo- 
denojejunostomy, which  I did.  The  anastomosis 
of  course,  was  anti-peristaltic.  The  line  of  least 
resistance  for  the  exit  of  accumulated  fluids 
from  the  duodenum  was  directly  through  the 
stomach.  She  persisted  in  her  vomiting  of  green 
fluid  and  got  worse  and  worse  until  she  was  just 
on  the  edge  of  the  grave.  I took  her  to  the  op- 
erating room,  a second  time,  did  a rapid  pyloric 
occlusion  and  gastroenterostomy.  She  gradual- 
ly came  back  and  recovered,  to  a certain  degree, 
her  strength.  After  seven  or  eight  months  she 
again  had  a recurrence  of  her  symptoms,  and  I 
found  that  her  pylorus  had  opened.  I took  her 
to  the  operating  room  for  the  last  time  and 
divided  the  pylorus  and  turned  it  in.  Since 
chat  time  she  has  led  a pretty  miserable  exist- 
ence, but  she  is  able  to  do  part  time  nursing  in 
a sanatorium. 

The  relaxed,  flaccid,  enlarged  duodenum  of 
this  type  is  certainly  not  one  of  obstruction. 
There  is  no  hypertrophy  of  the  muscles,  there  is 
no  dilatation  such  as  you  get  with  an  acute  af- 
fair, the  condition  is  evidently  the  result  of  de- 
fective innervation,  and  I believe  that  we  have 
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all  been  working  from  the  wrong  direction  on 
these  cases. 

As  Dr.  Abell  has  stated,  we  are  beginning  to 
use  the  physiological  principles  to  restore  these 
conditions  to  their  normal  state.  I think  that 
this  condition  should  be  regarded  somewhat  as 
a Hirschsprung’s  disease.  I think  that  the 
rational  and  proper  treatment  consists  not  in 
the  treatment  of  the  condition  as  it  exists,  but 
in  going  further  back  and  resecting  the  appro- 
priate sympathetic  ganglion  that  is  responsible 
perhaps,  for  this  condition. 

Wallace  Frank,  Louisville : 1 want  to  express 

my  appreciation  to  the  three  gentlemen  who 
gave  the  symposium.  The  papers  have  been 
most  excellent,  and  I think  very  instructive. 

There  is  one  point  that  Dr.  Massie  brought 
out  which  I do  not  think  he  emphasized  suffi- 
ciently, and  that  has  to  do  with  the  value  of  the 
Graham-Cole  test  in  the  determination  of  gall 
bladder  disease.  When  this  test  was  first  intro- 
duced, we  all  hailed  it  as  the  one  means  by 
which  we  could  actually  and  definitely  tell  that 
a patient  had  a diseased  gall-bladder,  especially 
those  individuals  in  whom  the  symptoms  were 
rather  vague.  On  the  basis  of  this  test,  the 
gall-fbladder  that  did  not  visualize  or  did  not 
empty  in  the  proper  time  was  subjected  to  sur- 
gery and  numerous  gall-bladders  were  taken 
out.  I think  no  small  per  cent  of  those  people 
■whose  gall-bladder  showed  little  gross  pathology 
are  worse  off  than  when  they  were  operated. 

In  a certain  type  of  individual,  especially  that 
one  in  whom  there  is  evidence  of  gastroptosis, 
with  vague  symptoms  of  colitis,  passage  o: 
mucus  with  the  stools,  and  who  has  those  vague 
digestive  disturbances  that  we  see  in  gall-blad- 
der cases,  we  thought  this  method  of  investiga- 
tion would  give  us  definite  information  as  to 
whether  or  not  the  gall  bladder  was  diseased. 
It  is  in  that  very  type  of  individual  that,  to  my 
mind,  this  test  has  but  little  value.  In  that 
type  it  has  been  our  practice  in  the  last  few 
years,  after  having  had  one  or  two  of  our  own 
cases  come  back,  and  having  seen  quite  a few 
cases  that  have  been  cholecystectom'ized  by  other 
surgeons,  to  place  but  little  value  on  the  Gra- 
ham-Cole method  of  investigation. 

There  are  certain  of  these  cases,  I grant  you, 
that  we  operate,  but  unless  there  is  absolute, 
definite  indication  of  infection  in  the  gall-blad- 
der, such  as  the  thickening  of  the  wall,  the  pres- 
ence of  enlarged  glands  along  the  cystic  duct 
or  the  presence  of  stones,  it  has  been  our  prac- 
tice to  let  those  gall  bladders  alone.  If  you 
drain  such  cases  you  are  creating  a pathological 
condition  that  did  not  exist  before  you  started 
and  which  may  lead  the  patient  to  no  end  of 
trouble.  If  you  remove  the  gall-bladder  many 
will  be  worse  than  before  operation.  There- 
fore, I want  to  emphasize  what  Dr.  Massie 
brought  out,  that  this  test  is  not  proof  positive. 
We  have  seen,  on  several  occasions,  individuals 


who  on  three  or  four  examinations  showed  no 
evidence  of  disease,  and  yet  when  opened 
showed  gall-stones.  We  have  further  seen  others 
in  whom  no  shadow  showed  on  two  examina- 
tions, and  who  on  the  third  use  of  the  dye, 
showed  a perfectly  normally  functioning  gall- 
bladder. 

Hence  I arise  to  sound  a note  of  warning  tc 
you  who  put  too  much  faith  in  this  test,  and 
those  of  you  who  are  doing  surgery  should  have 
your  surgery  governed  by  the  pathology  found 
and  not  by  the  results  of  this  examination. 

Virgil  Simpson,  Louisville;  I have  enjoyed  the 
papers  which  the  doctors  have  given,  and  with 
much  that  has  been  said  I find  myself  in  accord. 

With  regard  to  the  old  discussion  as  to 
whether  or  not  cholecystectomies  are  preferable 
or  whether  or  not  cholecystostomies  are  pre- 
ferable, we  have  added  another  feature  of  inter- 
est in  that  perhaps  some  of  them  ought  not  to 
have  either.  That,  I think,  is  probably  one  of 
the  most  valuable  contributions  of  the  morning, 
that  not  all  gall  bladders  necessarily  are  sur- 
gical, that  sometimes  if  you  let  the  poor  viscus 
alone,  it  might  struggle  through  and  get  well, 
personally  can  see  no  reason  why  some  diseased 
gall  bladders  may  not  recover,  even  as  othei 
structures  in  the  body  recover.  One  may  have 
pneumonia  and  get  well.  One  may  have  endo- 
carditis and  get  well.  One  may  have  many 
other  acute,  even  sub-acute,  inflammatory  pro- 
cesses, and  get  well.  Why  should  the  gall  blad 
der  be  put  in  a category  alone? 

I have  some  veiy  definite  feelings  concerning 
the  removal  of  gall  bladders  as  a routine  pro- 
cedure. I think  much  of  routine  surgery  is 
})ad  surgery.  I think  that  the  procedure  shou 
be  determined  at  the  time  of  its  doing,  based 
on  the  conditions  which  have  been  found  pre- 
ceding the  opening  of  the  abdomen  and  then 
coupled  with  the  informatiofi  which  is  oib- 
tained  by  inspection  and  handling  of  the  organ 
at  the  time  of  the  operation.  That  is  the  best 
surgery — determining  then  what  is  considered 
the  best  procedure,  and  not  merely  making  up 
one’s  mind  that  gall  bladders  shall  be  removed 
before  the  abdomen  is  opened,  and  taken  out 
regardless  of  what  the  general  appearance  may 
be  or  what  the  possibilities  may  be. 

I am  quite  sure  that  the  routine  removal  of 
gall  bladders  results  in  not  a few  of  these  cases 
coming  back  to  the  poor  internist  who  has  been 
referred  to,  with  all  of  the  sjnnptoms  which 
drove  them  originally  to  the  surgeon  and  which 
the  surgeon,  having  done  his  worst,  is  no  longer 
able  to  do  anything  for,  and  therefore  it  rest-- 
with  the  internist  to  struggle  with  these  poor 
unfortunates.  They  have  much  or  all  of  the 
clinical  manifestations  which  they  had  preced- 
ing the  operative  work;  they  have  the  digestive 
disturbances,  the  physical  discomfoi't,  they  have 
not  gained  in  weight.  The  explanation  of  such 
a condition  not  infrequently  is  rather  easily 
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understood.  Just  so  long  as  the  sphincter  holds, 
that  long  will  the  common  bile  duct  establish 
itself  as  a reservoir  for  the  bile  and  become  an 
artificial  gull  bladder,  and  so  long  as  the 
sphincter  holds,  this  common  duct,  being  un- 
naturally called  upon  to  do  something  it  wa 
not  created  to  do,  will  lead  to  more  or  less  dis- 
tui’bances  of  the  digestive  tract,  so-called  dys- 
pepsias. That  is  bad  enough  for  the  patient 
but  so  soon  as  the  sphincter  ceases  to  function 
and  lets  go,  as  it  sometimes  does,  then  develops 
a diarrhea  that  a half  dozen  doctors,  including 
our  surgical  friends,  are  not  able  to  control. 

Just  a word  as  to  visualization  of  the  gall 
bladder  under  dye  by  the  x-ray.  It  never  was 
intended  that  this  or  any  other  diagnostic  pro- 
cedure should  be  a capstone  or  a final  de- 
termination as  to  what  to  do.  It  is  merely  one 
of  the  things.  A man  who  looks  upon  any  one 
or  the  other  of  these  various  procedures  in  diag- 
nosis, whether  it  be  a van  den  Bergh  or  an 
icterus  index  or  any  othei  method  of  study  that 
might  he  elected,  including  gall  bladder  visuali- 
zation with  the  dye,  as  sufficient  makes  a mis- 
take. It  must  be  remembered  that  it  is  the  sum 
total  of  what  one  finds,  and  not  what  the  given 
individual  procedure  may  apparently  present; 
it  is  the  sum  total  that  the  surgeon  and  the  in- 
ternist (if  he  is  permitted  to  sit  in  on  the  ques- 
tion) should  consider,  and  attempt  to  make  up 
their  minds  as  to  what  is  best  for  the  patient. 

Originally  the  visualization  of  the  gall  blad- 
der by  means  of  the  dye  was  meant  to  be  a 
question  of  function  alone,  that  is,  whether  the 
gall  bladder  could  or  could  not  fill.  I think 
ohere  is  more  to  the  s'^udy  of  the  gall  bladder  by 
this  means  than  just  that  alone.  It  is  true  tha' 
sometimes  the  gall  bladder  will  not  fill  when  the 
dye  is  given,  orally  particularly,  at  the  first 
study,  and  that  weeks  or  months  later,  that  same 
gall  bladder  may  fill  and  present  a normal  con- 
tour with  practically  normal  emptying  time. 
That  does  not  mean,  of  course,  that  the  pro- 
cedure itself,  is  to  be  condemned,  but  it  means 
that  at  the  time  the  study  was  done,  perhaps  the 
gall  bladder  did  not  fill  for  one  of  various  rea- 
sons. When  the  dye  is  given  orally  it  not  infre- 
quently does  not  fill  the  gall  bladder  satisfac- 
torily, but  if  the  dye  is  given  intra-venously  and 
the  gall  bladder  doesn’t  show,  in  my  opinion 
it  can  be  set  down  that  that  is  a diseased  gall 
bladder. 

Just  what  the  nature  of  the  thing  is  perhaps 
may  not  be  disclosed  by  the  x-ray  study,  but  it 
does  often  happen  that  stones  which  were  net 
visualized  by  ordinary  methods  of  study  by  the 
x-ray,  can  be  visualized  after  dye  is  introduced. 
Ordinarily,  we  will  say  75  per  cent  of  stones 
might  be  visualized,  perhaps  not  that  high  a per 
cent  by  the  average  x-ray  technic,  but  there  is 
an  added  group,  that  can  be  brought  over  to 
the  side  of  visualization  after  dye  i.s  used. 

Stones  in  the  gall  bladder  are  not,  removed 
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merely  because  they  are  stones  and  because  they 
are  there  but  because  of  conditions  they  cause. 
Many  patiems  go  on  comfortably  with  gall 
stones,  as  every  medical  student  knows. 

It  is  a valuable  means,  and  I personally  should 
not  like  to  do  without  it,  and  while  I agree  with 
what  Dr.  Frank  has  said,  in  that  it  is  well  enough 
to  sound  a note  of  caution  that  we  must  not 
just  pin  our  faith  blindly  to  the  thing  merely 
because  it  is  a method  of  examination,  or  because 
sometimes  it  spectacularly  discloses  a diseased 
gall  bladder;  I want  at  the  same  time  to  urge 
the  profession  to  not  stand  up  so  straight  that  it 
leans  backward  and  to  not  lose  faith  in  this 
very  valuable  method  in  the  diagnosis  of  gal) 
bladder  disease. 

J.  Hadley  Caldwell,  Newport:  I find  myself 

more  or  less  in  accord  with  the  previous  speaker. 
While  I am  not  posing  as  any  great  medical 
man,  doing  practically  no  medical  work,  I,  like 
two  of  the  others,  want  to  sound  a note  of  warn- 
ing against  this  promiscuous  cholecystectomy. 
I know  that  the  leading  surgeons  of  the  country 
are  almost  I’outinely  removing  the  gall  bladder 
when  they  go  into  the  upper  abdomen.  They 
consider  it  almost  as  a foreign  body.  In  the 
large  clinics  the  patient  goes  through  a certain 
routine,  the  surgical  case  is  brought  to  the  op- 
erating table  and  operated  upon  in  a most  skill- 
ful manner.  So  far  as  the  technic  goes  there 
couldn’t  be  any  criticism.  Those  patients  gen- 
erally make  an  uneventful  recovery,  leave  the 
hospital,  and  are  put  down  on  the  records 
as  very  successful  procedures.  Many  times  they 
go  back  home  and  are  the  patients  about  whom 
Dr.  Simpson  spoke,  who  are  back  to  the  medical 
man  and  worry  him  the  rest  of  his  life. 

I always  have  contended  that  when  you  re- 
move the  gall  bladder  you  do  not  remove  all 
the  disease.  If  you  could  take  out  a gall  blad- 
der as  you  can  an  appendix,  as  most  people 
argue  you  should  do,  it  would  be  different,  but 
we  all  know  that  a diseased  gall  bladder  in  prac- 
tically all  cases  is  affecting  the  biliary  ducts- 
we  have  a hepatitis,  and  generally  a pan- 
creatitis, and  the  removal  of  the  gall  bladdei 
only  removes  a portion  of  the  disease  and  later 
those  patients  have  trouble,  very  often.  The 
surgeon  will  argue  that  the  man  who  goes  iri 
and  drains  the  gall  bladder  has  his  patients  come 
back.  That  is  true,  but  he  has  something  to 
work  on,  and  that  patient  is  more  comfortable 
even  though  he  has  to  drain  the  gall  bladdei 
again. 

Unfortunately,  one  time  I had  to  do  an  anas- 
tomosis of  the  common  bile  duct  to  the  duo- 
denum on  account  of  one  of  these  previous  pro- 
cedures, and  I never  want  to  do  it  again.  It  is 
too  difficult  and  too  dangerous.  Fortunately 
the  patient  recovered  and  is  living  today. 

I think  as  time  goes  on  we  will  see  that  the 
pendulum  will  swing  back  and  we  will  come  more 
to  the  drainage  of  the  gall  bladder.  I believe 
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in  time  there  will  be  more  anastomoses  made  of 
the  gall  bladder,  probably,  to  the  duodenum  or 
stomach.  Some  one  has  been  reporting  some 
cases.  I never  have  tried  it  myself,  but  it  seems 
that  it  would  be  more  nearly  following  out  our 
physiological  procedures.  The  removal  of  the 
gall  bladder  is  a sort  of  fad  that  has  been  go- 
ing on  for  several  years,  and  the  men  who  have 
been  in  medicine  for  the  last  twenty  years  or 
more  know  that  we  have  certain  fads.  When  I 
first  started  to  piactice  medicine,  the  fad  was 
to  bone-plate  everything,  even  simple  fractures 
that  were  in  perfect  apposition.  I call  that 
meddlesome  surgery.  Every  time  you  went  to 
a medical  meeting  somebody  had  to  get  up  and 
tell  you  about  putting  on  a bone  plate.  A great 
many  of  them  would  have  been  better  off  with- 
out the  bone  plate.  Of  course,  occasionally  I 
put  on  a bone  plate  where  it  is  necessary,  and 
I,  like  Dr.  Simpson,  believe  that  it  is  all  right 
to  operate  on  the  gall  bladder  when  it  is  neces- 
sary, but  we  should  not  be  too  radical. 

M.  Casper,  Louisville:  These  fellows  have  got 
my  ire  aroused  a little,  jumping  on  the  surgeons 
so  hard,  so  1 shall  have  to  talk  for  Dr.  Abell  and 
Dr.  Thompson.  When  is  a surgeon  not  a sur- 
geon? Whenever  he  removes  a normal  gall 
bladder  he  is  not  a surgeon.  That  man  does  not 
belong  to  the  class  of  surgeons  who  would  re- 
move a gall  bladder  or  anything  else  that  is  nor- 
mal; surgeons  don’t  do  that.  I don’t  believe  Dr. 
Simpson  meant  to  leave  that  impression.  For 
the  same  reason,  a surgeon  is  not  a surgeon  if 
he  has  the  abdomen  open  and  finds  a frankly 
diseased  gall  bladder  there  and  does  not  remove 
it.  That  gall  bladder  should  be  removed  in  an 
cases,  except  in  a few  exceptions  where  the 
condition  of  the  case  does  not  pennit  it. 

I think  this  is  a valuable  symposium,  because 
we  can  lay  our  hand  on  that  right  upper  quad- 
rant of  the  abdomen  which  means  so  much; 
there  are  so  many  things  that  can  be  there. 

One  of  the  things  that  I don’t  like  to  see 
omitted  is  that  other  diseases  often  manifest 
themselves  in  this  region  that  ai’e  pathology  else- 
where. One  of  the  saddest  chapters  in  any 
surgeon’s  life  is  to  have  been  guilty  of  opening 
the  abdomen  in  a case  of  tabes,  for  gall  bladder 
disease.  I should  like  to  keep  that  before 
everyone’s  mind. 

There  is  a big  advantage  in  making  diagnosis 
in  this  upper  right  quadrant  because  of  the  fact 
that  the  history  of  the  case,  if  carefully  and 
painstakingly  and  repeatedly  taken,  tells  sc 
much.  These  laboratory  tests  are  just  as  val- 
uable, of  course,  but  they  are  more  confirma- 
toiy.  If  we  will  painstakingly  let  the  patient 
tell  us  the  histoiy,  if  we  will  cross-examine  and 
carefully  take  the  history,  we  will  get  a clue  to 
much  of  the  diagnosis.  The  surgeon  has  brought 
out  these  facts.  They  take  the  hi.story,  operate 
on  the  case,  and  can  check  up;  consequently,  the 
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diagnosis  has  become  vei'y  accurate  in  this  par- 
ticular kind  of  case. 

Duodenal  drainage  is  a valuable  medical  pro- 
cedure. The  administration  of  our  old-fashioned 
remedy,  Epsom  salts,  in  the  morning  before 
breakfast  over  a long  period  of  time  is  of  great 
value  in  many  of  these  biliary  diseases. 

Why  do  we  take  out  gall  bladders  sometimes 
when  we  have  no  stones?  There  is  a very  im- 
portant reason  for  that,  because  we  have  a 
vicious  circle  here,  and  by  removing  the  gal' 
bladder  we  break  up  the  circle,  and  oftentimes 
when  we  have  no  stone,  by  taking  out  the  gall 
bladder  we  have  done  a very  valuable  operation. 

The  Doctor  mentioned  in  his  paper  something 
about  benign  growths  of  the  duodenum.  Thi 
is  another  mistake  that  surgeons  are  apt  tc 
make.  They  get  in  there,  find  a tumor,  and 
think  at  once  that  it  is  malignant;  most  of  th< 
time  it  is  not.  Many  of  these  cases  are  cured 
simply  by  gastroenterostomy  if  it  is  an  inflam 
matory  disease;  a lot  of  them  have  been  done, 
the  surgeon  thinking,  “We  will  do  a temporary 
or  palliative  operation,”  and  the  case  went  on 
and  got  well. 

There  is  a medical  treatment  for  duodena' 
ulcer  undoubtedly,  but  we  have  also  found  that 
the  medical  man  has  very  many  times  treated 
his  patient  over  a long  period  of  time,  perhaps 
hospitalized  him  for  six  months  and  kept  him  on 
a starvation  diet  for  years,  and  finally  the  sur- 
geon has  gotten  in  there  and  found  he  didn’t 
have  a duodenal  ulcer  in  the  beginning. 


Treatment  of  Tuberculosis  with  Methylated 
Antigen. — Boquet  and  Negi'e  describe  how 
methylated  antigen  is  prepared.  In  order  to  ex- 
tract the  bacillary  lipoids,  the  killed  and  dried 
tubercle  bacilli  are  treated  with  acetone.  After 
forty  hours  of  contact  the  aetone  is  removed  by 
filtration  and  the  retained  bacilli  are  suspended 
in  methyl  alcohol,  and  this  suspension  is  stored 
ten  days  at  37  C.  After  that  time  the  suspen- 
sion is  filtered  and  the  filtrate  represents  the 
methylated  antigen.  The  extract  prepared  in 
this  manner  is  diluted  1:20  in  physiologic  solu- 
tion of  sodium  chloride  and,  in  this  form,  pre- 
sents a sensitive  and  specific  antigen.  The  fa- 
vorable action  of  the  methylated  antigen  in  ex- 
perimental tuberculosis  of  animals  led  to  its 
adoption  in  1923  for  the  treatment  of  human 
tuberculosis.  The  authors  give  a detailed  report 
of  the  technic  of  the  treatment,  and  they  stress 
that  the  injections  should  be  given  subcutane- 
ously and  in  slowly  increasing  doses.  Series 
focal  and  general  reaction  canthus  be  avoided. 
If  the  treatment  is  continued  for  a sufficient 
length  of  time,  surgical  tuberculosis  can  be 
cured  and  a favorable  influence  can  be  exerted 
on  cei'tain  forms  of  pulmonary  and  renal  tuber- 
culosis. 
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INJECTION  TREATMENT  OF  HEMOR- 
RHOIDS* 

William  H.  Mason,  M.  D. 

Murray. 

Tlie  treatment  of  internal  hemorrhoids  by 
tJie  use  of  an  irritating  chemical  substance 
injected  into  the  pile,  producing  an  edema 
and  fibrosis  'and  finally  destroying  the  in- 
terstitial tissues  and  the  fine  net-work  of 
veins  and  capillaries,  which  in  time  produces 
a shrinking  of  the  tumor,  has  now  become  one 
of  the  scientific  and  ethical  forms  of  treat- 
ment used  by  practically  all  proctologists  and 
many  general  surgeous ; and  at  tliis  time  not 
only  tlie  technicpie,  but  also  the  solutions 
used,  have  become  fairly  well  standardized, 
and  it  is  rai)idly  assuming  its  proper  place 
in  the  field  of  Anal  Surgery. 

The  origin  of  this  method  of  treatment  is 
somewhat  obscure,  but  it  was  certahily  first 
used  in  America  and  largely  in  the  hands  of 
Quacks  who  were  styled  “Pile  Cures.”  Ac- 
cording to  M.  R.  Pruitt  both  Collier  F.  Mar- 
tin and  A.  L.  Sherman  gave  a man  named 
Mitchell  of  Clinton,  Illinois  credit  for  the 
origination  of  the  injection  treatment.  It  was 
about  1871  that  he  began  to  inject  hemor- 
rhoids with  a 331^%  solution  of  Carbolic 
Acid.  Mitchell  kept  this  method  a secret  and 
sold  it  to  individuals  many  of  whom  were 
non-medical  men  who  traveled  about  the 
country  advertising  their  treatment  as  a 
merchant  would  advertise  his  goods.  The 
method  received  much  criticism  among  the 
medical  jjrofession  because  of  its  secrecy  and 
advocated  by  the  Chai*atan  and  Quack.  Be- 
cause of  the  dread  of  an  operation,  sufferers 
were  willing  to  undergo  a simple  injection, 
although  given  by  an  ignorant  physician  or 
non-medical  man,  rather  than  a surgical  op- 
eration. Of  course  there  were  all  kinds  of 
results ; some  were  good,  but  many  were  bad ; 
so  that  by  the  beginning  of  this  deciade  but 
few  proctologists  were  using  it  at  all.  This 
method  of  treatment  spread  like  wild-fire  and 
in  and  around  Chicago  and  other  towns  in 
Illinois  theie  were  thousands  and  thousands 
of  cases  treated  in  the  hands  of  unskilled  and' 
unethical  men.  Hemorrhoids  were  not  classi- 
fied into  types  as  they  are  today,  as  externa’ 
and  internal  tumors,  and  both  internal,  exter- 
nal and  all  types  were  injected  by  these  men. 
Of  course  it  is  no  trouble  to  understand  that 
there  would  be  a great  many  failures,  a great 
many  complications  and  recurrences,  an 
even  in  some  cases  fatalities.  The  medical 
men  observed  these  various  results  and  the 
treatment  was  taken  up  and  criticized  se- 
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verely  by  the  medical  press,  and  because  of 
its  being  in  the  hands  of  Quacks  and  an  ad- 
vertised treatment,  it  was  hard  for  the  med- 
ical profession  to  see  any  good  in  it.  It 
Avas  true  then,  as  it  is  today,  that  even  a good 
treatment  in  the  hands  of  a Quack  or  a Char- 
latan was  repulsive  to  the  scientific  and 
ethical  surgeon  who  knew  at  the  same  time 
what  great  results  were  obtained  from  the 
operation,  both  in  the  point  of  safety,  surety 
of  results  and  lack  of  recurrence.  Well  can 
1 remember  as  a student  of  the  late  J.  R. 
Pennington,  as  iirobably  many  others  here 
do,  that  the  very  mention  of  the  phrase  “In- 
jection of  Hemorrhoids”  was  to  him  like 
shaking  a red  rag  at  a mad  bull.  Even  a^ 
late  as  1924  at  a lecture  at  Atlanta,  Georgia, 
given  by  Pennington,  he  made  the  .statement 
that  “The  injection  method  (1)  still  belongs 
in  the  hands  of  Quacks.”  Yet  two  years  later 
in  an  article  published  in  the  American  Med- 
ical Association  Journal,  Volume  87,  he  tells 
of  the  advantiages  of  the  injection  metlmd, 
and  also  .said,  “I  am  fully  in  accord  with 
Morley.”  avIio  was  recommending  the  injec- 
tion treatment  at  that  time  in  the  highest  of 
terms.  If  it  took  between  two  and  three 
decades  to  convert  a man  like  Pennington,  is 
it  any  wonder  tlnat  the  treatment  fell  into 
disfavor  and  was  revived  only  during  the 
past  ten  years!  Another  reason  for  this 
method  being  dead  for  so^  long  was  the  fact 
that  the  treatment  of  Hemorrhoids  l)y  op- 
eration using  the  clamp,  cautery  and  liga- 
ture, and  Avith  the  use  of  local  anesthetic  and 
other  agents  to  lessen  the  pain,  there  Avere 
but  feAv  men  who  felt  the  need  for  a change 
or  any  other  method. 

Classification  of  Hemorrhoids 

In  order  to  carry  out  successfull.y  the  in- 
jection treatment  it  is  very  essential  to  have 
some  knowledge  of  the  anatomy  of  the  part 
so  as  to  be  able  to  differentiate  between  In- 
ternal and  External  Hemorrhoids,  since  it 
is  onl.y  in  the  Internal  Hemorrhoids  that  the 
injection  method  has  any  field.  Internal 
Hemorrhoids  lare  situated  in  the  upper  anal 
canal  above  the  sphincter  muscle,  in  the  very 
lowest  part  of  the  rectum  and  are  supplied 
by  the  superior  hemorrhoidal  veins  which 
finally  empty  into  the  inferior  mesenteric 
A'ein  and  on  into  the  portal  circulation ; while 
the  external  hemorrhoids  are  below  the 
sphincter  muscle  and  laround  the  anal  orifice 
composed  of  dilated  veins  from  the  inferior 
and  middle  hemorrhoid’al  veins  emptying  into 
the  internal  iliac  veins  of  the  s.vstemic  cir- 
culation. There  is  in  this  region  usually 
communicating  ATSsels  betAveen  these  two 
systems  which  may  be  responsible  for  the 
Interno-External  Hemorrhoids,  which  we 
sometimes  have. 
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External  IlEMORRiroiDS 

External  Hemorrhoids  are  classified  under 
four  divisions:  First,  small  varicosities  around 
the  anal  orifice;  Second,  the  hard  blue  throm- 
bosed tumor  formed  by  a blood  clot  caused 
usually  from  some  mechanical  irritatioii 
Third,  simple  tags  or  tabs  of  connective  ti; 
sue  or  simple  skin  whicli  are  a result  of  an 
old  thrombosed  exteimal  i)ile  or  the  result  of 
a bad  operation  either  external  or  internal ; 
Fourth,  tlie  infected  hemorrhoid  of  any  type. 
Only  tlie  thrombus  and  tag'  type  require  any 
surgical  measures.  Since  that  is  the  case,  we 
will  leave  external  hemorrhoids  with  the  ad- 
monition never  to  inject  any  of  these  under 
any  circumstances. 

Internal  Hemorrhoids 

Internal  Hemorrhoids,  unlike  the  external 
are  all  of  one  variety,  but  for  the  descrip- 
tion of  the  pile,  in  size,  protrusion  and  dis- 
cussion of  treatment,  they  are  divided  into 
three  degrees.  In  the  first  degree,  there  is 
simply  a varicose  condition  of  the  small  veins 
but  these  do  not  present  any  marked  tume 
faction,  and  remain  inside  of  the  anal  canal 
above  the  sphincter  muscle  and  in  the  lower 
part  of  the  rectum.  In  the  second  degree, 
the  veins  are  very  much  dilated  and  form 
distinct  tumors.  These  tumors  are  forced 
down  with  defecatioii  but  return  of  them- 
selves after  defecation  or  straining  ceases. 
The  third  degree  ai*e  the  very  large  tumors 
which  protrude  during  straining  or  bowel 
movement  and  do  not  return  unless  piished 
back  by  the  ^aid  of  the  hand.  This  is  the 
tyj)e  that  is  most  usually  complicated  with 
jirolapse  of  the  mucous  membrane  and  a very 
much  weakened  sphincter. 

Solutions 

Of  all  the  solutions  that  have  been  used, 
which  include  (^arbolic  Acid,  Percldoride  of 
Iron,  Quinine  and  Urea  Hydrochloride,  Al- 
cohol, Adrenalin,  Acetate  of  load.  Ergot,  etc., 
only  two  have  stood  the  test  of  time ; namely. 
Phenol  and  Quinine;  Phenol  10  to  20%  in 
equal  parts  of  water  and  glycerine,  and  5% 
in  oil;  and  Quinine  and  Urea  5 to  10%  with 
V2  % Novocain.  Boaz  of  Germany,  used  Al- 
cohol with  good  results,  as  did  Edwards  of 
England.  But  their  technique  was  so  pain- 
ful and  not  being  ambulatory  was  not  used 
by  many  others.  In  England  Phenol  10  to 
20%  in  Glycerine  and  water  is  most  common- 
ly used.  It  is  also  used  extensively  in 
America. 

By  injection  treatment  we  mean  the  injec- 
tion into  the  interstitial  tissues  of  some  ir- 
ritating chemical  which  will  cause  a proli- 
feration of  the  fibrous  stroma.  Thus  the 
veins  are  strangulated  so  as  to  reduce  the 
mass  and  to  hold  the  mucosa  and  submucosa 
in  ])lace.  The  term  Hemorrhoids  signifies 


a pathological  condition  of  the  Hemorrhoidal 
veins  in  which  there  is  a structural  weakness 
j)roducing  a varicosity  and  dilatation  of  the 
net-work  of  veins  and  venules  between  the 
mucosa  and  deeper  structures,  and  increased 
venous  pressure  from  constipation,  tumors 
of  the  pelvis,  or  some  hepatic  or  other  intra- 
alxlominal  condition,  together  with  a bleeding 
mucosa.  These  vessels  become  tortuous,  di- 
lated and  the  elastic  tissue  is  replaced'by  fib- 
rous tissue. 

Technique 

There  is  but  little  preparation  ncH;essary 
excejit  that  the  bowel  must  be  empty.  To 
inject  first  degree  j)iles  a s])eculum  of  some 
type  is  necessary.  Otis’  speculum  is  a good 
one;  then  also  there  is  the  Brinkeroff.  Kelly 
and  the  Anoscope  devised  by  Goldbaeher. 
However,  any  speculum  that  will  reveal  the 
l)ile  without  causing  too  much  distention  and 
admitting  a small  1 cc.  Hypodermic  Syringe 
is  all  that  is  necessary.  For  the  injection  of 
first  degree  piles  I find  that  the  tuberculin 
syringe  is  well  ada])ted  for  that  use.  However, 
the  ordimary  run  of  Luer  syringe  with  an 
extension,  serves  practically  the  same  pur- 
pose. For  the  second  degree  pile  that  can 
be  held  down,  and  also  the  third  degree  ones 
that  can  be  easily  injected  with  any  tyiie  of 
syringe  since  they  are  in  full  view  and  do 
not  require  the  use'  of  a siieculum.  If  the 
second  degree  pile  cannot  be  protruded  and 
held  out  it  must*  be  injected  through  the 
speculum  -as  in  the  case  of  the  first  degree. 

With  the  Hemorrhoid  well  in  view  a small 
Ineedle  is  inserted  into  the  middle  of  the 
hemorrhoid,  not  too  dee]),  but  careful  to  get 
beneath  the  mucosa,  enough  of  the  solution 
is  injected  into  the  pile  until  it  becomes  very 
much  distended  and  partly  blanched.  If  upon 
entering  the  needle  the  solution  ])roduces  a 
whitish  color  of  the  mucosa,  that  is  an  indica- 
tion that  the  needle  is  not  deej)  enough  and 
if  much  of  the  solution  is  injected  a ne- 
crosis will  follow.  The  amount  of  injection 
used  depends  a great  deal  upon  the  solution. 
With  a 10%  solution  of  either  phenol  or 
quinine  urea,  probably  5.  10  to  20  minims 
would  be  the  maximum.  Whereas  in  using 
the  weaker  solution  as  in  the  5%  phenol  in 
oil,  you  can  use  up  to  1,  2,  3.  or  several 
cubic  centimeters.  I think  it  is  almost  im- 
])0ssible  to  use  enough  of  this  solution  to  pro- 
duce a necrosis.  If  the  tumor  is  large  and 
only  a small  part  is  to  be  injected,  it  is  best 
to  begin  at  the  upper  portion  of  the  tumor 
and  inject  downward  each  time.  There  is  no 
s])ecial  number  of  the  piles  that  may  be 
treated  at  one  time,  but  ])robiably  one  to  thi-ee 
is  sufficient  for  Iho  firs!  lime,  es])ecially  if 
the  patient  is  nervous  ;iiid  very  sensitive  to 
treatment.  These  injections  may  be  repeated 
in  three  or  four  days,  until  all  an'  treated. 
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Then  once  a week  until  the  hemorrhoids  are 
obliterated,  and  the  mncous  membrane  held 
in  its  j)roper  position.  Each  hemorrhoid  re- 
(piires  from  one  to  three  or  fonr  injections, 
depending  upon  the  size  of  it,  the  character 
of  the  solution  used  and  the  amount.  In  a few 
da^'s  you  will  notice  a great  difference  in  the 
hemorrhoid;  the  coloi-  will  change  and  the 
membrane  will  begin  to  look  normal.  If  there 
is  hemorrhage,  it  is  best  to  select  the  pile  that 
is  bleeding  and  inject  it  first.  In  practically 
all  eases,  the  hemorrhage  will  stop  and  the 
])rotrusion  will  disappear  after  the  second 
day.  If  the  injection  of  the  hemorrhoid  is 
properl}'  done,  there  is  no  pain  at  all  at  the 
time  of  the  injection  or  any  time  afterward. 
From  three  to  six  injections  into  each  hemor- 
rhoid about  a week  apart  will  be  sufficient  to 
cure  any  ordinary  internal  hemorrhoid, 
(rradual  shrinking  of  the  tumor  begins  in 
about  24  hours  and  continues  until  it  has  en- 
tirely disappeared. 

While  the  injection  method  is  simple  in  the 
hands  of  the  skilled  and  experienced  practi- 
tioner, it  is  very  difficult  and  dangerous  in 
the  hands  of  the  inexperienced.  Xo  one  should 
undertake  the  operation  from  merely  read- 
ing the  description  in  the  book,  but  should 
observe  some  man  who  has  performed  this 
operation  many  times  before  undertaking  it 
himself.  Otherwise,  he  will  have  some  very 
serious  results  and  bring  discredit  to  the  op- 
eration. I do  not  wish  to  convey  the  impres- 
sion that  the  injection  method  is  faultless,  or 
slundd  take  the  place  of  the  surgical  opera- 
tion, hut,  it  is  a safe  and  satisfactory  method 
a;.Kl  must  be  recognized  as  one  of  the  staml- 
ard  forms  of  treating  internal  piles.  The 
mulberry  ty})e  of  the  internal  hemorrhoids 
is  the  ideal  one  to  ti’eat  with  the  injection 
method.  Failures  are  indicative  of  ineompe- 
tency  and  lack  of  skill  in  the  operator. 

Any  internal  hemorrhoid,  not  too  badh' 
swollen,  strangulated  or  ulcerated,  may  be 
injected  with  excellent  results  and  perfect 
safety.  Those  described  above  even  may  be 
injected  after  some  treatment,  but  in  most 
cases  may  better  be  treated  by  an  operation. 
The  fact  that  many  men  using  different  in- 
struments and  different  technique  have 
equally  good  residts  is  evidence  in  itself  that 
the  success  of  injection  treatments  depends 
more  upon  the  man  using  the  instrument  than 
the  instruments  themselves.  Constant  use 
of  any  iiLstrument,  however,  renders  it  easier 
to  handle.  For  the  patient  to  be  on  the  table 
on  either  the  riglit  or  left  side  with  the  but- 
tocks well  out  to  the-  edge,  seems  to  be  the 
most  ideal  ])osition.  Yet  each  i)hysic.ian  has 
bis  own  choice  of  position,  and  since  physi- 
cians are  equally  .successful,  it  seems  that  the 
posilion  plays  but  liUlc  part  in  Ihe  results  of 
the  o|)crati()ii. 


Contra  Indications 

The  injection  method  of  treatment  is  suit- 
able to  the  internal  hemorrhoids  only.  It 
mu.st  not  be  used  in  (1)  chronic  fissures, 
(2)  fistulas,  (3)  i)erianal  infections,  (4)  rec- 
tal ulcers,  (5)  strangulated  irreducible  hem- 
orrhoids with  marked  ])rolapsis  of  the 
mucous  membrane  of  the  rectum,  (6)  hyper- 
trophy of  the  sphincter,  (7)  presence  of  any 
active  inflammation,  (8)  external  hemor- 
rhoids of  an,v  kind,  (9)  or  in  a|ny  condition 
below  the  sphincter  or  covered  by  skin. 

Complications 

Many  serious  complications  have  been  re- 
ported but  most  of  them  were  those  in  the 
hand  of  beginners  and  many  of  them  exag- 
gerated. Necrosis  is  probably  the  most  ser- 
ious and  most  common.  That  can  be  pre- 
vented by  being  careful  about  the  strength 
of  the  solution  used,  and  the  depth  to  which 
the  needle  is  imserted.  Necrosis  indicates 
faulty  diagnosis  as  to  the  type  of  pile  or  faul 
ty  technique,  and  should  be  avoided.  Sepsis 
is  nearly  always  brought  about  by  operat- 
ing on  imiiroper  cases,  those  that  are  already 
infected  with  ulcers,  fistulas,  or  fissures,  or 
some  form  of  inflammation  arouind  the  anal 
region. 

Kecurrence : Recurrence  takes  place  in 

anywhere  from  10  to  20%.  Most  of  these 
cases  could  be  avoided  by  giving  one  or  two 
more  injections  before  dismissing  the  pa- 
tient. It  is  true  that  after  one  or  two  injec- 
tions the  patient  usually  feels  so  good  that 
it  is  imj)Os.sible  to  get  him  to  return.  It  is 
TO  be  emphasized  that  although  he  may  feel 
well,  he  must  be  assured  that  these  hemor- 
rhoids may  in  time  return  if  they  are  not 
completely  obliterated.  Those  that  recur 
usually  come  back  within  from  one  to  five 
years  and  one  or  two  sim])le  injections  will 
relieve  them  promptly. 

Pathology 

The  object  of  the  injection  and  the  path- 
ology following  the  injection  of  an  irritating 
chemical  substance  in  to  the  venous  net-work 
is  to  produce  (1)  an  edema  or  swelling  of  the 
interstitial  tissues  followed  by  proliferation 
of  fibrous  tissue  with  a great  many  leuco- 
cytes and  later  a thrombosis  of  the  veins  and 
capillaries  which  in  time  .strangulate  and  de- 
.stroy  the  interstitial  tissues  converting  them 
into  a fibrous  net-work  connecting  the  mu- 
cous and  submucous  to  the  muscularis  be- 
neath. 

Advantages  op  the  In.jection  Method 

Some  of  the  advantages  of  the  injection 
method  over  the  o]ieration  are  as  follows: 
There  is  no  pain,  no  hypodermic,  no  anes- 
thetic, no  nausea  and  vomiting,  no  stricture, 
no  weakness  of  the  sphincter  mu.scle,  no  going 
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to  bed,  no  loss  of  time,  no  hospital  bill,  no 
loss  of  meals,  no  foul  odors  or  dressings  to 
be  applied,  ability  to  carry  on  the  regular 
every-day  activities,  few  recurrences,  bowels 
move  daily,  relief  is  immediate  and  there  is 
steady  improvement.  All  of  these  combined 
are  a great  weight  on  the  side  of  the  injec- 
tion method  in  preference  to  a surgical  op- 
eration in  selected  cases  of  internal  hemor- 
rhoids. 

1 do  not  know  that  I can  say  anything  that 
would  be  of  more  interest  than  to  quote  the 
opinions  and  experiences  of  some  of  the  men 
who  have  done  so  much  of  this  work,  in 
ortler  that  the  subject  may  be  heard  from  all 
angles. 

J.  P.  Lockhart-Mummery  makes  the  fol- 
lowing- statements  in  the  Practitioner : ‘ ‘ The 
injection  treatment  is  a very  suitable  treat- 
ment in  the  following  cases;  (1)  in  old  peo- 
ple; (2)  in  patients  with  some  other  disease 
which  contra-indicates  operation;  (3)  in 
pregnant  women;  (4)  in  very  busy  people 
who  are  quite  unable  to  spare  the  necessary 
time  to  undergo  an  operation  and  who  wish 
to  be  relieved  for  the  time  lieing  with  the 
minimum  of  inconvenience. 

Kesults  of  the  injection  treatment  for  piles 
are  often  most  satisfactory,  but  careful  se- 
lection of  cases  is  necessary  and  the  patient 
should  be  warned  that  a recurrence  neces- 
sitating further  treatment  will  probably 
occur.  ” 

E.  Parker  Hayden,  (3)  in  giving  his  ver- 
siorn  of  the  subject  says:  “The  treatment  of 
internal  hemorrhoids  t)y  injection  is  a sim- 
ple, safe,  and  satisfactory  method  when  intei- 
ligently  applied  and  carefully  carried  out. 
It  reciuires  no  hospitalization,  causes  little 
or  no  discomfort  to  the  patient,  and  may 
j>roperly  replace  surgical  removal  in  the  ma- 
jority of  cases.” 

From  an  article  by  M.  C.  Pruitt  (4)  in 
the  Journal  of  the  Medical  Association  of 
Georgia  we  learn  the  following:  “It  is  ab- 
solutely essential  to  have  sufficient  knowl- 
edge of  the  anatomy  of  the  part  and  to  make 
a physical  examination  with  such  a degree 
of  care  that  you  will  be  able  to  differentiate 
between  external  and  internal  hemorrhoids, 
as  only  the  internal  type  without  complica- 
tions is  suitable  for  this  method. 

The  injection  method  is  not  Avithout  fault, 
but  must  be  recognized  as  one  of  the  stand- 
ard fonns  of  treating  internal  hemorrhoids.” 

Frederick  B.  Campbell,  (5)  makes  the  fol- 
lowing statements  in  an  article  on  the  In- 
jection Treatment  for  Hemorrhoids  in  the 
Journal  of  Missouri  State  Medical  Associa- 
tion: “While  serious  complications  from  this 
form  of  treatment  have  been  reported,  its 
dangers  are  exaggerated.  When  we  consider 
the  great  number  of  such  treatments  given. 


a large  per  cent  by  incompetents,  the  acci- 
dents are  surprising  few.  Even  so,  it  should 
not  be  undertaken  lightly,  as  accidents  may 
occur  here  as  in  other  procedures  where 
asepsis  and  good  judgment  are  prerequisites 
of  success. 

A slough  denotes  faulty  technic.  Most  of 
the  accidents  in  my  cases  occurred  early  in 
my  experience  and  were  due  to  superficial 
injection  or  leakage  about  the  puncture 
wound.  These  healed  rapidlj",  Avithout  any 
infection  and  without  discomfort  to  the  pa- 
tient. 

When  the  solutioai  is  deposited  in  a larg( 
hemorrhoidal  mass  there  is  little  or  no  pain, 
but  in  small  hemorrhoids  or  in  the  submucosa, 
as  in  the  ease  of  the  prolapsed  mucosa,  ach- 
ing pain  is  jA|roduced  by  the  local  tension 
upon  the  muscularis  resulting  from  exudate 
of  fibrin  about  the  foreign  substance.  This 
aching  usually  begins  in  less  than  half  an 
hour  and  lasts  less  than  an  hour  after  injec- 
tion ; but  it  may  vary  considerably. 

The  injection  treatment,  is  an  ethical 
practical  iirocedure,  deserving  a better  and 
Avider  understanding  among  the  members  of 
the  profession.  Surgery  continues  to  be  the 
iileal  treatment  in  the  majority  of  eases.” 

William  W.  Rixey,  (6)  in  an  article  in  the 
Virginia  Medical  Monthly  has  this  to  say : 
“The  injection  causes  little  or  no  pain,  is 
more  economical  than  operation,  and  is  strict- 
ly an  ambulatory  treatment.  With  a careful 
technique  and  attention  to  details,  a proper 
placing  of  the  injection  and  the  use  of  a cor- 
rect quantity  of  the  solution,  complications 
Avill  not  occur. 

The  injection  treatment  encroaches  u})on 
the  field  of  hemorrhoidal  surgery,  for  the 
average  patient  Avill  not  aceejd  operation 
and  hospitalization  Avhen  they  can  be  safely 
avoided.  On  the  other  hand,  a modern  hem- 
orrhoidectomy under  local  anesthesia,  Avith 
careful  post-operative  attention,  can  no  longer 
be  classed  with  the  painful  experience  of  a 
feAv  years  ago.” 

J.  W.  Warren,  (7)  in  reporting  on  1,000 
cases  of  Hemorrhoids  treated  by  office 
methods  in  the  New  Orleans  IMedical  and  Sur- 
gical Journal  states  the  folloAving:  “If  the 
injection  of  hemorrhoids  is  correctly  done 
theie  is  no  pain  at  the  time  of  the  injection 
nor  afterward. 

In  hemorrhagic  cases  00  jier  cent  cease  los- 
ing blood  after  the  first  treatment  and  cease 
ju’otrusion  after  the  second  or  third.  From 
three  to  six  repetitions  of  each  hemorrhoid,  a 
Aveek  or  so  apart,  results  in  normalizing  the 
excess  blood  supply  and  tightening  up  the 
relaxed  mucosa.  Gi-adiial  atrophy  of  the 
tumors  begins  in  twenty-four  hours  and  con- 
tinues, Avith  added  treatments,  to  final  dis- 
appearance. 
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1 fiud  that  returns  are  slight,  only  two  or 
tliree  treatments  being  again  needed.  All 
platients  are  instructed  to  return  promptly, 
if  and  when  the  need  is  felt. 

Advantages  of  the  office  method : There  is 
no  operation,  no  bed,  no  hospital,  practically 
no  suffering,  ino  ho.spital  bills,  no  nurse  bills. 
Five  minutes  in  the  office  once  or  twice  a 
week,  patient  continues  to  earn  his  salary,  to 
hold  his  job  or  to  keep  up  his  business.’' 

Pennington  says  that  the  advantages  of  the 
injection  method  are  that  it  can  be  made  u.se 
of  when  the  patient  refuses  more  radical 
methods,  and  since  no  general  anesthetic  is 
administered,  there  is  no  post-anesthetic  dis- 
turbame,  such  as  vomiting;  there  is  no  pain; 
the  patient  is  not  confined  to  the  bed,  so  he 
loses  only  a few  hours  from  work  or  busi- 
ness; and  relief  is  immediate,  aud  there  is 
steajy  improvement,  lie  further  states  that 
in  the  past  injections  were  looked  down  on 
because  of  the  advertising  proclivities  of  their 
sponsois,  but  for  years  past  they  have  been 
habitually  resorted  to,  especially  abroad 
They  command  respect  if  for  nothing  else 
than  the  sheer  weight  of  numbers. 

IMartin  states  that  more  than  J:,2t)0  patients 
were  treated  by  his  father  and  himself. 
Murphy  of  England,  used  phenol  injections 
several  thousand  times  with  good  results. 
Fansler  in  about  1,2UU  injections  of  quinine 
and  urea  hydrochloride  had  a few  instances 
of  superficial  sloughing,  three  of  these  with 
secondary  hemorrhage,  but  the  end  results 
were  uniformly  good.  Morlej , in  nearly 
4,000  injections,  had  but  one  case  of  throm- 
bosis. 

Pennington  also  says:  “I  am  thoroughly  in 
accord  with  Morley,  who  in  the  course  of  his 
article  recommending  the  injection  method 
writes;  ‘I  know  very  well  that  when  medical 
men  suffer  from  hemorrhoids  they  prefer  in- 
jectiom  to  operaton — if  they  have  evei 
heard  of  the  former — and  I have  had  no  more 
grateful  patients  than  the  manj^  doctors  1 
have  treated.  They  admit  when  it  comes  to 
their  own  turn,  they  cannot  afford  to  lie  up, 
and  that  their  experience  of  operation  on 
their  patients  make  them  dread  the  first  few 
days  after  the  operation  on  their  own  piles. 
And  who,  I would  ask,  from  a cabinet  minis- 
ter downward  can  afford  to  lie  up  in  these 
times,  if  there  is  aiiy  way  of  avoiding  it.’  ” 

Edwards,  an  English  proctologist  states: 
“As  an  advocate  for  this  method,  I cannot 
jHit  it  stronger  than  by  saying  that  if  1 were 
the  subject  of  uncomplicated,  reducible,  in- 
ternal hemorrhoids,  which  called  for  opera- 
tive interference,  I would  select  injection  in 
preference  to  any  of  the  recognized  opera- 
tions, always  provided  that  it  could  be  car- 
ried out  by  one  who  had  had  at  least  some 
experience  of  its  sinqde  technic.” 


SUMMAKT 

1,1)  i think  the  injection  method  is  a 
scientific,  ethical  treatment  of  internal  hem- 
orrhoids; it  IS  simple,  safe  and  satisfactory; 
It  is  ambulatory,  free  from  pain,  and  is  fol- 
lowed by  few  complications  and  about  15% 
of  recurrences.  (2j  Of  the  many  solutions 
used,  only  two,  namely,  Quinine  aud  Urea 
Hydrochloride  5 to  10%,  Carbolic  Acid  10 
to  20%  in  glycerin  and  water,  and  also  car- 
bolic acid  5%  in  oil,  'has  stood  the  test  of  ex- 
perience. (3)  It  is  not  a method  to  be  used 
uy  the  amateur  or  without  having  a fair 
knowledge  of  the  anatomy,  and  then  only 
after  having  observed  a number  of  cases 
managed  by  skilled  and  experienced  oper- 
ators. It  recpiires  equally  as  much  if  not 
more  skill  to  use  the  injection  than  the  op. 
erative  method.  (4)  It  is  not  to  take  the 
pilace  of  the  operation  in  all  cases  of  even 
internal  hemorrhoids.  This  form  of  treat- 
ment is  now  being  done  by  all  proctologists 
aud  most  all  general  surgeons  aud  is  rapidly 
liecoming  the  choice  of  procedure  even  in  tin 
hamls  of  those  who  once  criticized  it  most.  1 ac 
fact  that  thousands  of  cases  have  been  suc- 
cessfully treated  by  the  best  proctologists  and 
some  with  less  experience  with  no  ill  results 
and  that  all  doctors  who  know  of  the  method 
want  it  used  on  them  when  they  come  to  be 
the  patient,  is  the  greatest  argument  in  its 
favor.  It  is  not  suitable  in  external  hemor- 
rhoids of  any  type,  neither  in  internal  hem- 
orrhoids in  the  piresence  of  acute  or  chronic 
infJammiation  or  other  associated  pathology ; 
neither  can  it  be  used  in  the  type  known  as 
the  interno-exterual  hemorrhoids.  Great 
care  must  be  used  in  inserting  the  needle  with 
a strong  solution  that  must  be  injected  deeji 
into  the  connective  tissue  and  not  under  the 
mucosa.  While  the  weaker  solution  may  be 
injected  into  the  submucosa  and  generally 
gives  the  best  results  when  used  that  way. 
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DISCUSSION 

A.  H.  Barkley,  Lexington:  Of  course,  in  cer- 

tain forms  of  hemorrhoids  there  is  no  question 
but  that  the  injection  treatment  is  an  ideal 
treatment  if  everything  goes  right.  I never  have 
used  the  injection  treatment,  but  I have  seen 
it  used  by  men  who  are  much  more  skillful 
than  r am. 

I remember  three  occasions  on  which  Dr. 
Tuttle  who  was  recognized  as  an  authority  on  the 
rectum  in  those  days,  injected  hemorrhoid.  He 
had  a sudden  death  in  all  three  of  them.  I 
think  they  were  the  ipedunculated  type.  In  cases 
where  there  is  infection  it  probably  would  be 
a very  hazardous  thing  to  inject. 

William  H.  Mason,  (in  closing)  : I have  in 

my  paper  quotations  from  some  of  the  men, 
without  any  bad  I’esults.  Martin  says  he  and 
his  father  treated  over  4,000  without  a single 
fatality.  A number  of  men  have  done  from 
one  to  three  or  four  thousand  without  report- 
ing a single  fatality.  I don’t  understand  why 
the  cases  should  have  been  fatal  of  which  the 
Doctor  has  spoken.  Of  course,  it  may  have  been 
like  a great  many  other  things;  sometimes  we 
have  coincidences  for  which  we  can  find  no 
reason. 

One  time  I took  a fellow  into  the  office  to 
make  an  examination,  and  he  had  a stroke  of 
paralysis  as  he  got  on  the  table;  nothing  had 
been  done  to  bim.  Sometimes  people  die  sud- 
denly without  anything  that  we  know  of  having 
been  the  cause. 


Liver  Extract,  Liver  Ash  and  Iron  in  Treat- 
mnet  of  Anemia Keefer  et  al.  report  the  re- 

sults of  a study  of  the  effect  of  feeling  liver  ex- 
tract, liver  ash,  and  iron  to  patients  with  va- 
rious forms  of  anemia.  The  following  facts 
were  evident:  Liver  extract  was  of  demonstrable 
value  in  increasing  the  regeneration  of  hemo- 
globin in  some  of  the  obscure  nutritional  ane- 
mias of  childhood,  in  some  of  the  anemias  asso- 
ciated with  dysentery  in  hookworm  infestation 
and  in  pregnancy.  In  some  cases  its  effect  could 
be  enhanced  by  iron.  Liver  ash,  when  given  in 
amounts  that  were  equivalent  to  300  Gm.  of 
whole  liver,  was  of  little  demonstrable  value  in 
increasing  hemoglobin  regenration.  In  some 
cases  there  was  a slight  increase  in  the  reticulo- 
cytes, hemoglobin  and  erythrocytes,  but  the  re- 
sults were  never  as  conspicuous  as  those  obtain- 
ed with  liver  extract  or  large  doses  of  iron. 
Iron  was  effective  in  the  treatment  of  various 
forms  of  anemia.  Large  doses  were  more  ef- 
fective than  small  ones.  In  many  instances  the 
effect  of  iron  exceeded  liver,  liver  extract  or 
liver  ash,  and  in  some  cases  a favorable  response 
did  not  occur  until  iron  was  added.  When  re- 
covery from  the  anemias  followed  either  liver 
extract  or  iron,  there  was  an  increase  in  the 
reticulocytes  of  the  circulating  blood. 
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A STUDY  OF  SOME  PHASES  OF  DYS- 
PNEA: A CASE  KEPOUT* 

J.  D.  Williams,  M.  D. 

Ashland. 

Serious  obstruction  to  breathinig  is  a con- 
dition any  physician  of  reasonably  full  ex- 
perience must  have  seen,  perhaps  many 
times,  particularly  so  in  early  childhood,  it 
is  an  awesome  spectacle,  calculated  to  harrow 
the  soul  of  the  observer  when  he  comes  to  the 
realiaation  of  a definitely  imiiending-  fatality 
he  is  unable  to  avert. 

It  was  a tragedy  of  my  early  days,  judg- 
ment immature  and  experience  lacking,  and 
being  far  from  help,  that  I suffered  the 
sight  of  a little  boy  dying  from  lack  of  air 
whose  life,  even  at  that  late  hour,  might  other- 
wise have  been  saved.  The  memory  remains 
and  inspires  this  paper  whose  burden  is  to 
urge  that  when  certain  hereinafter  named 
s^-mptoms  present  themselves  action  must  be 
both  bold  and  hurried,  'an  argument  of  inade- 
quacy of  instruments  or  surroundings  lieing  . 
flim-sy  excuse  for  a illain  dereli('tion  of  duty. 

Inasmuch  as  the  case  to  be  reported  is  that 
of  a more  than  middle-aged  individual  this 
I>aper  will  deal  essentiallj^  with  tliose  beyond 
adolescence. 

Respiratory  interferences  must  necessarily 
have  their  principal  seat  of  action  in  the 
larynx  whatever  the  cause  may  be  and 
wherever  located  and  more  immediately  the 
involvement  must  be  glottic  or  of  the  vocal 
bands.  The  larynx,  through  the  marvelous 
efficiency  of  its  muscles,  acts  in  a double 
capacity,  that  of  phonation  and  of  respira,- 
tion.  Of  these  the  abductors  are  in  more  or 
less  continuous  activity  so  that  in  cpiiet  res- 
piration the  chords  are  statiomarily  wide 
apart  and  the  physician  may,  with  the  mirroi 
alone,  in  the  majority  of  cases,  study  the 
trachea  to  the  bifurcation  and  even  beyond. 
Per  contra  these  bands  are  in  juxtaposition 
in  all  forms  of  phonation. 

Mainly  the  nerves  involved  are  the  su- 
perior and  inferior  (or  recurrent)  laryngeal 
branches  of  the  vagus.  Since  these  efferent 
or  motor  fibers  to  the  respiratory  phonatory 
muscles  must  have  their  origin  in  the  gray 
miatter  beneath  the  fourth  ventricle  the  signi- 
ficance of  cerebral  disturbance  in  the  diag- 
nosis, evident  in  my  case  in  all  the  attacks, 
is  inescapable. 

The  concensus  of  opinion  is  that  stimula- 
tion of  the  inferior  laryngeal  nerve  causes 
contraction  of  the  adductors  muscles  and  ad- 
vancement of  the  vocal  bands  to  the  middle 
line.  The  converse  of  this  would  be  stimula- 
tion o£  the  sympathetic  and  the  broncho- 

*Read  before  the  Kentucky  State  Medical  Association  at 
Lexuigton,  September  710,  1931. 
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dilator  braueli  of  the  vagus  with  contraction 
of  tJie  abductor  muscles  and  a coincident 
out  ward  movement  of  these  bands,  the  nor- 
mal condition  -with  voice  at  rest.  Transverse 
section  of  these  nerves  causes  paralysis  of 
both  groups  of  muscles  and  the  vocal  bands 
at  once  assume  the  cadaveric  position.  Again, 
if  there  were  sufficient  continued  stimula- 
tion of  the  inferior  laryngeal  nerve,  both 
bands  might  be  in  a static  condition  center- 
ward  with  consequent  temporary  suspension 
of  respiration  or  fatal  asphyxia.  Fortunately 
the  paralysis  is  generall}-  unilateral,  per- 
mitting of  some  inhaliation. 

Again  certain  cerebral  pathologies  of 
systemic  origin  might  eventually  produce  a 
hypertonieity  of  one  or  both  chords. 

In  respect  to  remote  stimuli  it  is  of  inter- 
est that  the  mucoias  membranes  of  the  larynx, 
trachea,  stomach  and  intestines  are  associated 
with  the  plhonatory  center  and  this  explains 
how  stimulation  of  any  of  these  may  be  fol- 
lowed by  adduction  of  both  bands  and  their 
supporting  arytenoid  cartilages. 

Hence,  the  stridulous  laryngitis  familiar 
to  you  all,  the  resultant  of  such  gastric  irrita- 
tion, and  spasms  of  the  throat  from  the  en- 
trance of  foreign  bodies,  of  the  lungs  from 
nasal  hypersensitiveness,  are  obvious  and 
certainly  terrifying  evidences  of  irritation  of 
the  laryngo-constricting  pneumogastric 
branches,  whose  relationships  are  so  widely 
di.stributed  in  thorax  and  gastric  regions. 
Your  attention  will  be  attracted  to  the  symp- 
tomatic tickling  cough  that  immediately  pre- 
ceded the  attacks  in  this  patient. 

An  unilateral  chord  abductor  involvement 
of  paretic  type  may  be  consequent  on  peri- 
tracheal gland  e n 1 a r g e m e n t,  aneurism, 
foreign  body  in  the  oesophagus  or  trachea, 
apical  fibrosis,  abscess  from  gland  infection, 
aorititis,  thyroid-isthmus  engorgement,  car- 
diac enlargement,  perivascular  thickening,  or 
any  gross  pathology  causing  pressure  on  the 
vagus  or  any  of  its  laryngeal  branches. 

Then  the  choi’d  may  assume  the  cadaveric 
position  mentioned  but  generally  remains  in 
the  middle  line,  phonation  not  being  material- 
ly interfered  with  because  it  is  in  the  proper 
position  for  voice  production  and  permitting 
the  entrance  of  air.  In  addition  to  the  above 
the  physician  will  have  in  mind  an  emotional 
state,  such  as  hysteida,  and  laryngeal  vertigo, 
in  which  last  there  is  severe  irritation  of  the 
larynx  with  coughing  and  glottic  spasm, 
congestion  of  the  head,  and  asphyxia,  with 
convulsions  of  the  face  and  extremities.  The 
patient  falls  unconscious,  but  it  is  notable 
that  in  this  condition  the  recovery  usually 
is  rapid  and  complete.  Likewise  epilepsy, 
tabes,  tetanus,  rabies,  emphysemai  and  gout 
are  among  other  occasional  ])sychic  manifes- 
tations. 


As  to  that  related  and  important  symptom, 
hoarseness,  I siaw  a lady  two  weeks  ago,  who 
had  been  treated  over  a long  period  for 
laryngitis  during  which  there  had  been  sev- 
eral attacks  of  breath  shortness,  referred  to 
the  chest.  Upon  laryngoscopie  examination  1 
found  a very  small  strawberry  like  tumor 
whose  pedicle  was  attached  to  the  under  sur- 
face of  'the  right  chord  and  whose  excursio'ns 
varied  with  laryngeal  use,  it  falling  under 
the  chest.  Upon  laryngoscopie  examination  I 
forced  above  the  nearly  apposed  chords  in 
phonation. 

L.  T.,  male,  age  forty-two,  married,  there 
had  been  no  children,  no  pregnancies,  con- 
sulted me  on  August  14th.  He  looked  and 
seemed  so  ill  that  no  more  history  was  then 
gotten  than  that  he  had  several  times  actual- 
ly been  in  extremis  from  choking,  the  throat 
examination  being  at  once  proceeded  with. 
Th(>  local  condition  was  immediately  apparent 
as  a partial  paralysis  of  the  right  vocal 
chord,  it  but  slightly  participating’  in  the 
abduction  of  ordinary  respiration.  The  nasa' 
tones  aroused  suspicion  as  to  a possible  tumor 
or  gumma,  and  in  addition  to  an  increased 
dependency  of  the  soft  palate,  there  was  ero- 
sion of  the  nasal  septum.  Deep  eye  examin- 
tions  disclosed  an  involvement  of  the  retino- 
choroid  coats  of  both  eyes  and  some  vitreous 
opacities.  There  was  the  characteristic  dif- 
ference in  the  pupil  widths,  there  was  no 
response  to  light  but  certainly  to  accommoda- 
tion and  convergence,  this  likewise  suggest- 
ing lues  of  a progressive  paralytic  or  tabetic 
type.  It  was  notable  that  arterial  pulsation 
was  visibly  accentuated  in  the  eye ; a dis- 
tinctly pathological  state,  pointing  to  inter- 
nal pressure. 

This  retino-choroidal  and  iritic  pathology 
is  in  the  greater  proplortion  of  cases  either 
syphilitic  or  tuberculous  and  as  to  the  latter, 
it  may  be  emphasized  that  the  opthalniologist 
will  frequently  miake  a diagnosis  before  the 
patient  or  even  the  physician,  perhaps,  has 
an  inkling  of  the  disease  in  any  part  of  the 
body.  I was  practically  certain  then  of  a 
diagnosis  of  syphilis  and  having  in  mind  the 
winding  about  the  aorta  of  the  inferior  laryn- 
geal nerve  that  there  most  certainly  was  a 
retro-sternal  involvement  of  some  sort. 

Then  the  ijersonal  history,  that  of  the 
family  being  negative,  which  was  interesting 
in  the  incidence  of  a tertiary  manifestation 
seventeen  years  after  a presumed  cure.  A 
very  capable  surgeon  had  advised  tonsillec- 
tomy and  attention  to  teeth.  The  advice  had 
been  acted  upon  without  benefit,  before  I saw 
him,  also  he  had  been  told  by  a throat  man 
that  he  had  spasm  of  the  glottis  Again 
he  had  been  treated  for  nervous  stomach, 
rheumatism  and  many  other  conditions. 

The  story  of  the  happenings  in  the  attacks 
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was  dramatic.  There  was  in  regular  sequence 
i'irst  a ])eeuliar  t'aste,  then  a tickling  cough, 
then  a simulation  of  angina  pectoris,  followed 
almost  instantly  by  convulsive  inspiratory 
stridor,  dyspnoea,  unconsciousness,  complete 
cessation  of  i>ulse  and  to  all  appearances, 
death.  The  recovery,  as  distinguished  from 
that  of  lai'yngeal  vertigo,  Avas  veiw  slow  and 
necessitated  most  heroic  treatment,  in  one 
instance  an  injection  of  adrenalin  into  the 
jAericardial  sac  and  in  all  attacks,  artifici  1 
respiration. 

Question:  Did  the  adrenalin  have  the  ef- 

fect of  relaxing  the  spasm  through  the  sym- 
pathetic system  as  Avell  as  stimulating  tin 
cardiac  action?  And  Avhat  of  the  element  of 
hysteria,  if  there  was  such,  land  succeeding 
fi’ight,  in  the  etiology? 

In  the  hurried  inspection  at  the  office,  it 
Avas  f(>ared  that  a tracheotorn,v  might  be  nec- 
essary and  he  AA^as  sent  fir.st  to  the  roentgen- 
ologist and  then  1o  the  hospital  for  a thor- 
ough examination  and  observation  AA'here  it 
was  ])ositiA'ely  determined  that  the  condition 
Avas  thoracic.  The  confirmation  of  the  diag- 
nosis b.v  the  x-ray  in  demonstrating  a typical 
aortitis  removed  any  doubt  as  to  its  nature. 

The  pathognomonic  s,A’mptoms  of  laryngeal 
and  cervic'O-tracheal  invoh'ement,  obvious  re- 
traction at  the  su])ra  sternal  notch  and  in  the 
epigastrium.  i)resenting  a picture  so  impres- 
sixm  as  not  to  be  easil,A'  forgotten,  were  al)- 
sent  as  Ava«s  the  characteristic  breath  sounds 
heard  Avhen  the  obsei’ver’s  ear  is  held  near 
the  patient’s  open  mouth.  The  symptoms  are 
j)Ositively  diagTiostic  of  a condition  of  such 
grave  importance  that  the  phAxsidan  must 
needs  be  ahva.A^s  on  the  alert  in  any  case  of 
marked  d.A'spnoea  since  their  presence  makes 
imperatiAT  an  immediate  tracheotom.v.  There 
can  be  no  hesitancy  here. 

Since  the  source  Avas  not  laryngeal  no  sur- 
gery Avas  indicated  and  under  the  influence 
of  intensive  administration  of  mereurv  and 
the  iodides,  intravenousl.A^  Avith  bismuth  in- 
tramuscularh',  and  except  for  a few  mild  at- 
tacks, the  man  recovered. 

DISCUSSION 

S.  C.  Smith,  Ashland:  Osier  said  several 

years  ago  that  if  you  knoAv  syphilis  in  all  of  its 
manifestations  you  knoAv  medicine.  A case  re- 
port like  this  m.Ade  ,by  Dr.  Williams  emphasizes 
the  importance  of  knoAAung  syphilis.  There  are 
so  many  symptoms  that  arise  from  it  that  simu- 
late other  conditions  that  in  knowing  syphilis 
you  knoAv  many  other  things  besides. 

The  necessit,v  for  doing  immediate  tracheo- 
tomy and  the  fact  that  inadequate  instruments 
or  location  were  no  excuse,  was  Avell  empha- 
sized by  Dr.  Williams. 

We  recall  seeing  in  the  piess  only  a year  or 
so  a.go  that  some  doctor  was  called  to  see  a 


child  that  had  a foreign  body  in  the  upper  part 
of  the  laiynx,  and  he  used  his  pocket  knife  to 
do  a tracheotomy,  and  used  some  available  ap- 
paratus for  holding  the  tracheotomy  wound 
open  so  the  child  could  breathe  until  a tracheo- 
tomy tube  could  be  obtained.  The  operation 
is  not  dangerous;  it  is  much  more  simple  than 
one  would  think  who  had  never  seen  it  done, 
and  it  is  one  that  can  be  repaired  easily  after 
the  condition  is  removed,  and  the  patient  goes 
on  quite  as  well  as  ever  before. 

In  regard  to  pressure  on  the  various  bi-anches 
of  the  pneumogastric  nerve  causing  these  spells, 
there  are  some  features  about  that  that  have 
always  been  difficult  for  me  to  understand.  One 
is  why  pressure  below  the  larynx,  a considerable 
distance  below,  will  often  cause  an  involvement 
apparently  in  the  region  of  the  larynx  and  cause 
this  dyspnea  which  Dr.  Williams  described.  For 
instance,  in  a case  of  aortitis  not  of  syphilitic 
origin,  it  is  not  at  all  uncommon  to  see  cases  of 
rather  embarrassing  dyspnea  in  these  patients 
with  a general  aortitis.  This  case  that  the 
Doctor  reported  I am  satisfied  was  a case  of 
local  aortitis  with  aneurysm  formation.  I did 
not  see  the  x-ray  film,  although  he  told  me  about 
the  case  some  time  soon  after  it  happened. 

In  dealing  with  a case  of  dyspnea,  the  thing 
that  we  should  do  is  to  catalog  all  the  causes 
rapidly  in  the  mind,  which  might  be  responsible 
and  then,  through  a process  of  elimination,  try 
to  arrive  at  our  diagnosis. 

The  paper  was  excellently  presented,  and  for 
a specialist  I thought  it  was  of  unsual  interest 
to  the  general  practitioner  because  it  deals  AAuth 
a subject  that  all  of  us  may  have  to  deal  with 
at  any  time. 

B.  S.  Rutherford,  Bowling  Green:  The  es- 

sayist mentioned  a case  simular  to  one  I had 
forty-six  years  ago.  It  was  the  first  year  I 
practiced  medicine,  a case  of  dyspnea  purely 
from  an  aortic  aneurysm  pressing  on  the  recur- 
ent  laryngeal  neiwe.  I was  twenty-two  years  old 
at  the  time,  and  I hadn’t  learned  hoAv  to  diag- 
nose those  cases  then.  Dr.  McCormack’s  father 
came  out  and  diagnosed  the  case  for  me.  I 
watched  it  throughout  its  course  of  several 
months  duration.  The  man  Avould  have  a 
paroxysm  of  difficult  breathing  in  which  the 
suffering  was  excruciating.  He  would  breathe 
fairly  well  at  times  and  then  he  would  have  a 
severe  paroxysm. 

There  occurred,  I think  betAveen  the  third  and 
second  ribs,  a protuberance  which  got  larger 
and  larger  and  extended  farther  and  farther 
out.  There  Avas  an  old  doctor  Avho  vv'as  called 
in  consultation  after  Dr.  McCormack  had  diag- 
nosed it  thoracic  aneurysm,  and  he  said  it  Avas 
an  abscess,  and  advised  me  to  lance  it,  but  I 
never  could  summon  the  courage  to  after  Dr. 
McCormack  said  it  Avas  an  aneurj^sm.  The  man 
was  a brother  of  Senatoi-  Skyles,  Senator  Skyles 
AA'as  there  the  night  he  died.  He  said,  “Doctor, 
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do  you  really  think  that  was  an  abscess?  If  it 
were  an  abscess  and  you  opened  it,  would  it 
relieve  him.?” 

I said  I thought  it  would. 

“Well,  he  is  dying.  Can’t  you  experiment  a 
little?” 

I said,  “Not  with  a knife.  I will  introduce  a 
hypodermic  needle  and  see  what  is  in  there,  if 
you  say  so.”  I introduced  a hypodermic  needle 
and  Olood  came. 

There  is  another  case  of  dyspnea  that  occurs 
to  my  mind  that  1 am  an  expert  in  curing.  I 
cure  every  case  I see,  and  do  it  promptly.  I was 
called  to  see  another  doctor’s  patient  a few 
days  ago.  The  patient  was  resting  on  her  head 
and  heels,  holding  her  breath  until  she  would 
get  black  in  the  face,  and  then  she  would 
scream.  Everybody  thought  she  was  dying,  it 
was  piuely  a case  of  hysterics. 

The  husband  said,  “Doctor,  can  you  do  any- 
thing for  her?” 

I said,  “I  think  I can.”  I prepared  a tenth  of 
a grain  of  apomonphine,  and  gave  it  hypoder- 
mically, in  about  three  minutes  I saw  her  yawn 
and  begin  to  vomit,  she  breathed  very  naturally 
and  quietly  after  taa'^. 

She  saw  her  own  doctor  the  next  day,  and 
she  said,  “That  man  ought  not  to  be  allowed  to 
practice  medicine.  He  made  a mistake  and 
gave  me  the  wrong  medicine  which  came  very 
near  killing  me.” 

J.  D.  Williams,  (in  closing)  : To  Dr.  Smith’s 

suggestion  of  a pocket  knife  I might  add  that 
a pair  of  bent  hairpins  will  seiwe  the  purpose 
temporarily  in  getting  the  patient  .breathing,  in 
case  of  great  emergency.  Instant  action  not 
being  demanded  careful  preparation  should  be 
made  for  an  operation  requiring  for  its  proper 
performance  a high  degree  of  surgical  skill  since 
the  incision  must  be  exactly  in  the  median  line 
of  the  trachea,  must  not  be  too  high  else  the 
thyroid  isthmus  will  be  divided,  low  enough  but 
not  too  low  else  the  opening  be  retracted  be- 
hind the  sternum,  no  blood  allowed  to  enter  the 
trachea  etc. 

I recall  an  interesting  case,  not  exactly  in 
connection  with  the  report  I made,  of  a boy  who 
inhaled  a cockleburr.  A lat-yngologist  in  a 
neip'hboring  city,  did  a tracheotomy,  failed  to 
find  anything,  and  thirteen  months  later  the 
boy  had  pleural  empyema.  The  pus  was 
evacuated  and  the  boy  coughed  up  the  burr. 

I would  call  attention  in  the  matter  of  dif- 
ficult breathing  to  the  suggestion  of  Chevalier 
Jackson  that  in  evei-y  case  of  this  nature  an 
x-ray  should  be  had.  He  quotes  numerous  in- 
stances in  which  mistakes  wer.?  made  in  ibe  diag- 
nosis where  foreign  bodies  were  in  the  lungs  or 
trachea  and  were  found  bv  the  x-ray,  the  pa- 
tient having  been  treated  for  other  conditions. 

Question:.  V/hat  about  the  thymus? 

Dr.  Williams:  I think  that  has  been  a little 
overdone.  A good  many  deaths  have  occurred 


on  the  table  under  general  anesthesia  possibly 
from  enlargement  of  the  thymus.  I know  that 
in  every  case  where  I suspect  thymus  enlarge- 
ment I have  a radiogram  made,  and  if  it  shows 
apparent  enlargement  the  x-ray  is  used,  and 
usually  two  treatments  are  quite  sufficient  to 
reduce  the  thymus. 


SO-CALLED  MODERN  URINARY  ANTI- 
SEPTICS* 

C’laltde  G.  Hoffman,.  M.  D.,  F.  A.  C.  S. 

Louisville. 

Some  years  ago  an  enterprising  gentleman 
advertised  in  the  niidwe.stern  farm  papers  a 
“sure  way  to  kill  pbtato  bugs  without  sprays 
chemicals  or  expensive  equipment.  Full  di- 
rections .sent  on  receipt  of  one  dollar.”  Far- 
mers who  sent  in  the  dollar  were  advised  to 
“first  catcili  the  potato  bug,  then  place  him 
on  a shingle,  and  hit  bim  sharply  with  an- 
other .shingle.”  Presumably,  this  gentleman’s 
ai'tivities  Avere  cui’tiailed  by  the  po.stal  authoi-- 
ities  but  I have  sometimes  Avondered,  in  the 
last  few  years,  if  he  had  not  perhaps  entered 
the  pharmaceutical  busine.ss  and  gone  t( 
manufacturing  a n d advertising  urinary 
.antiseptics. 

The  ideal  urinary  antiseptic  Avould  be  a 
drug  Avhich,  Avhen  taken  by  mouth  in  ade- 
(prate  dosage,  would  produce  no  gastro-in- 
testinal  or  other  disturl)ances ; Avhich  Avas  in- 
ca})able,  when  properly  used,  of  damaging 
the  kidneys;  Avhich  Avould  produce  in  the 
urine,  from  the  pelvis  of  the  kidney  on  doAvn 
through  the  entire  tract,  a concentration  of 
antiseptic  substance  .sufficient  to  be  destruc- 
tive to  the  pathogenic  organisms  which  cause 
urinary  infections;  and  at  the  same  time 
absolutely  non-irritating  and  incapable  of 
damaging  even  the  inflamed  lining  of  the 
diseased  tract.  To  fulfill  the  ideal  require- 
ment this  drug  .should  be  completely  active 
in  itself;  that  is,  it  should  require  the  ad- 
ministration of  no  other  drug  to  reinforce 
its  action  through  altering  the  rea.ction  or 
otherwise  changing  the  urinaiy  .secretion. 
Unfortunately,  such  a drug  does  not,  as  far  a.'-' 

I am  aware,  exist  and  this  paper  is  designed 
to  emimerate  the  indications  for  the  use  of 
existing  urinaiy  antiseptics  but  also,  and 
perhaps  even  more  important,  to  emphasize 
the  limitations  of  these  drugs  in  practical 
urological  applications. 

I think  Ave  may  safely  as.sume  to  start  with 
that  no  urinary  antiseptic  is  of  ae.v  real 
value  in  the  treatment  of  acute  urethritis  of 
goiicrrhcal  origin.  Tons  of  Hexamine,  and  in 
ail  earlier  day,  Methylene  Blue  have  been 
im'sei-ibeil  for  and  lakeii  by  patients  of  this 
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type  presumably  without  any  other  than  the 
psychic  effect. 

In  the  common  infections  of  the  upper 
urinary  tract  and  bladder,  there  are  two 
urinary  antiseptics  which,  within  my  per- 
sonal experience,  hav^e  a definite  field  of  use- 
fulness and  for  the  employment  of  which  1 
shall  attempt  to  outline  adecjuate  indications. 
These  are  Ilexamine,  or  as  it  is  still  known 
to  many  under  the  trade  name  by  A\hiah  i1 
was  originally  introduced,  Urotropiu;  and 
rhenylaxo-alpha-diamino  - ])yridine  - monohy- 
drochlorite, a much  more  recently  introduced 
antiseptic  dye  substance  which  is  sold  under 
la  variety  of  trade  names  as  Pyridium,  Sere- 
nirpu  and  Malophene.  Methylene  Blue,  one  of 
the  earliest  urinary  antiseptics,  1 believe  to 
be  distinctly  inefficient  and  1 find  no  oc- 
casion to  use  it.  Caprokol  has  enjoyed  a con- 
siderable popularity  and  is  still  larg’ely  used. 
F^or  my  own  purposes,  I do  not  find  it  su- 
])erior  to  drugs  of  the  pyridium  type. 

It  does  jiot,  however,  suffice  simply  to 
l)rescribe  any  of  these  drugs,  with  the  pres- 
ence of  infection  las  the  indication,  Avithout 
due  regard  to  the  factors  which  may  influ- 
ence their  action.  These  factors  are:  The 
bacterial  type  and  anatomical  situation  of 
the  infection  ; the  reaction  and  concentratioi' 
of  the  urine;  the  rapidity  and  continuity 
with  which  the  urinary  tract  is  being  drain- 
ed; the  condition  of  the  patient’s  'gastro-in- 
testinal  tract  and  the  degree  and  character 
of  the  discomfort  he  is  suffering. 

Streptococci,  staphylococci  an'd  m a n y 
other  less  common  organisms  tend  to  decom- 
pose urine,  rendering  it  highly  alkaline.  In 
the  presence  of  these  organisms  it  may  be 
difficult  or  impossible  to  produce  and  main- 
tain an  acid  irrine.  xVs,  is  Avell  known,  Hexa- 
mine  is  entirely  inefficient  in  an  alkaline 
urine,  since,  except  in  an  acid  medium,  the 
breaking  doAAin  of  the  drug  with  the  produc- 
tion of  formaldehyde,  upon  Avhich  it  depends 
for  its  activity,  does  not  occur.  With  colon 
bacillus  infections,  on  the  other  hand,  it  is 
relatively  easy  to  acidify  the  urine  by  the 
use  of  acid  sodium  phosphate,  sodium  ben- 
zoate, or  ammonium  chloride  and  keep  it  so. 

Urinary  concentration,  and  hence  concen- 
tration of  the  drug  in  the  urine,  is  an  im- 
portant factor  often  overlooked.  It  is  nec- 
essary not  only  that  the  antiseptic  agent  be 
present  but  that  it  be  present  in  sufficient 
strfm'gth  to  exert  its  action  Avithin  the  time 
available,  which  again  will  depend  on  the 
rapidity  and  continuity  of  drainage  of  the 
urinary  tract.  Except  in  the  presence  of 
(juite  complete  obstruction,  TTexamine  is  in- 
efficient in  the  kidney  pelvis  since  the  timt' 
required  for  conversion  of  the  drug  into  for- 
jnaldeliyde,  and  the  constant  dilution  of  this 
active  agent  when  formed,  prevent  ^an  ef- 


fective concentration  from  being  maintained 
in  the  pelvis  continuously  enough  to  exert 
antiseptic  action.  The  same  condition  ob- 
tains in  the  bladder  Avhen  it  is  being  drained 
continuously. 

A miarked  tendency  to  nausea,  often  pre- 
'('ut  as  a result  of  the  urological  condition, 
imposes  a necessity  for  caution  in  the  co-ad- 
ministration, Avith  Hexamine,  of  an  acidify- 
ing agent.  Aminonium  chloride,  w'hich  is 
most  effectiA-e,  is  also  most  apt  to  disturb  the 
gastro-intestinal  tract.  Acid  sodium  pho.s- 
phate  and  sodium  benzon'c  a^’c  le.ss  apt  to  do 
.so,  but  require  to  be  AVrilcH'-l  in  this  connec- 
tion. Oftentimes  the  reaction  of  the  urine 
can  be  partly  or  Avbolly  controlled  by  diet; 
an  exce.ss  of  bread,  meats  and  cereals  tend  to 
create  an  acid  urine,  while  emphasis  on  po- 
tatoes, fruits  and  vegetables  produce  an  al- 
kaline reaction. 

A larger  consideration  of  the  comfort  of 
the  patient  may  lead  us  at  times  to  refrain 
from  forcibly  acidifying  an  alkaline  urine 
and  suggest  making  the  urine  even  more  al- 
kaline, and  dilute,  Avhen  purel.y  local  consider- 
ations would  seem  to  indicate  the  opposite 
course.  Occasionally  the  production  of  an 
acid  ooncentrated  urine  in  the  presence  of 
urinary  infection  makes  the  patient  so  un- 
comfortable that  it  seems  necessary  to  let 
urinary  antiseptics  go  by  the  board  entirely 
and  approach  the  problem  by  other  means. 

It  is  then  evident  that  exact  figures  as  to 
the  bactericidal  efficiency  of  different  anti- 
septic drugs  in  A-arious  dilutTons  are  chiefly 
of  academic  interest  since  conditions  in  the 
test  tube  and  in  the  constantly  changing  en- 
vironment of  the  urinary  tract  Avill  not  bear 
detailed  comparison.  There  are  hundreds  of 
drugs  which  may  be  depended  upon  to  de- 
stroy the  urinary  pathogenic  bactenia  in 
vitro:  There  are  none  which  may  be  de- 

pended upon,  except  under  rather  ideal  cir 
cumstances,  to  do  so  in  vivo. 

If  then,  there  is  any  tendency  in  the  mind 
of  the  ph.v.sician  to  choose  between  the  ad- 
ministration of  urinary  antiseptics,  and  in- 
strumental methods  in  the  treatment  of  an 
urinary  infection,  the  use  of  these  drugs  had 
far  better  be  omitted  entirely,  since  under 
these  circumstances  they  serve  only  to  pr<'- 
vent  the  patient  from  securing  adequate 
treatment  or  to  lull  him  and  his  physician 
into  a false  sense  of  security  in  the  belief 
that  something  effective  is  being  done. 

It  is  true  of  almost  all  urinary  infections 
that,  if  the  infective  factor  could  be  miracu- 
lously cleared  up  overnight  Avithout  other- 
Avise  altering-  the  anatomy  or  pathology  of 
the  urinary  trad,  the  infect  ion  would  b(>  Avell 
on  the  AA-iay  toward  rdurning  in  full  force 
within  forty-eight  hours,  so  that  merely  de 
stroying  such  organisms  as  exi.st  in  the  trad 
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is  of  rloubtlul  and  lemyoraiy  value.  The 
reason  for  this  is  that  there  is  practically  al- 
ways a?i  obstructive  factor  which,  in  the  first 
place,  urepared  the  ground  for  infection  and 
which  subsequently  keeps  the  mucous  mem- 
brane in  such  conddion  as  to  be  ideal  soil  for 
infection.  The  infection  itself  is  never  want- 
ing and  opportunities  for  reimplantation  of 
pathogenic  organisms  do  not  have  to  be 
created  but  are  ever  present.  They  may  per- 
haps arise  from  the  gastro-intestinal  tract, 
as  is  the  case  with  the  very  common  colon  bac- 
illus infections,  or  from  foci  of  infection 
elsewhere  in  the  body,  at  any  rate,  the  de- 
struction of  the  organisms  existing  in  the 
urinaiy  tract  produces  no  important  or  fun- 
damental change  in  the  condition  which  has 
brought  about  the  infection. 

By  way  of  illustration  of  this  fact  one  need 
only  recall  that  lavage  of  the  renal  pelvis  is 
apt  to  be  approximately  equally  effective 
whether  performed  with  potent  antiseptic  so- 
lutions or  with  i)lain,  sterile  water.  The 
reason  lies  in  the  fact  tliat  minor  degrees  of 
obstruction  are  relieved  by  the  instrumenta 
tion,  that  adecjuate  drainage  is  instituted  and 
maintained  and  that  these  objectives  liavm 
been  gained,  the  infection  tends  to  take  care 
of  itself.  It  is,  therefore,  strongly  my  feeling 
that  urinary  antiseptics  should  be  used  only 
in  connection  with  an  adequate  and  well  con- 
sidered plan  of  expert,  urological  treatment 
including  whatever  instrumentation  and 
local  applications  may  be  necessary  or  ad- 
visable; that  under  these  circumstances  they 
should  be  used  with  due  care  to  obtain  their 
full  aictivity. 

Kach  case  of  urinaiy  infection  is  evidently 
a separate  and  distinct  problem  in  itself. 
Most  eases,  however,  offer  in  a general  way 
three  other  indications  beside  the  indication 
for  rendering  the  urine  antiseptic  if  possible 
These  are : First,  re-establishment  of  free 
urinaiy  drainage ; second,  extirpation  of  the 
focus  of  disease,  if  possible;  and  third,  such 
general  measures  as  may  be  needed  to  aid 
nature  in  restoring  a normal  state  of  affairs. 

The  foregoing  discussion  of  the  limitation 
of  urinary  antiseptics  will  make  it  evident 
that  little  reliance  can  be  placed  upon  them 
unless  the  focus  of  infection  has  first  been 
sought,  found  and  dealt  with  and  unless  free 
urinary  drainage  has  been  established  and 
maintained.  “Thus,  the  Urologist  is  re- 
quired to  think  in  broader  terms  than  his 
specialty,  and  the  General  Practitioner  i-: 
•again  warned  not  to  rely  entirely  for  im- 
])rovement  of  any  urinaiy  infection  on  the 
administration  of  ‘this  or  that’  much  heralded 
antiseptic.  ’ ’ 

In  conclusion  T wish  to  quote  from  thf 
Year  Book  of  Dermatology  and  Urology  of 
1931,  tlie  following:  At  the  Congress  of  the 


International  Urologic  Society  (Madrid, 
April  7-12,  1930)  ; A.  P.  Martin  the  referee 
observed  modern  medical  science  has  made 
very  praiseworthy  efforts  to  obtain  an  effi- 
cacious urinary  antiseptic,  though  while 
crowned  with  success  in  some  cases,  the  re- 
sults have  not  been  uniform,  and  we  may 
assert  that  the  life  of  the  most  popular  sub- 
stances of  today  will  be  short.  Some  are  only 
a memory,  and  others  not  even  that. 

DISCUSSION 

Jethra  Hancock,  Louisville:  Dr.  Hoffman’s- 

paper,  to  my  mind,  is  very  timely.  It  brings 
before  us  a subject  th.\t  is  often  misunderstood 
by  the  general  practitioner.  His  presentation 
is  almost  a classic  because  of  its  simplicity  and 
directness. 

We  are  often  asked  the  question;  What  can 
we  use  as  u urinary  antiseptic  for  urethritis  of 
gonorrheal  o.rigin?  This  question  is  usually 
asked  with  the  inference  that  there  is  son.e 
treatment  for  gonorrhea  that  can  be  successfully 
administered  orally;  that  various  pharmaceutical 
agencies  seem  to  encomage  this  belief  by  recom- 
mending some  so-called  urinary  antiseptic  as  a 
remedial  agent  for  gonorrhea.  This  is  foolish. 
As  in  any  other  urological  condition,  as  Dr. 
Hoffman  has  told  us,  it  is  important  and  prac- 
tical to  use  agents  to  keep  the  urine  in  physi- 
ological equilibrium  with  other  secretions  of  the 
body.  As  in  all  other  similar  conditions  proper 
elimination  is  of  primary  importance.  This  is 
true  of  urethritis  as  it  is  true  cf  lesions  of  the 
kidneys.  We  know  that  proper  elimination  is 
highly  necessary  and  must  be  had  if  we  hope  to 
secure  success  in  the  treatment  of  these 
maladies. 

I feel  very  grateful  personally  to  Dr.  Hoffman 
for  this  paper  because  it  becomes  my  duty,  of- 
ficially, very  often  to  discuss  with  doctors  the 
effectiveness  of  urinaiy  antiseptic  as  a treat- 
ment for  gonorrheal  urethritis. 

No  one  with  any  considerable  experience 
would  for  a moment  consider  oral  medication 
for  the  treatment  of  urethritis  of  gonorrheal 
origin.  When  the  uro-genital  tract  becomes  in- 
fected with  gonococci  it  becomes  a surgical  con- 
dition and  the  success  or  failure  of  handling 
same  depends  very  much  on  thorough  drainage, 
finding  the  many  foci  of  infection  by  whatever 
means  in  the  hands  of  the  urological  surgeon 
that  drainage  may  be  effected.  Certainly  in  the 
acute  inflammatory  conditions  this  is  imprac- 
tic  able  and  rest  with  Sitz  baths  is  probably  the 
treatment  of  choice. 

I would  not  like  to  be  left  in  the  attitude  of 
saying  that  there  is  no  virtue  at  all  in  the  ad- 
ministration of  so-called  urinary  antiseptics  in 
the  treatment  of  acute  gonorrhea,  yet  the  value 
is  so  negligible  that  oral  administration  is  hard- 
ly to  be  considered  as  an  effective  treatment. 

As  above  indicated,  we  must  have  drainage  if 
we  are  to  kill  the  bacteria.  We  must  reach  the 
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seat  of  infection  with  the  remedial  agents  di- 
rectly if  we  are  to  hope  for  prompt  relief  of 
the  infection. 

Claude  G.  Hoffman,  (In  closing)  : The  ob- 

ject of  reading  this  paper  was  to  bring  out  one 
point,  the  indiscriminate  use  of  urinary  anti- 
septics. The  average  physician  of  today,  when 
a patient  comes  to  him  with  pus  in  his  urine, 
will  prescribe  some  urinary  antiseptic,  most  fre- 
quently urotropine  or  something  that  some  de- 
tail man  has  just  left  him,  without  ever  inquir- 
ing into  whether  the  urine  is  acid  or  alkaline. 
I bet  I see  twenty  patients  a week  who  are  tak- 
ing urotropine  on  their  own  advice  or  their  phy- 
sician’s without  knov/ing  whether  the  urine  is 
acid  or  not,  and  we  all  know  urotropine  is  worth- 
less when  not  given  in  an  acid  urine.  At  the 
same  time  they  are  told  to  drink  lots  of  water. 
When  you  are  making  an  antiseptic  solution, 
the  more  dilute  it  is,  the  less  efficacious.  The 
urine  has  to  be  absolutely  concentrated  with 
the  drug  to  do  any  good  at  all.  We  all  prob- 
ably have  given  a ipatient  a urinary  antiseptic 
and  told  him  to  drink  lots  of  water.  It  is  the 
water  that  has  the  effect.  When  you  are  giving 
lots  of  water  you  cannot  give  urinary  antiseptics 
effectively,  so  to  take  the  lesser  of  the  two 
evils,  I think  the  water  and  the  flushing  gives 
better  results. 


SYMPOSIUM  ON  LATENT  SYPHILIS 
THE  PATHOLOGY  OF  LATENT 

SYPHILIS* 

A.  J.  MilleRj  M.  D. 

Louisville. 

If  we  understand  by  the  term  “latent 
syphilis’’  the  condition  in  which  there  are  no 
syrnj)toms  at  all,  or  only  vague  symptoms  of 
disease,  but  with  the  p'athology  of  syphilis, 
that  is  the  jiresence  of  the  treponema  palli- 
dum in  the  tissues  with  the  eharacteristic 
inflammatory  reaction,  then  it  certainly  fol- 
lows that  all  lesions  of  syphilis  may  be  latent. 
The  primary  chancre,  the  secondary  lesions, 
the  tertiary  gummata,  and  the  quartian  cen- 
tral nervous  s,ystem  lesions  may  be  present, 
but  symptomless. 

However,  this  title  usually  includes  only 
lesions  of  the  tertian  and  quartian  state  and 
for  that  reason  these  remarks  will  be  con- 
fined to  them. 

There  is  a fundamental  great  similarity  in 
all  syphilitic  lesions.  The  typical  syphilitic 
lesion  consists  of  ta  gumma,  whether  large  or 
.small,  imdtiple  or  single,  fibrotic  or  not.  And 
essentially  a gumma  consists  of  a central  area 
of  necrosis  surrounded  by  chronically  in- 
flamed granulation  tissue  which  is  infiltrated 
by  lymphocytes,  plasma  cells,  endothelial  cells 
and  an  occasional  foreign  body  igiant  cell. 

*Read  before  the  .Jefferson  County  Medical  Society  May 
IS,  1931. 


The  proportion  of  different  types  of  cells 
present  varies  greatly  in  different  lesions,  but 
generally  in  the  early  or  young  lesions  poly- 
morphonuclear leucocytes,  predominate  and 
in  the  oldest  lesions  the  predominating  cell 
is  the  lymjihocyte.  Using  this  typical  lesion, 
the  gumma,  as  a text,  the  pathology^  of  all 
.s.yp/hilitie  lesions  may  be  accurately  and  cor- 
rectly described,  the  different  ones  varying 
only  in  minor  details. 

There  is  one  other  point  which  I wish  to 
stress  and  that  is  this,  that  the  treponema 
pallidum  has  a selective  affinity  for  certain 
tissues  of  the  body  and  these  tissues  are  first, 
('onnective  tissue,  and  second,  epithelial  tis- 
sue. These  structures  receive  the  brunt  of 
the  attack  of  the  treponema  pallidum.  The 
viscera  in  which  such  lesions  as  are  usually 
classified  as  latent,  are  found  in  the  following 
visera,  named  in  the  order  of  the  frequency 
of  which  the  infection  occurs  in  them : 

Testis:  In  the  testis  the  lesion  beigins  in 

the  stroma.  It  consists  of  multple  foci  of 
tissue  destruction  including  both  stroma  and 
jiarenchyma,  followed  by  marked  connective 
tissue  repair.  As  a result  of  this  new  con- 
nective tissue  and  disturbances  of  the  cir- 
culation, secondary^  to  blood  vessel  damage, 
more  paienchyma  of  the  testis  gradually  atro- 
phies and  is  also  destroyed.  Lymphocytes 
are  abundant.'  The  end  result  is  a badly 
scarred  testis  with  most  of  its  parenchyma 
gone,  the  little  remaining  is  atrophic 
and  useless.  The  lesions  may  be  small 
or  large,  in  the  former  case  the  condition  is 
sometimes  described  as  diffuse  infection.  If 
tlie  involvement  of  the  testis  is  extensive  it 
can  contribute  nothing  to  the  semen  and  the 
internal  secretion  is  veiy’  much  lacking  or 
comjiletelj^  absent. 

Aorta  : For  some  unknown  reason  the  up- 
per part  of  the  aorta,  beginning  with  the  first 
portion  of  the  arch,  is  most  frequently  at- 
tacked and  the  instance  of  affection  decreases 
as  we  mention  each  portion  of  the  aorta,  pass- 
ing distally.  Grossly  these  lesions  are  found  in 
all  coats  of  the  vessel.  The  intima  is  thickened 
and  light  colored  because  of  localized  plaques 
of  new  connective  tissue.  The  media  is  scarred 
and  thickened  because  of  microscopic  gum- 
mata throughout  it.  The  adventitia  contains 
light  colored,  nodular  plaques,  which  make  it 
possible  to  recognize  syphilitic  aortitis  verv 
often  by  simply  looking  at  the  exterior 
of  the  ve.ssel.  IMicroscopically  these  lesions 
are  all  similar.  They  consist  of  very  small 
areas  of  necrosis  surrounded  chiefly  by 
lymphyioctes,  rarely  a giant  cell,  and  more 
or  less  effort  at  repair,  depending  on  the  re- 
action of  the  tissues.  The  new  connective 
tis.sue  formed  in  the  healing  of  the  lesions  is 
like  all  other  new  tissues,  somewhat  atypical, 
that  is,  nature  practically  never  perfectly 


February,  1932] 


KENTUCKY  MEDICAL  JOUENAL 


73 


repairs  its  destructive  lesious  in  llic  lM)dy 
The  new  cellls  are  not  perfect  reproductions 
of  the  old;  the  elastic  tissue  is  less  elastic, 
the  sarcoplasm  is  le^s  contractile  and  in  the 
case  of  the  skin,  the  adnexas  are  not  formed ; 
so  this  repaired  vessel  is  not  as  capable  of 
enduring  the  wear  and  tear  of  life  as  well 
tis  the  original.  It  is  more  apt  to  break  and 
degenerate  as  the  result  of  use.  It  is  less 
elastic  than  normal;  much  of  the  muscle  tis- 
sue is  destroyed  and  is  not  replaced.  Whether 
or  not  the  lesion  begins  as  an  end-arteritis  of 
the  vasa  vasorum,  or  whether  it  is  the  result 
f)f  localization  of  the  'organisms  in  tlie  tissues 
with  secondary  necrosis  because  of  toxic 
damage  to  the  cells,  is  still  a matter  of  de- 
bate. At  the  present  time  the  latter  view  is 
probably  the  more  accei^table. 

Heart:  The  opinion  of  ])hysicians  in  re- 

gard to  syphilis  of  the  heart  varies  between 
two  conditions:  One  describes  a heart  that 
is  damaged  because  of  disease  of  the  blood 
vessels  resulting  in  over-work  of  the  heari 
and  (lecomi)ensation.  The  other  view  is  that 
syphilis  of  the  heart  should  oidy  be  callec’ 
such  when  it  is  shown  or  believed  that  the 
organism  lodges  in  the  heart  muscle  and  there 
ju’oduces  lesions  Avhich  are  characteristic  of 
.syphilis.  The  latter  view  is  the  more  sen- 
sible one  and  the  one  which  should  l>e  ad- 
hered to,  and  it  is  unquestionably  true  that 
tre]ionema  pallidum  does  localize  in  cardiac 
muscle  and  there  produces  lesions  which  are 
of  considerable  extent . The  lesion,  as  else- 
where, consi.sts  of  a small  focus  of  necrosis 
beginning  in  the  stroma  and  destroys  muscle 
tissue  by  extending  into  it.  The  action  o 
the  muscle  tissue  is  afterward  interfered  wutb 
by  the  firm  scar  of  tbe  .stroma,  and  to  a less 
extent  by  the  destruction  of  muscle  cells.  I 
have  here  a case  in  ])oint.  The  aorta  which 
is  here  demonstrated  shows  it  to  be  dilated 
and  very  marked  syphilitic  lesions  are  seen 
throughout  all  of  its  coats.  The  heart,  how- 
ever, shows  a condition  only  of  hypertroph.v 
the  chambers  even  are  not  dilated.  Sections 
of  the  musculature  showed  no  lesions  any 
wdiere,  but  the  chamges  seen  in  the  heart  nius- 
cle  are  secondary  to  the  damaged  aorta,  and 
in  no  .sense  are  the  result  of  organism  lo- 
calized in  the  heart  muscle.  This  is  not 
syphilitic  cardie  disease.  It  is  sinqd.v  hy]ier- 
trophy  secondary  to  syphilitic  aortitis. 

Lymph  Nodes  : Prequentl.v.  especially  late 
in  the  course  of  the  disease,  the  treponema 
pallidum  localizes  in  lymphnodes.  Here  the 
most  common  lesion  is  a very  small  gumma 
in  which  the  attack  is  chiefly  on  the  stroma 
of  the  node,  with  some  destruction  of  lymph- 
ocytes in  the  immediate  vicinity.  The  .sec- 
ondary scarring  results  in  the  production  of 
firm  sear  tissue,  slight  enlargement  'of  the 
organ  which  makes  it  po.ssihle  1o  pal|)ate  the 


nodes  if  they  are  near  the  surface. 

Liver  : The  liver  is  commonly  attacked 

and  here  the  chief  reaction  is  that  of  the  con- 
nective tissue  or  stroma.  The  organism  tends 
to  be  localized  between  the  liver  cords  and 
as  a result  of  damage  to  the  stroma  there  is 
repair  of  it  with  subsequent  fibrosis  and  this 
connective  tissue  separates  the  liver  cells 
from  the  blood  stream,  thereby  causing  their 
atrophy  and  often  necrobiosis.  The  result  is 
a disappearance  of  parenchymal  tissue  with 
an  increase  in  stroma  and  we  see  the  pe- 
cidiar  picture  of  isolated  liver  cells  surround- 
ed by  dense  connective  tissue,  in  other  words, 
a peri-cellular  cirrhosis.  Gradually^  the  liver 
becomes  firm,  light  colored  and  roughened. 
The  gnarled  liver  is  produced  by  larger  gum- 
mata  which  destroy  relativel.v  large  portions 
of  liver  tissue  and  tlien  the  organ  is  mis- 
shapen by*  the  contraction  of  scar  tissue  pro- 
duced in  the  healing  of  these  gummata.  These 
processes  may  continue  until  the  liver  is 
l)ractically*  a spherical  organ  having  lost  all 
]-esemblance  to  its  original  shape. 

IMexixges:  The  chief  lesions  in  the  men- 

inges are  those  which  have  been  emphasized 
so  often  by  Doctor  Warthin.  Grossly*  they 
consist  of  very*  fine,  light  colored  placpies  in 
the  arachnoid.  Their  diameter  varies  fi*om 
about  b2  to  2 mm.  Microscopically*  Ave  see 
that  th(>y  consist  of  small  areas  of  destruc- 
tion of  the  delicate  membrane  surrounded  by* 
y*oung  tissue  Avhich  attempts  to  repair  the 
<lefect,  and  great  numbers  of  lymphocytes. 
Sometimes  the  lymphocytes  are  so  numerous 
and  conspicuous  that  the  area  of  tissue  de- 
struction is  visible  onl.y  with  diffieult.AU 

Draix  : In  the  hrain  substance  Ave  find 

similar  lesions  to  those  in  the  meninges  and 
here  they^  are  grouped  about  small  blood  ves- 
sels for  the  simple  reason  that  it  is  only^  here 
in  brain  tis.sue  that  Ave  find  connective  tis- 
sue Avhich  the  organism  is  so  fond  of  attack- 
ing. These  are  essentially,  as  elsewhere, 
small  gummata.  This  is  not  the  patholo>gy- 
which  is  descrihed  as  that  of  general  para- 
lysis for  in  this  condition  the  organisms  at- 
tack primarily*  the  brain  cells.  Embryolo- 
gically  nerve  cells  are  epithelial  in  character 
so  in  attacking  them  they  haA*e  not  departed 
far  from  their  common  diet. 

There  is  much  discussion  as  to  the  recogni- 
tion of  syphilis  in  latent  conditions.  Some 
indiAuduals  believe  that  all  collections  of 
lymphocytes  about  small  blood  vessels  or 
small  areas  of  necrosis  are  syphilitic.  Hoav- 
CA*er.  it  does  not  seem  reasonable  to  sa.v  that 
all  such  lesions  are  syphilitic  because  the  de- 
struction of  tissue  is  characteristic  in  a num- 
l)er  of  infections,  for  instance,  tuberculosis, 
pyogenic  infections  of  A*arious  sorts,  leprosy 
and  others. 

To  call  every  collection  of  lymphocytes  a 
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syphilitic  lesion  seems  a fancy,  even  though 
some  of  them  have  been  demonstrated  to  be 
syphilitic  by  finding  the  organism.  It  must 
be  borne  in  mind,  however,  that  the  lym- 
phocyte is  not  present  in  the  lesion  because  of 
the  presence  of  the  treponema  pallidum,  its 
chief  function  is  to  aid  in  the  repair  of  the 
dead  tissue  and  in  most  infectious  diseases 
we  find  the  lymphocyte  j/laying  the  same 
role  of  repair. 


DIAGNOSIS  OF  LATENT  SYPHILIS* 
C.  Brooks  Willmott,  M.  D. 

Louisville. 

The  term  latent  syphilis  would  presume  a 
persistently  negative  Wassermann  reaction 
with  no  pathological  process  in  any  organ 
as  well  as  no  outward  manifestations  of  the 
disease,  which  in  the  absence  of  histoiu’, 
would  present  a most  difficult  problem  in 
diagnosis.  To  my  mind  concealed  or  endo- 
syphilis  would  be  a much  better  term,  as  this 
period  of  syphilis  often  shows  pathological 
processes  in  aortai,  meninges,  brain,  testes 
cord,  etc.  So-called  latent  syi)hilis  may  exist 
as  early  as  the  end  of  the  second  year  aftei 
the  initial  infection  if  improperly  or  inade- 
quately treated.  During  this  period  the  par- 
asites may  remain  totally  inactive  in  the  tis- 
sues and  excite  no  tissue  reaction,  or  the 
may  be  mildly  active  and  provocative  of  suf- 
ficient tissue  reaction  to  afford  a positive 
.serological  reaction.  As  an  example  of  the 
former,  the  parasites  may  be  sealed  in  the 
scar  of  the  healed  primary  lesion.  This  con- 
dition is  often  referred  to  as  the  “chancre 
redux,  ” although  trauma  may  result  in 
bi'eaking  down  this  barrier  of  scar  tissue  and 
their  gaining  an  entrance  into  the  blood  and 
lymph  channels,  or  by  a 'gradual  increase 
in  number  and  virulence  they  may  result  ir 
a local  breakdown  and  produce  a smal' 
miliary  gumma.  Clinically,  however,  this 
stage  of  the  disease  is  usually  characterizecl 
by  absence  of  incriminating  signs  and  SAunp- 
toms.  and  is  only  accidentally  discovered  by 
a most  careful  routine  examination,  perhap' 
with  some  other  disease  in  mind. 

Primarily,  a physician  should  always  keep 
syphilis  in  mind  as  the  most  likely  cause  o 
vague,  indefinitely  described  symptoi^  of 
the  patient,  always  remembering  that  this  dis- 
ease is  no  respecter  of  race,  creed,  color,  nat- 
ionality, or  social  attaimment. 

The  presence  of  old  pigmented  scars 
usually  smooth,  most  often  found  on  the 
lower ' extremities,  though  sometimes  found 
in  other  locations,  as  the  scars  of  healed 
gummas  of  the  cranium,  are  always  sus- 

*Read before  the  Jefferson  County  Medic.il  Society  May 
18,  1931. 


picious.  Again  the  osseous  system  may  pre- 
sent lesions  only  discovered  by  a most  careful 
examination  such  as  enlargement  or  tumefa- 
cation  of  the  inner  end'  of  the  clavicle,  the 
saber  tibia,  or  the  scaphoid  scapjula  often 
overlooked  by  careless  examiners. 

X-Kay  examination  of  the  long  bones  may 
bring  to  light  inactive  proliferations  which 
give  slight  subjective  symptoms,  or  trauma 
may  bring  about  activity  in  these  bone  ie 
sious.  The  study  of  neuro-syphilis  is  mosl 
important,  and  involvement  of  this  system 
may  occur  very  early  after  infection ; in  fact 
even  before  the  secondary  lesions  of  skin  and 
mucous  membrane.  According  to  many  good 
authorities,  it  would  seem  that  frequently  in 
tensive  and  prolonged  treatment  may  resull 
in  clinical  cures  along  with  reduction  of  blood 
Wassermann  to  negative  during  the  first  fev 
months  and  its  remaining  so,  never  allowing 
it  to  become  again  positive.  Of  course,  tin; 
spinal  fluid  should  always  be  subjected  to  tin 
four  classical  tests  as  early  as  the  end  of  the 
first  year,  and  every  six  months  thereaftei 
until  at  least  three  ne^gative  reports  are  re- 
ceived, as  positive  reports  may  be  delayed 
for  months  or  years. 

To  simplify  our  study  of  hidden  syphilis, 
it  might  be  wise  to  think  of  two  stages,  as 
suggested  by  Ravaut  of  St.  Louis  Hospital. 
Paris.  First:  The  pi’e-clinical  period,  which 
is  purely  biological  and  does  not  manifest  it- 
self bj^  any  clinical  sign,  being  only  revealed 
by  lumbar  puncture.  This  period  starts  with 
the  first  meningo-vascular  lesion  produced 
by  tlie  spirochetes,  its  course  is  often  insid- 
ious, ])rolonged,  and  i-e.sults  in  (piiet  degen- 
eration and  final  destruction  without  anj 
external  manifestations  of  disease  until  late 
clinical  symptoms  make  their  appearance. 

After  this  follows  the  clinical  period,  and  it 
is  only  now  that  neuro-syphilis  may  be  diag 
nosed  clinically.  Remember  that  hidden 
syphilis  may  be  either  of  the  acquired  oi' 
tiie  congenital  type.  Consultation  with  a 
capable  eye,  cardio-vascular  or  neurological 
expert  is  imperative,  and  often  discloses 
changes  which  are  pathognomonic  of  syphi- 
lis. 

Syphilis  is  primarily  a disease  of  the  vas 
cular  system,  later  extension  to  the  skin, 
joints,  internal  organs,  bones  and  nervous 
system  may  occur.  In  fact,  no  organ  of  the 
body  is  immune  to  its  ravages.  Its  essential 
pathology  is  the  same  in  the  chancre  where 
a plexus  of  vessels  show  infiltration  with 
cells  arising  (in  situ)  through  infiltration 
On  cross  section  these  vessels  show  the  char- 
acteristic concentric  thickening  and  infiltra- 
tion. All  of  these  changes  arc  shown  in  the 
late  lesions  even  to  the  smallest  perh^scular 
infiltration. 

Post  mortem  examination  of  the  meninges 
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may  disclose  focal  tbickeiiing,  fibrosis  in  old 
syphilitics  as  a result  of  the  latency  of  this 
disease,  where  formerly  gummatous  chang'es 
were  thought  necessary  to  a positive  diag- 
nosis. The  hearts  of  praetiean'y  all  lateiit 
male  syphilitics  show  latent  changes  varying 
from  a few  minute  microscopical  areas  of 
i/ncreased  stroma  nuclei,  plasmai  cells  and 
lymphocytic  infiltration  to  more  diffuse 
areas  of  interstitial  myocarditis.  These  le- 
sions are  usually  intermuscular  rather  than 
pbrivascular,  and  are  fairly  rare  in  the  fe- 
male. Recently  on  autopsy  of  fifty  hearts 
of  paretics,  all  showed  latent  myocardial  le 
sions.  “Rheumatic  heart”  is  a most  common 
clinical  diagnosis  of  the  cardiologist  in  the 
face  of  no  valvular  changes.  Spirochetes  are 
very  frequently  found  in  these  infiltrations, 
and  cardiac  death  is  the  most  freciuent  form 
in  the  latent  syphilitic,  in  reality  an  insuffi 
ciency  rather  than  a,  degeneration. 

Aortic  changes  are  iiractically  always  pres- 
ent in  the  male  and  in  a miajority  of  females 

These  changes  are  rarely  apparent  on  in- 
spection, but  mierosopically  show  themselve; 
in  the  form  of  perivascular  infiltration  along 
the  vasa  vasorum.  These  perivascular  lym- 
phocyte and  plasma  cell  infiltrations  are  al 
ways  more  marked  in  the  adventitia  of  the 
■aorta.  There  is  found  the  same  coat-sleevi' 
changes  in  the  nutrient  ahterioles  as  in  the 
primary  ehanci'e,  resulting  in  the  oblitera- 
tion of  these  minute  vessels  through  a prog 
ressive  slow  infarction  or  fibrosis  of  the 
intima  and  medial  coats.  These  identical 
vascular  changes  are  frequently  found  in  the 
liver,  pancreas,  and  adrenal  glands.  It  ii" 
most  imi)ortant  to  remember  that  the  testes 
of  all  latent  .syphilitics  sooner  or  later  show 
specific  interstitial  orchitis  las  evidenced  by 
atrophy  of  the  germinal  epithelia  and  hyaline 
fibrosis  of  the  basic  membrane  of  the  semini- 
ferous tubules.  This  insidious  process  may 
result  in  atrophy  and  hyaline  degeneration 
of  these  organs,  or  normal  .size  and  consist- 
ency may  be  present.  Latent  syphilis  pro- 
duces a ])ermanent  loss  of  spermatogenic 
function  in  a great  majority  of  cases,  asso- 
ciated with  premature  loss  of  sexual  power 
■and  desire. 

Latent  lesions  of  the  prostate  and  ovaries 
are  rare.  In  congenital  .syphilis  large  num- 
bers of  spirochetes  may  be  found  in  these 
organs  without  accompanying  lesions,  while 
on  the  other  hand  lesions  containing  spiro- 
chetes have  been  found  in  the  cervix,  uterine 
wall,  amd  broad  ligament.  The  Wassermann 
te.st,  so  valuable  in  early  .syjihilis,  is  rarel.v 
positive  in  adult  congenital  .syphilis.  The  high 
arch  palate,  harelip,  scaphoid  scapula,  shoii 
arms,  hyperpla.stic  teeth,  or  a.  general  infei-- 
iority  should  suggest  this  disease.  Eye  le- 


sions which  are  most  characteristic  of  .syphilis 
are  Argyle-Robertson  pupil  reacting  to  con- 
vergence but  not  to  light,  a symptom  of  tabes 
and  paretic  dementia,  and  may  pi-ecede  these 
disea.ses  by  many  years.  -These  conditions 
]uay  also  be  due  to  an  alcoholic  neuritis.  In- 
terstitial and  parenchymatous  keratitis,  prob- 
ably account  for  65%  or  70%  of  th  'se  cases 
in  congenital,  ’ and  10%  in  acquired  types, 
most  frequently  appearing  between  the  ages 
of  five  and  fifteen  years,  occasionally  as 
early  as  the  third  year  and  larely  after  the 
thirteenth  jmai'.  Choroiditis  often  accom- 
panies interstitial  keratitis,  and  these  chil- 
dren present  a remarkable  combination  of 
defects,  .such  as  a dwai-fed  statue,  coarse, 
flabby  .skin,  and  sunken  nasal  bridge,  with 
scars  at  the  angles  of  the  mouth  and  nose. 
Hutchinson  teeth,  deafne.ss.  chronic  ])eriosti- 
tis,  synovitis  of  the  knee  joint,  and  chronic 
indurated  l.ymphatic  glands. 

Interstitial  keratitis  of  the  aciiuired  type 
contrasts  in  that  it  is  usuall.v  a late  second- 
arv  or  tertiary  lesion  appearing  between  the 
twentieth  and  fiftieth  year,  and  is  more 
amenable  to  treatment,  more  typical,  and  fre- 
(luently  accom])anied  by  otlier  symptoms. 
Differential  diagnosis  from  tuberculosis  is  nec- 
es.sary.  Scleritis  due  to  s,vi)hilis,  which  pre- 
:-ents  a chronic  course,  very  pa  inf  id,  unac- 
('onijianied  by  secretion  is  freipientl.v  diag- 
no.sed  as  iritis  or  conjunctivitis  due  to  other 
causes.  While  iritis  is  an  early  manife.station 
of  .s.vphilis,  ajipearing  between  the  second  and 
ninth  month,  occasionally  delayed  to  the 
eighteenth  month,  it  may  also  appear  as  a 
late  manifestation,  either  as  a jirimary  iritis 
or  as  a.  gumma  of  the  iris.  Retinitis  in  its 
various  forms,  including  the  tyjies  with 
exudate  as  well  as  tho.se  with  hemorrhages 
and  degenerative  changes,  may  be  found  in 
both  the  acquired  and  congenital  t.vpes. 

A rather  common  syphilitic  ocular  h'sio'U 
is  paral.v.sis  of  oue  or  more  of  the  extrinsic 
muscles  of  the  e.veball.  Late  .stati.stics  would 
indicate  from  60%  to  70%  of  the  cases  of 
ocular  muscular  paral.vsis  as  due  to  syphijis 
and  while  generally  a late  manife.station  it 
ma.v  appear  as  early  as  the  sixth  month  after 
the  primary  infection ; iiarticularly  in  the 
form  of  ptosis.  Rarely  paralysis  of  the 
ocular  muscles  result  from  congenital 
svphilis.  The  third  nerve  is  not  often  af- 
fected by  syphilis,  ivliile  the  sixth  seems  to 
be  most,  often  due  to  toxemias  simh  as  those 
accompanying  rheumatism,  influenza  and 
diabetes.  Paralysis  of  the  ciliary  muscles, 
the  chief  symntom  of  wliich  is  loss  of  accom- 
mod.ation,  either  complete  or  partial,  is  oc- 
casionally due  to  acquired  syphilis  but  rarely 
to  the  congenital  t.vpe. 

In  niv  expericnci*  of  about  fifteen  years, 
which  probably  includes  several  Ihousand 
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eases,  I liave  found  the  aid  of  the  pathologist, 
the  camioiogast,  ociuist,  ana  neurologist  most 
vaiuaoie  m uie  uiagnosis  ui  ooscure  cases  ot 
[Ins  most  ureaued  disease,  and  most  iretiuem- 
ly  tJie  oculist  reiers  paiienis  lor  treatment 
VMtJi  iiie  diagnosis  made  Irom  positive  eye 
iintiings  wiiicii  are  almost  invariaoly  correct. 

TllJi  'IKKAT-UlaAT  Oh'  LATENT 
SYPHILiiS* 

(jHAltLES  E.  OaCI'IN,  M.  D. 
Louisville. 

The  term  latent,  as  appdied  to  this  disease, 
really  means  concealed,  quiescent  or  not  man- 
liest. VVlien  a disease  is  without  symptoms, 
the  patient  is  unaware  of  its  existence,  hence 
the  likelihood  of  consulting  a physician  dur- 
ing this  period  would  be  improDable.  The 
above  title,  as  used  by  a great  many  wndters 
and  as  given  me  by  me  program  committee, 
more  properly  would  be  '‘'ine  treatment  of 
old  chronic  and  late  sj’phiiis.  ” 

In  a treatise  on  tiie  treatment  of  old  chronic 
and  late  S3'pliilis,  it  is  impossible  to  confine 
ourseives  to  the  the  mere  application  or 
the  names  of  drugs.  \\  e must  necessarily 
consider  the  organ  or  organs  involved,  the 
underlying  pathology  and  the  effect  and  ac- 
tion 01  drugs  upon  them. 

1 am  sure  most  of  us  ivill  agree  with  our 
friend  and  member  of  tins  societyg  Dr.  Ed- 
ward 1\.  Lalmer,  that  latent  or  old  syphilis 
of  today  has  "chaiiged  in  tyiie  and  chax- 
aeter”  from  what  it  was  years  ago.  Even 
twent}’  \'cars  ago  J can  remember  as  a senior 
medical  student,  the  outpatient  departments 
at  the  old  6th  and  Chestnut  Clinic,  where 
syjihilitic  leg  ullcers,  iieriostitis,  condylomata 
and  old  iiertorated  nasal  septa  were  the  usual 
pictures  of  this  disease.  Old  sj^philis  of  today 
seems  to  principallj’  involve  the  internal 
organs,  the  cardio-vascnlar  sj'stem  and  the 
nervous  system.  That  these  internal  condi- 
tions were  seen  twenty'  years  ago  we  ail  ad- 
mit, but  tlieir  number  certainly  seems  to  be 
on  the  increase.  This  fact  leads  one  to  the 
following  thoughts : 

First : Has  the  disease,  which  is  caused 

by  the  same  spirochete  as  the  old,  changed  ? 
The  answer  is — this  would  be  most  im- 
probable. 

Second:  Has  the  treatment  (of  'early 

syqihilis,  wdiich  has  decidedly’  changed,  been 
the  chief  factor  in  this  transformation?  It 
would  seem  the  more  logical  to  believe  that 
here  would  rest  the  cause  of  such  eliainge. 
Have  syphilogists  relied  too  much  on  arsenic 
and  laid  aside  the  old  reliable  mercury? 

Third:  Has  the  so-called  intiuisive  treat- 

*Read  before  the  Jefferson  County  Medic.ol  Society,  May 
18,  1931. 


incut  III’  early  syiihilis  driven  tlie  organisms 
into  the  internal  organs,  and  instead  of  de- 
strovimg  them,  leaves  them  to  lie  imbedded 
in  the  tissues  and  slowly  but  surely  to  cause 
severe  damage  to  the  organ  lodging  them? 

Fourth : Since  it  has  been  proven  by’  nu- 

nierous  inve.stigators,  and  later  admitted  by 
Ehlich  himself  that  all  the  spirochetes  can- 
not be  killed  by^  any^  one  dose  of  an  arsenical, 
can  it  be  that  the  defensive  mechanism  of 
the  body,  that  important  phase  of  reaction 
on  the  part  of  the  tissues,  whereby  anti- 
bodies are  produced,  be  interfered  with  by 
the  over-irritation  and  poisonous  action  of 
a drug?  We  all  know  that  any  drug  which 
is  stimulative  to  the  tissues  in  a moderate 
dose,  is  poisonous  in  too  large  a dose. 

Fifth:  Are  very’  large  doses  of  arsenicals. 

as  frecpiently’  employed  today,  more  destruc- 
tive to  the  body  tissue  cells  and  their  anti- 
body’ formation  mechanism  than  to  the 
spiroeheta  pallida? 

These  are  questions  which  are  worth  while 
pondering  over  and  it  is  hojied  that  time,  ex- 
perience, observation  and  research  may  final- 
ly’ give  us  the  true  answers.  Some  of  these' 
questions  have  already,  to  some  extent,  been 
ans-wered. 

That  there  have  been  fatalities  atti'iiding 
the  use  of  large  doses  of  the  arsenicals  none 
of  us  can  deny’.  Schamberg  states  that  doses 
of  neo-salvarsau  in  excess  of  .45  gm  are  <lan- 
gerous  in  the  average  individual,  and  only’ 
in  the  exceptional  case  does  he  use  .6  gm. 
This  expresses  my’  own  personal  opinion,  and 
I believe  the  future  will  reveal  the  general 
adoption,  by’  the  medii'al  profession,  of  smal- 
ler doses  of  the  arsenicals  than  are  being  so 
universally  used  today.  A drug,  which  in  a 
large  dose,  is  so  irritative  to  the  liver  as  to 
j)roduce  an  acute  hepatitis  and  so  violent  in 
its  effect  on  syphilitic  involved  tissues  as  to 
bring  about  an  acute  inflammatory  reaction, 
cannot  be  classified  other  than  dangerous. 
This  is  especially’  true  if  the  essential  lesions 
are  in  the  brain,  heart  or  liver,  and  it  is  in 
these  cases  that  most  of  the  fatalities  have 
occurred  from  large  doses  of  the  arsenicals. 
Wart'hin,  in  a late  article,  state.s,  '“Under 
modern  treatment  the  period  of  latency  seems 
to  be  shortened;  Neuro-syphilis  and  aortitis 
seem  to  be  developing  earlier  (10  to  15  years) 
than  under  the  ohl  treatment.’"  The  common 
p''atholoigical  picture  of  old  chi-onic  sy’philis 
is  a fibrosis,  often  having  spirochetes  en- 
veloped in  it.  The  rarer  form  is  the  gumma, 
which  when  present,  is  most  frequently’  asso- 
ciated with  a fibrosis.  Warthin,  states  the 
“lesion  of  latent  sy’philis  repeats  the  path- 
ology’ of  the  primary’  lesion ; in  other  words, 
cell  lU’oliferation  with  infiltration.’’  (Vas- 
cular and  lu'ri-vascular  infiltration  with 
plasma  and  lymphoid  cells;  cells  of  the  yes- 
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sei  wall  and  surrounding  tissue.; 

The  Four  Horsemen  in  the  battle  against 
syphilis  at  the  present  time  are  mercury, 
iodides,  arsenic  and  bismuth.  There  are  also 
reconstructives,  such  as  cod  liver  oil,  which, 
with  iron,  act  as  reinforcements  and  often 
help  turn  the  tide  of  battle.  There  are  but 
few  old  chronic  syphilitics  that  are  not  anemic 
and  strange  to  say,  a great  many  men  who 
treat  this  disease,  seem  to  overlook  this  cmn- 
nion  coincidental  condition.  In  looking  over 
the  literature  on  the  treatment  of  this  disease, 
there  are  but  few  who  even  mention  the 
value  of  iron  in  assisting  our  patients  to 
combat  this  disease.  All  of  us  realize  the 
importance  of  a good  hemoglobin  content  in 
the  blood  to  assist  nature  to  the  fullest  extent 
in  overcoming  any  infectiom.  Why  it  is  so 
frequently  overlooked  in  treating  late  syphi- 
lis, I do  not  know.  I believe,  like  our  good 
friend,  Dr.  Palmer,  that  mercury  is  still  the 
outstanding  drug  in  the  tri-atment  of  syphi- 
lis ; and  this  applies  to  any  stage  of  the  dis- 
ease. It  does  make  a great  difference  as  to 
how  mercury  is  used.  It  should  be  given 
dail}”,  or  nearly  so,  so  that  there  is  a constant 
and  regular  absorption  of  the  drug.  To  use 
mercury  in  this  manner,  it  can  onljq  with 
Ijractical  application,  be  given  by  mouth  or 
by  inunction.  There  is  but  very  little  need 
to  ever  give  a hypodermic  of  mercury.  The 
hypodermic  use  of  the  insoluble  salts,  in  an 
insoluble  base  (insoluble  to  the  tissues)  is  not 
satisfactory  for  the  following  reasons; 

hdrst:  Most  of  them  are  ])ainful  for  hours 
and  at  times  even  for  days. 

Second:  The  absorption  by  the  tis.sues'of 

in-soluble  drugs,  in  tis.sue  insoluble  media,  is 
always  variable  and  uncertain  in  different 
people. 

Third:  It  has  been  j)roven,  in  the  anny 

that  many  of  these  injections  become  encyst- 
ed and  remain  so  for  years. 

Fourth : Absce.sses,  following  at  the  sit(> 

of  injection,  are  not  uncommon  occurrences. 

There  are  patients  who  cannot  tolerate 
mercury  by  mouth,  owing  to  gastro-inte.stional 
irritation.  Again,  there  are  those  wdio  can- 
not tolerate  the  drug  in  but  the  very  smallest 
amounts,  even  by  inunction.  I have  a patient 
now  who  can  tolerate  Init  1/4  drahm  of  mei’- 
curial  ointment  every  third  day  by  inunc- 
tion. IMore  than  this  amoumt  causes  him 
to  feel  nauseated  and  he  loses  his  appetite 
almost  completely.  Patients  who  develop  an 
active  dermatitis  also  contraindicate  the  in- 
unction method. 

As  regards  the  treatment  of  late  syphilis 
of  the  internal  organs,  with  perhaps  the  ex- 
ception of  severe  and  badly  damaged  kid- 
neys, it  should  be  the  general  policy  to  {)ut 
these  patients  on  an  intensive  mercury  treat- 
ment for  at  least  two  to  four  weeks  before 
any  arsenicals  shoidd  be  used.  That  there 


are  exceptions  to  this  statement  is  appaignt 
to  all  of  us.  There  is  the  gastric  crisis  and 
the  ‘‘lightening  pains”  of  locomotor  ataxia, 
which  in  my  limited  experience,  have  been 
slow’  to  yield  to  mercury.  A small  dose  of 
silver-arsphenamine  (.2gm)  or  if  there  are 
no  eye  findings  contraindicating,  an  injec- 
tion of  trypar.samide  may  be  necessary  to  as- 
si.st  in  overcoming  these  troublesome  symp- 
toms. Again,  I do  not  believe  the  finding  of 
an  albuminuria  and  casts,  wdthout  the  pres- 
ence of  erythrocytes,  would  be  contraindica- 
tive  to  the  cautious  use  of  small  doses  of 
mercur}-.  If  the  picture  is  one  of  an  acute 
congestive  nephritis,  it  would  seem  more 
logical  to  depend  on  the  arsenicals  in  small 
doses  until  the  urinary  picture  made  a:  change 
for  the  better  before  mercury  be  given. 

Kxperimentally,  since  the  succe.ssful  cul- 
ture of  the  spirocheta  pallida  has  been  made 
po.ssible  in  the  laboratory,  it  has  been  shown 
that  the  exogenous  toxin  of  the  spirochete  is 
productive  of  but  little  reaction  on  the  part 
of  the  ti.ssues  of  an  injected  animal;  never- 
theless, the  endotoxins  do  cause  isome  reac- 
tion, as  has  been  i)roven  by  the  injection  of 
the  macerated  dead  organisms.  This  may  be 
true  from  the  standpoint  of  animal  experi- 
mentation but  it  is  questionable  if  it  is  true 
in  the  human  body.  There  are  comparativel,v 
fcAv  animals  where  inoculation  of  syphilis  is 
successful,  therefore  it  is  difficult  to  draw 
logical  conclusions  from  such  an  experiment. 
This  action  is  contrary  to  that  of  the  ordi- 
imry  bactcuba,  whose  exogenous  toxins  are 
])otent  and  rapid  in  their  action.  It  is  per- 
haps because  of  this  finding  that  syphilis  is 
described  as  a dis(‘ase  of  .slow  evolution.  These 
facts  must  be  considered  when  selecting 
drugs  to  be  used  to  combat  it  in  nuBii.  Mer- 
cury is  perhaps  inhibitive  to  the  develop- 
ment of  the  spirochete  and  as  such  either 
through  prolonged  action  causes  final  death 
or  by  attenuating  the  organism,  allows  anti- 
bod,v  to  destroy  it. 

It  is  the  opkaion  of  many  authorities  that 
arsenic  is  the  most  spirocheticidal  of  all 
drugs.  If  this  be  true,  it  can  account  for  the 
acute  reaction  on  the  ]>art  of  the  ti.ssues  of 
old  s,vphili,s,  when  a very  large  dose  is  used. 
If  it  causes  a rapid  death  of  some  of  the 
spirochetes  and  since  the  toxins  that  are  most 
damaging  are  endotoxins,  their  sudden  liber- 
ation would  be  responsible  for  this  phenom- 
enon of  acute  inflammatory  reaction. 

There  are  those  who  believe  the  chief  ac- 
tion of  the  so-called  anti-.syphilitc  drugs  is 
as  pronounced  u]»on  the  specific  involved  tis- 
sues as  upon  the  spirochete  itself.  The  ac- 
tion of  these  druig'.s  is  stimulative  to  the 
plasma  cells,  the.se  cells  contain  granules 
from  which  a local  anti-bod.v  is  to  be  formed. 
Complement  is  a.  lipoid-globulin,  which,  af- 
ter proper  arrangement  of  its  molecular  con- 
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.stilu0uts,  becoineti  aiiLi-bod^',  and  as  sucb  is 
capable  of  uniting  with  antigen  and  renderiug 
It  inert  nr  liariniess  to  the  body.  Tliere  is 
pernaps  but  one  complement  in  the  body  by 
which  luature  combats  all  infectious  diseases, 
l^iacli  organism  differs  in  its  protein  mole- 
cule aud  complement  must  first  be  rear- 
ranged before  it  is  actually  anti-body.  Ur- 
tlinary  bacteria  differ  from  the  spirochete 
of  syphilis,  because  their  exogenous  protein 
molecules  are  powerful  poisons  aind  are  there- 
fore more  .stimulative  to  the  anti-body  me- 
chanism than  the  exogenous  toxins  of  the 
spirochete  w'hich  have  been  proven,  at  least 
e.'opcrimeutally,  to  be  very  mild.  In  luetic 
infectians  this  can  explain  how  the  organism 
can  lie  dormant  for  so  many  years  without 
nature  being  stimulated  sufficient  to  manu- 
facture enough  anti-bodies  to  overcome  the 
infectio'u.  That  there  are  exogenous  toxins 
is  demonstrated  by  the  reaction  of  the  tis- 
sues in  a chancre  and  by  the  often  irrepara- 
ble damage  to  the  tissues  in  old  chronic 
eases,  i believe  tlie  most  logical  attitude  to 
assume  on  this  phase  of  drug  action  is  that 
drugs  act  both  on  the  spirochete  as  well  as 
upon  the  tissue  involved.  While  animal  ex- 
perimentation is  often  fallacious  when  the 
principles  are  applied  to  the  human  body, 
yet  much  knowledge  has  been  gained  there- 
from and  I think  the  work  of  Kolmer  has 
some  foundation,  as  proven  by  clinical  facts, 
when  he  concludes  that  the  endotoxins  an 
more  powerful  than  the  exogenous  toxins  o. 
this  disease.  From  this  it  seems  that  in  on 
or  late  syphilis  we  must  actually  destroy 
some  of  the  spirochetes,  inasmuch  that  nature 
can  be  stimulated,  through  liberation  of  anti- 
gen to  rearrange  complement  so  that  it  can 
be  active  in  its  anti-body  content.  We  inns- 
not  forget,  that  in  any  infectious  disease,  it 
is  the  presence  of  a specific  toxin  that  c'ause;-^ 
nature  to  mamufacture  a specific  antitoxin 
or  anti-body  and  that  drugs  can  only  act  as 
assistants  in  this  complicated  process.  To 
clarify  this  last  statement,  I meaiu,  that  it 
is  oniy  by  the  presence  of  antigen  that  the 
anti-body  mechanism  is  brought  into  action 
in  producing  a specific  anti-body.  Chemieah 
of  their  own  accord,  without  antigen,  cannot 
do  it. 

When  death  has  occurred  after  a large  dose 
of  the  arsonicals,  at  autopsy  the  old  lesion  or 
lesions  present  the  picture  of  an  acute  inflam- 
matory reaction  having  taken  place.  This 
phenomenon  can  l)o  explained  along  two  sep- 
arate lines: 

First:  If  ar.senic  caus('s  rapid  deatli  of 

the  spirochetes  in  an  old  lesion,  the  .sudden 
liberation  of  the  inoi’e  powerful  Qudotoxins 
in  their  effect  on  the  tissues,  overcomes  anti- 
body present  and  exerts  marked  irritation. 

Secoiul : There  are  those  wdio  believe  ar- 

senic in  large  doses  damages  the  local  anti- 
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I'ody  mechanisju  lo  I he  extent  Unit  the  orgaai- 
ism  is  moved  to  new  activity. 

It  makes  but  little  diffeiencc  which  of  the 
two  theories  you  accept,  it  brings  us  back  to 
what  has  been  said  before,  that  mercury' 
should  generally  precede  arsenicals  in  the 
treatment  of  old  lues  and  that  when  arsenic 
is  used,  a very  small  dose  should  test  the  i . 
tient’s  tolerance  and  the  effect  it  has  upon 
the  disease  present. 

In  old  chronic  syphilitic  lesions,  there  is 
an  apparent  zone  of  inhibition  about  and 
around  same,  in  this  area  is  found  protein- 
split  products,  due  to  activiij-  of  the  organ- 
isms present,  which  attract  complement  and 
cause  its  fixation.  In  turn  this  allows  the 
spirochete  to  thrive  in  that  a protective  wall 
as  it  were,  is  fonned.  It  has  been  found  that 
part  of  these  products  of  protein  cleavage 
are  unsaturated  fatty  acid  radicles.  It  is  here 
the  iodides,  by  their  combination,  exert  a sol- 
vent action  and  prevent  the  further  fixation 
of  complement. 

The  iodides  seem  to  be  in  the  background 
today  and  many  Avriters  apparently  overlook 
their  value.  They  exert  a powerful  solvent 
action  on  granulomatous  and  indurative  tis- 
sue and  allows  complement  access  to  the  em- 
beilded  sjiirochetes.  They  should  always  ac- 
company our  other  drugs  in  treating  this 
('ondition.  There  are  two  excejitions,  hoAvever, 
that  .should  be  mentioned.  Aneurism  and  tu- 
berculosis. There  are  jnitionts  who  tolerate 
the  iodides  very  poorly  and  have  rather  se- 
vere reactioms.  Strange  to  say,  many  of  these 
have  the  best  iodide  result,  insofar  as  the  dis- 
ease responding  is  concerned.  There  are  in- 
deed not  many  who  cannot  tolerate  a few 
grains  of  iodide  at  Ixsltime,  once  a day.  That 
the  body  reacts  or  is  over  sensitive  to  this 
druig  .should  not  deter  us  in  its  use.  The 
iodides  increase  the  penetrability  of  our 
other  drugs. 

Bismuth  has  come  into  prominence  of  late  • 
and  some  of  our  leading  authorities  lay  great 
stress  on  its  A'alue,  especially  in  those  pa- 
tients Avh.o  do  not  tolerate  mercury  very  Avell 
A water  soluble  salt,  soluble  to  tissue  absorp- 
tion, would  seem  preferable  to  the  suspended 
oily  solutio-.s  for  the  same  reasons  as  given 
before.  Bi.smuth  sodium  tartrate  (Searle). 
each  2 c.  c.  ami>oule  containing  .03  gm  of  the 
salt,  is  the  one  T usually  use:  it  must  be  given 
intramuscularly.  Tf  given  in  the  fatty  sub- 
cutaneous tissue  it  can  cause  sevei’e  irrita- 
tion. Ferguson  claims  it  is  more  effective  in 
old  lues  than  arsenic.  Tie  combines  it  with 
Tv  I and  alternates  Avith  mercury.  62% 
of  ai’senic  resistant  ca.ses  became  negative. 
Bismuth,  like  mei-cury,exerts  its  chief  irritant 
action  oio  the  kidneys  and  regular  urinalyses 
should  be  made  Avhile  it  is  being  employed. 
Bismuth  in  combination  Avith  arsenic  (13ismar- 
sen  or  Bismuth-Arsiihenamine  Sulphonate)  is 
recommended  by  Kolmei-  in  cardio-vascular 
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syphilis,  it  is  only  nsod  intramuscularly, 
in  my  own  limited  use,  it  has  been  rather 
])ainlul  iti.id  some  pacients  object  to  it. 
Schamberg  states  that  silver-arsphenamine  is 
the  most  efficacious  drug  in  syphilis  that 
we  possess,  if  we  are  to  judge  from  its  effect 
in  the  experimentally  infected  rat.  It  is  of 
value  in  neurosyphilis,  in  late  manifestations 
of  congenital  lues  atnd  old  resistant  forms  of 
the  disease.  There  is  sulpharsphenamine, 
which  like  Bismarsen  because  of  its  intramus- 
cular use,  is  of  great  value  in  treating  con- 
genital lues  in  children. 

in  a paper  of  this  type,  on  la  subjct  where 
there  are  numerous  contributioins  to  the  liter- 
ature, each  author  having-  his  own  theory  aind 
Ids  own  experience,  the  apparent  difficulty 
with  me,  is  knowing-  just  how  to  conclude. 
1 do  mot  believe  that  routine  dose  of  a drug, 
a set  routine  time  and  management  of  treat- 
ment, can  be  of  any  permanent  value,  if  ap- 
plied to  all  patients  presenting  themselves. 
When  we  follow  a beaten  path,  we  lose  the 
right  to  exercise  our  own  judgment  and  ori- 
ginal individuality,  which  cond)ination  is  as 
es.sential  to  the  ultimate  welfare  of  oui-  pa- 
tients as  to  the  future  advances  of  medicine. 
It  is  impossible  to  go  into  detail  as  to  the 
treatment  of  ehranic  syphilis  of  each  indivi- 
dual system  or  organ,  in  one  short  paper. 
Each  one  is  a .sym,posium  in  itself. 

Before  closing,  the  most  important  (pies- 
tion  to  be  answered  still  remains;  w-hen  is  our 
patient  cured?  A question  that  I do  not  be- 
lieve anyone,  at  this  time,  can  answer  with 
cca-'t|Ed|[it,v.  War^ldn,  'in  his  latest  article 
states,  “iModern  treatmeiiit,  like  the  old,  re- 
sults only  in  a clinical  cure;  in  no  cases  have 
I seen  an  absolutely  inactive  instance  of  syph- 
ilitic iinfection.  ()n  a careful  search,  active 
latent  lesions  have  always  been  found  in  my 
material.”  Later  on  Iv"  says;  ‘‘A  negative 
Wasserniann  reaction  is  of  very  little  value 
in  excluding  the  presence  of  latent  sy])hilis. 
The  Kahn  test  shows  a much  greater  degree  of 
accuracy.”  Kolmer  states  that  as  long  as  the 
blood  or  spinal  fluid  is  still  Wasserniann  posi- 
tive, there  is  a likelihood  of  the  body  har- 
boring live  spirochetes.  On  the  other'  hand, 
too  prolonged  intensive  treatment  does  the 
]iatient  liaii-m  and  /periods  of  rest,  with  tonics 
and  proper  hygiene,  are  essential  to  our  pa- 
tients wellbeing. 

Since  we  cannot  rely  upon  the  Wa.sser- 
mann  reaction  as  implying  an  active  or  in- 
active infection,  the  only  good  that  can  be 
accomplished  there  from  is  comparison  with 
previous  reports.  Would  it  not  seem  losical 
to  assume,  if  a ]ialient  had  a negative  Was- 
sermaun  for  say  three  1o  five  years  after  all 
intensive  treatmcnl  liad  been  discontinued 
then  to  find  it  again  po.sitive,  that  the  dis- 
oasc  was  again  active?  1 feel  like  such  would 
be  the  (‘.ase  and  that  this  finding  would  be 
of  some  value  to  us  in  indicating  the  amount 


and  intensity  of  further  treatment. 

Warthin’s  findings  are  very  discoui’aging 
as  to  any  case  ever  obtaining  a complete  cure, 
yet  most  of  us  feel  like  we  must  see  a nega- 
tive blood  and  spinal  fluid  before  w'e  are 
satisfied  to  temporarily  give  our  patient  a 
prolonged  rest. 

Perhaps  the  ideal  to  be  attained  would  be ; 

h’irst ; A yearly  Wassermann  and  Kahn 
test  on  blood  and  spinal  fluid,  solely  for  the 
puri)ose  of  comparison,  in  that  by  a positive 
increase,  an  active  latency  may  be  di.scovere;! 
before  clinical  signs  lare  manifest. 

Second ; All  patients,  regardless  of  nega- 
tive; laboratory  tests,  be  given  a four  to  si:; 
weeks  treatment  of  mercury  and  iodides,  once 
a year,  for  the  remainder  of  their  lives.  Tin 
should  increase  that  period  of  latency  to  such 
an  extent  the  patient  finally  will  die  of  old 
age  or  of  some  other  disease,  which  is  com 
mon  to  us  all. 
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DISCUSSION 

E.  R.  Palmer:  Mr.  Chairman  and  members  of 
the  Jefferson  County  Medical  Society;  I wish 
at  first  to  express  my  appreciation  of  this  most 
excellent  presentation  of  the  subject  Latent 
Syphilis  and  I am  happy  to  state  that  for  the 
first  time  in  many  years  I find  myself  in  agree- 
ment with  almost  all  that  has  been  said.  This 
seems  to  imply  that  I have  at  last  struck  my 
colors;  have  given  up  the  fight  and  like  the 
prodigal  son  am  now  ready  for  the  fatted  calf. 
But  careful  consideration  of  most  of  the  state- 
ments that  have  been  made  by  the  essayists  will 
show  that  my  agreement  is  due  to  the  fact  that 
the  ideas  expressed  here  'tonight  concerning 
syphilis  and  its  management  are  now  more  in 
accord  with  the  position  I defended  before  this 
society  more  than  ten  years  ago;  and  which  I 
still  maintain  is  correct.  At  that  time  mine  was 
a voice  almost  alone  in  a wilderness  of  opposi- 
tion, but  today  as  Dr.  Gaupin  has  pointed  out 
such  a prominent  pathologist  as  Warthin  states 
that  while  arsphernamine  prevents  the  appear- 
ance of  external  manifestations  and  rapidly 
causes  the  resolution  of  the  initial  lesion,  it 
does  so  apparently  at  the  expense  of  the  internal 
organs,  cardiovascular  and  central  nervous  sys- 
tem by  rendering  the  disease  latent.  That  by 
it  the  time  of  the  oncoming  of  the  latency 
shortened,  and  the  incidence  of  neurosyiphilis 
and  internal  syi)hilis  is  increased.  Moreover  he 
also  as  Dr.  Gaupin  pointed  out  calls  attention 
to  the  fact  that  many  European  syphilologists 
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believe  that  the!  immunity  to  the  late  destructive 
lesions  that  is  derived  from  secondary  manifes- 
tations is  better  and  more  likely  to  be  perma- 
nent than  those  produced  by  the  arsenicals. 

So  slowly  but  surely  the  pendulum  of  medica^ 
oipinion  is  swinging  back.  In  order  to  handle 
a case  of  latent  syphilis  to  the  best  interest  of 
the  individual  concerned,  it  is  essential  that  we 
have  as  clear  a conception  as  is  possible  of, 
first,  the  pathological  process  that  is  taking 
place.  Second,  just  what  tissues  or  organs  are 
involved  and  to  what  extent.  Third,  how  the 
body  is  attempting  to  correct  this  condition,  and 
fourth,  how  anti-syphilitic  drugs  act  and  what 
is  the  difference  in  the  mode  of  action  of  the 
different  drugs.  And  finally  what  drug  or  com- 
bination of  drugs  is  best  suited  to  the  case  ii 
hand. 

The  first  thing  we  must  realize  is  that  we  are 
not  treating  an  entity,  latent  syphilis.  And 
above  all  we  are  not  treating  a 4 plus  Wasser 
mann  reaction,  but  an  individual  who  is  suffer- 
ing from  a condition  due  to  syphilis.  Our  ob 
ject  then  is  not  simply  to  rush  blindly  in  an 
by  mass  attack  slaughter  spirochetes  but  to  re- 
lieve our  patient  from  suffering  and  restore  the 
tissue  involved  to  as  near  a healthy  condition 
as  possible.  It  is  a serious  mistake  in  many  of 
these  cases  to  recklessly  pour  in  drugs,  whether 
arsenic,  bismuth  or  mercui’y,  in  the  hope  of 
permanently  converting  a positive  Wassermann 
to  negative  for  by  so  doing  you  will  often 
wreck  the  health  if  not  hasten  the  death  of  him 
whom  you  would  help. 

Dr.  Miller  has  beautifully  demonstrated  to  us 
the  pathology  of  many  of  the  lesions  of  latent 
syphilis.  We  must  bear  in  mind  always  as  Dr. 
Miller  has  demonstrated  and  Reasoner  says 
that  “No  matter  at  what  stage  a syphilitic  reac- 
tion develops,  it  is  essentially  a granuloma  hav- 
ing its  origin  in  the  peri  vascular  lymp  spaces.” 
It  begins  as  an  endarteritis  then  a peri  arteritis 
which  is  followed  by  an  infiltration  of  the  lymph 
spaces  with  Mononuclear  lymphocytes  and  plasma 
cells.  It  is  the  character  of  the  ultimate  evolu- 
tion of  these  inflammatory  exudates  that  de- 
termines the  type  and  degree  of  the  resulting 
injury.  And  it  is  evident  that  the  proiper  man- 
agement of  internal  syphilis  depends  more  on 
how  successfully  we  deal  with  this  granuloma 
than  on  killing  spirochetes  and  lendering  ;> 
Wassermann  negative. 

What  is  the  nature  of  this  granuloma?  What 
is  the  body  trying  to  accomplish  with  it?  It  is 
certainly  wrong  to  look  upon  it  as  wholly  a 
harmful  state  of  affair.  We  must  recognize 
that  it,  like  all  other  inflammatory  exudates  is 
primarily  a defensive  and  secondarily  a repara- 
tive measure  and  only  becomes  pathological  and 
harmful  when  through  the  virulence  and  pro- 
longaHon  of  the  action  of  the  spirochete  the 
continued  presence  and  activity  of  both  com- 
batants causes  destruction  of  tissue  in  the  field 
of  action,  the  cells  of  the  granuloma  then 


either  undergo  their  normal  transformation  in 
the  connecting  tissue  replacing  the  destroyed 
area  with  a scar.  As  in  the  case  of  postenor 
spinal  sclerosis  and  Hepatic  sclerosis  are  then  the 
occulsion  of  arteriosis  and  consequent  lack  of 
blood  supply  local  necrosis  results  in  the  form 
of  a gumma  which  is  itself  eventually  replaced 
with  a scar.  These  lymphocytes  and  plasma 
cells  are  a defense  against  the  spirochetes  not 
only  by  walling  them  in  but  also  by  the  local 
fonnation  of  anti-body. 

In  1920  I predicted  that  eventually  a posi- 
tive Wassermann  would  be  obtained  from  the 
juices  of  a chancre  and  in  1921  Klander  and 
Kolmer  succeeded  in  demonstrating  this. 
Moreover,  McDonaugh  has  extracted  compli- 
ment from  satellite  lymph  glands.  From  these 
facts  it  is  evident  that  there  is  a local  as  well 
as  a general  anti-body  formation. 

In  primary  and  secondary  syphilis  tbe  le- 
sions are  intrinsically,  the  same  as  in  latent 
syphilis,  differing  only  in  being  more  discrete, 
less  massive  and  having  a tendency  to  under- 
go complete  resolution  with  a restoration  of  the 
involved  tissues  to  a normal  condition. 

That  is  what  the  body  is  attempting  to  do  in 
all  stages  of  syphilis,  and  our  treatment  should 
be  such  as  to  favor  I'ather  than  to  hinder  this 
effort. 

Has  that  been  accomplished  by  the  modern 
methods  of  early  intensive  treatment  with 
arsenic?  I have  from  the  first  claimed  that  it 
has  not.  And  the  findings  of  pathologists  now 
seem  to  support  my  contentions.  It  is  only  indi- 
rectly that  my  fight  has  (been  against  arsenicals, 
the  main  attack  being  against  the  method  of 
treatment  which  I believe  I have  proven,  is  based 
on  a false  theory  of  the  action  of  drugs  and 
since  arsphenamine  is  the  key  stone  of  the  arch 
which  upholds  this  theory,  I am  endeavoring 
to  dislodge  it.  In  syphilis  an  ounce  of  preven- 
tion is  worth  a pound — nay  a ton  of  cure,  so  the 
quicker  we  free  ourselves  from  the  fallacy  of 
chemo-therapy  the  quicker  we  recognize  that 
anti-bodies  alone  kill  spirochetes  and  our  drug 
act  only  as  pai’asiticide  and  catalyzers,  the 
sooner  will  we  see  in  my  opinion  a decline  in 
the  incidence  of  internal  syphilis  or  so-called 
latent  syphilis. 


Relation  of  Phrenicotomy  to  Cardiospasm — 
In  order  to  get  some  data  on  the  possilbility  of 
cardiospasm  following  phrenicotomy,  Ernst  got 
in  touch  with  179  patients  who  had  been  sub- 
jected to  this  operation  during  the  years  1921- 
1929.  Those  operated  on  r-ecently  were  ex- 
amined with  the  roentgen  ray.  In  none  of  the 
179  cases  was  there  any  evidence  that  cardio- 
spasm had  .supervened  following  the  operation; 
however,  it  is  important  that  phrenico-exeresis 
should  be  performed  only  after  indications  have 
been  weighed  carefully  and  it  is  determined 
definitely  that  Ihe  oiieration  can  and  should  bo 
done. 
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FllYTUBEZOR  * 

Walter  S.  AVyatt,  M.  D. 

Lexington. 

Patient  is  a white  female,  age  52,  single. 
Complaint : eonstant  xliill  pain  in  stomach 
for  four  days. 

Family  History : Father  died  age  35,  of 

tuberculosis.  Several  paternal  and  maternal 
uncles  and  aunts  had  tuberculosis. 

Past  History : Patient  has  never  been 

strong.  She  states  tliat  she  has  had  three 
attacks  of  “hemorrhagic  purpura”  and 
“came  near  dying  from  each  one.”  Last 
attack  was  in  1914.  Tionsillectomy  in  1920 
followed  by  tleafness  in  right  ear.  As  early 
as  she  can  remember  she  has  suffered  at 
intervals  Avith  epigastric  distress,  distention 
and  pyrosis  after  meals  and  occasionally 
nausea  and  vomiting.  After  remaining  on  a 
Ii(pdd  diet  a.  few  days  the  symptoms  Avould 
disappear.  In  May,  1924  she  came  to  us 
eomplaiinng  of  heaviness  and  distention  in 
the  (‘pigastrium  AAbich  had  been  present  three 
or  four  montlis.  Following  the  distention  a 
dull  boring  ])ain  was  present  in  right  hypo- 
ehondriuni,  Avhicb  at  times  Avas  severe.  Fluoro- 
scopic la-nd  x-ray  exairtinations  of  gastro- 
inte.stinal  tract  and  gall  bladder  Avere  neg- 
ative. On  several  occasions  she  has  b_een 
treated  for  “colitis,”  the  last  one  being  in 
1919.  Since  1906  has  been  constipated  and 
ncA’Cr  has  a stool  except  from  laxatWes  oi 
enema.  Isehio-rectal  abscess  opened  ann 
drained  in  1924  and  a sinus  remains. 

Present  illness : On  the  night  of  NoA^ember 
29th,  1929,  patient  ate  supper  at  6 p.  m. 
About  11  p.  m.  began  having  dull  aching  and 
cramping  j)ains  in  epigastrium  accompanied 
by  nausea  but  no  Ammiting.  Took  a dose  ot 
Epsom  Salts  that  night  and  castor  oil  the 
next  morning  folloAved  by  thoroAigh  evacua- 
tions. Since  then  has  had  Avaves  of  nausea 
and  a constant  dull  pain  in  epigastrium  and 
p,vrosis.  She  has  been  unable  to  drink  or  eat 
Avithout  the  pain  increasing.  The  only 
nourishment  taken  the  past  four  days  has 
been  one  cup  of  bouillon  daily.  Soreness  is 
general  throughout  the  abdomen  but  espe- 
cially marked  in  epigastrium. 

Patient  has  had  two  other  attacks  similar 
to  this  one.  The  first  attack  occurred  early 
in  the  spring  1929  and  the  other  one  in  June. 
Each  attack  lasted  about  tAvo  days  and  im- 
phoA^ement  followed  a purge,  although  the 
abdomen  remained  sore  and  tender  for  about 
a week. 

Physical  Examination  : Patient  looks  Aveak 
and  ill,  and  Avalks  as  if  abdomen  is  quite 
tender.  The  epigastrium  and  left  h.vpocbon- 
drium  are  acutely  tender  Avbib>  the  remaindcu 

*Rch(I  licfuro  the  Keiitni-liy  .State  Aledie.-il  .Association 
at  Lexington,  September  7-10,  1931. 


of  the  abdomen  is  not  so  much  so.  There  if 
no  rigidity.  A mass  the  size  of  a thumb  i.'i 
palpable  to  the  left  of  mid-line  of  epigas- 
trium and  moves  Avith  respiration  and  feels 
like  a Tvortion  of  contracted  bowel.  At  timcf 
Augorous  peristalsis  is  visible  in  left  hypo- 
chondrium  and  epigastrium  passing  toAvards 
the  mass  Avliere  it  stops.  During  peri.stalsis 
the  mass  can  be  felt  enlarging  and  as  the 
Iteristalsis  subsides  the  mass  returns  to  its 
former  size.  At  the  time  of  the  peristalsis 
the  ])atient  comjjlains  of  an  increase  in  the 
intemsity  of  the  pain.  The  remainder  of  the 
physical  examination  is  iiegatiA'e  except  for 
sinuses  on  each  side  of  anus. 

Laboratoiy  Examinations : Blood  and  urine 
negative. 

X-ray  of  stomach  and  duodenum:  multiple 
large  and  small  filling  defects  involving  the 
stomach  from  near  the  fundus  to  the  p.vdoric 
antrum.  The  antrum  is  almo.st  completel.v 
filled  by  one  large  mass.  There  is  very  little 
involvement  of  the  curvature.  The  rugae  im- 
mediately adjacent  to  the  defects  appear  nor- 
mal, and  the  gastric  Avail  bctw(‘en  tlu'  in- 
volved areas  is  flexible  with  normal  peri- 
stalsis. Diagnosis:  multiple  gastilc  tumors, 
probably  benign.  (D.  S.  H. ) 

Operation:  Spinal  anesthesia.  Pre-o]>- 

ei-ate  Diagnosis:  MulfijAle  ])olypi  stomach. 

Operative  Diagnosis : multiple  bezoars.  Op- 
eration done,  gastrotomy ; removal  of  foreign 
bodies. 

Findings : There  Avere  three  rather  firm 
masses  Avithin  the  lumen  of  stomach,  the  lar 
gest  of  Avhich  Avas  the  size  of  small  orange 
smallest  size  of  Avalnut.  They  Avere  shaded 
from  dark  to  light  sea  green.  These  three 
masses  when  fitted  together  formed'  a mold 
of  the  stomach.  The  gross  ai)i)earance  is  that 
of  a phytobezoar.  The  largest  mass  Avas  in 
the  fundus  and  smallest  mass  Avas  in  the 
antrum  of  the  stomach,  so  placed  that  it  prob- 
ably acted  as  a ball  valve  in  the  p.vlorus.  The 
gastric  mucosa  Avas  normal  in  appearance. 
Hall-bladder  Avas  of  dirty  gray  color  appar- 
ently infiltrated  Avith  fat.  The  bile  passages 
Avere  not  palpated  because  of  fear  of  soiling. 
LoAver  abdominal  organs  not  examined.  Pro- 
cedure high  left  I'ectus  incision.  Stomach  was 
opened  Avith  ti-an.svei'se  incision  through  its 
body,  the  bezoars  removed,  and  incision  closed 
with  triple  layer  intestinal  catgut.  Layei 
closure  of  abdomen  Avithout  drainage. 

Pathological  Report 

Gross : The  specimen  consists  of  three 

Ix'zoars  welghinu'  76.  93,  and  11  grams  respec- 
tiA'ely,  a total  of  180  grams.  Tlicy  are  roughly 
faceted  and  llu'  surface  of  each  is  covered  by 
a greenish  dejiosit.  Sections  through  the 
larger  mass  shows  a uidform  consistency.  i\ 

( bee.s.v  material  binds  together  vegetable 
husks.  No  lamination  could  be  demonstrajted. 
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Diagnosis:  Phyto-bezoars.  (E.  S.  Maxwell.; 

Subsequent  History : Patient  has  always 

been  fond  of  persimmons  and  has  eaten 
rather  large  amounts  of  them.  The  night  oj 
Xovember  29th  .she  began  eating  persimmon* 
about  7 :30  p.  m.  while  reading  and  by  11 
p.  m.  when  the  pain  began,  she  thinks  sin 
had  eonsumed  slightly  less  than  ;a  pint  of 
them. 

The  patient  made  an  uneventful  reeovei'\ 
and  is  in  better  health  today  than  she  im 
been  in  years. 


CHRONIC  DEFORMING  ARTHRITIS: 
TREATMENT  BY  SYMPATHETIC 
GANGLIONECTOMY* 

R.  Glenn  Spurling  M.  D.,  and 
Franklin  Jelsma,  M.  D. 

Louisville. 

Introduction : About  2 years  ago,  one  ot 

us  (1)  published  a preliminary  report  in  tin 
Kentucky  State  Medical  Journal  upon,  “The 
Effects  of  Sympathetic  Ganglionectomy  in 
the  Treatment  of  Two  Cases  of  Chronic  De- 
forming Arthritis.”  At  that  time,  the  pro- 
cedure was  still  in  the  experimental  stage 
and  no  definite  conclusions  could  be  drawn 
as  to  its  lasting  beneficial  effects.  Now 
from  our  own  experience  and  that  of  othei's 
(2,  3,  4,  5,),  we  feel  justified  in  making  ir 
more  critical  analysis  of  results  and  perhaps 
help  place  the  procedure  in  its  rightfui 
category  in  the  treatment  of  this  most  baff- 
ling disease. 

Not  all  cases  of  deforming  arthritis  wiR 
be  relieved  by  sympathetic  surgery.  As  a 
matter  of  fact,  only  a relatively  small  percent- 
age of  those  suffering  from  this  disease  wC 
be  benefitted.  First  of  all,  before  consid- 
ering indications  for  the  operation  in  arth- 
ritis. let  us  revieAV  the  known  facts  relative 
to  the  physiological  effects  of  cervicodorsa! 
and  lumbar  sympathetic  ganglionectomy. 

"When  the  inferior  cervical,  first  and  sec- 
ond dorsal  symnathetic  ganglia  with  their 
intervening’  trunk  are  removed,  the  following 
chansres  are  known  to  occur: 

1.  There  is  a marked  increase  in  surface 
and  deep  temperatures  in  the  upper  extre- 
mities, neck  and  face.  This  increase  in  tem- 
perature is  due  largely  to  the  removal  of  tin 
vasoconstrictor  mechanism  to  the  blood  ves- 
sels of  these  parts.  In  other  words,  the  blood 
ve.ssels  dilate,  and  more  blood  is  carried 
through  the  parts,  hence  an  increase  in  local 
heat. 

2.  The  sweating  mechanism  is  abolished 
over  the  same  areas.  The  skin  remains  warm 
and  dry.  Presumably,  the  loss  of  sweating 

*R<.-«'1  before  the  KentueUv  Stiite  Meilieal  .\ssoeia(ii)ii  at 
Lexington,  September  7 10,  1931. 


mechanism  is  resiionsible  for  some  of  the 
increase  of  heat,  inasmuch  as  evaporation  i.s 
greatly  reduced. 

3.  The  pilomotor  mechani.sm  is  abolished 
over  the  same  areas. 

4.  A more  or  less  permanent  Horner’s 
syndorme  is  jiroduced  tine  to  the  partial  in- 
terruption of  the  .sy iiqiathetic  mechanism  to 
the  head. 

After  removal  of  the  second,  third  ami 
fourth  lumbar  sympathetic  ganglia  with  thei. 
intervening  trunk,  the  same  effects  upon  th 
Wood  vessels,  sweating  and  pilomotor  mech- 
anisms are  noted  in  the  lower  extremities  a; 
observed  in  the  upper  extremities.  In  addi- 
tion, the  dilator  mechanism  to  the  lower  pai 
of  the  colon  is  interrupted,  but  this  appar 
ently  has  no  clinical  significance  in  persom 
with  normally  large  bowels. 

With  the  above  physiological  factors  oi 
sympathectomy  in  mind,  it  is  readily  appre- 
ciated that  the  only  effects  which  would  W 
beneficial  in  the  treatment  of  arthritis  woul.i 
be  the  increase  of  heat  due  to  the  change  in 
the  vascular  supply  end  sweating  mechanism 
to  the  extremities.  Application  of  externaJ 
heat  and  the  institution  of  various  physio- 
therapeutic measures  to  increase  the  blood 
supply  to  the  involved  parts  have  been  th 
ages  old  methods  of  treatment.  Sympathec- 
tomy, therefore,  is  merely  an  elaboration  oi 
these  methods  by  ])rovicling  a con.stant  in- 
crease of  heat  and  a more  adeqiiate  blood 
supply  to  the  parts  involved. 

Selection  of  patients : To  attempt  a classi- 

fication of  the  larthritides  would  be  beyonu 
the  scope  of  this  paper.  From  the  above  dis- 
( ussion.  it  becomes  obvious  that  oidy  those 
cases  of  arthritis  associated  with  a deficieni 
vascular  supply  to  the  involved  parts  woulu 
be  benefited  by  .sympathetic  nerve  surgery. 
The  clinical  manifestations  associated  with  a 
diminished  vascular  supply  are  cold,  clammy 
SAveaty,  hands  and  feet.  IMild  cyanosis  is 
often  present.  These  manifestations  are  usu- 
ally iirecipitated  by  cold  or  damp  weather. 
They  are  also  precipitated  by  emotional  ex- 
citement. Usually,  these  ischemic  s.A’mptom- 
occur  in  the  so-called  “arthritis  deformans” 
and  are  usually  not  associated  Avith  the  di'- 
generative  or  hypertrophic  type  of  arthritis 
Assuming  that  the  arthritic  patients  presen, 
symptoms  of  ischemia,  there  are  certain  con 
traindications  to  sympathetic  nerve  surger.. 
such  as:  1.  if  the  febrile  reaction  has  not  en 
tirely  siAbsided;  2.  badly  debilitated  patient 
Avith  heart  lesions,  etc.;  3.  eA’idence  of  peri- 
pheral arteriosclerosi.s ; 4.  fixed  ankylosed 
joints;  5.  extensive  destruction  of  the  join, 
surfaces;  6.  marked  bony  spurs  in  and  abou 
the  joints. 

It  is  entirely  appropriate  to  state  at  this 
lime  that  the  operation  of  sympathetic  gang- 
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lioneetoiny  is  a majoi’  procedure  of  the  fii 
magnitude,  and  the  patient’s  general  condi- 
tion must  he  carefully  studied  before  it  i 
undertaken.  Also,  no  eases  of  arthritis 
should  be  admitted  to  surgery  until  all  of 
the  usual  methods  of  medication  have  failed. 

]\Iethods  of  determining  the  degree  of 
ischemia:  Ordinarily,  hy  palpation  alone 

one  can  determine  the  degree  of  ischemia 
faii'ly  accuratel\-.  When  the  involved  extre- 
mity is  colder  to  the  touch  than  a norma) 
extremity  under  the  same  environment,  ajni 
when  i1*  is  clammy  and  moist,  ischemia 
considerable  degree  may  be  assumed  to  bt 
present.  For  a more  accurate  determination 
of  the  degree  of  diminisherl  blood  supph' 
surface  tem])erature  studies  should  be  made. 
There  are  several  convenient  and  accurate 
thermocoupples  on  the  market.  Fnfortunate- 
ly,  they  are  ex]iensiv(‘  to  own  and  operate. 
For  ordinary  clinical  work  the  skin  tern 
perature  thermometer  is  sufficiently  ac 
curate.  Temperature  reading  should  be 
made  over  all  the  involved  ])arts  and  com- 
parison made  between  temperature  reading 
of  the  uninvolved  parts.  (Surfac'e  tempera- 
ture readings  should  be  checked  sev(u-al  times 
under  as  nearly  constant  environmental  con- 
ditions as  possible). 

]\Iethods  for  te.sting  the  jirobable  effects  of 
sympathectomy.  It  is  a well  known  fact  that 
during'  a general  febrile  reaction,  the  vaso- 
constrictor mechanism  is  tem]iororily  para- 
lyzed and  a marked  vasodilatation  occurs. 
Adson  and  Brown  (b)  devised  the  plan  o. 
subjecting  the  i)atient  to  an  artificially  jmo 
(hiced  febrile  reeation  tf)  te.st  the  effect  of 
removal  of  vasomotor  conti-ol.  They  injeete 
intravenously  typhoid-pai'atyi)hoid  vaceiin 
and  compared  the  rise  of  surface  temperatur: 
with  the  generalized  febrile  reaction,  thereby 
arriving  at  what  they  called  a vasomotor 
index.  By  abolition  of  the  vasoconstrictor 
tone  by  this  artificially  ])roduced  fever,  the> 
were  able  to  prophesy  with  e.xtreme  aceurac 
the  amount  of  tenpierature  rise  which  would 
result  from  sympathectomy.  We  have  use, 
for  the  past  three  years  a method  winch 
consider  to  be  as  accurate  and  less  disco;- 
forting  to  the  patient  than  the  febrile  re 
action.  Acetyl  choline  hydrobromide  whej; 
given  intramuscularly  in  from  100  to  200  mg 
doses  produces  a temporary  ]>aralysis  of  the 
vasoconstrictor  mechanism.  Surface  tempera 
ture  studies  made  before  and  after  the  ad- 
mini.stration  of  this  drug  give  us  accurate 
data  as  to  the  ])robable  effect  of  the  opera- 
tion. JMost  cases  of  arthritis  which  will  1 
benefited  from  sympathetic  nerve  surger.^ 
will  give  from  5°  to  10°  (’  rise  in  surface  tem- 
])erature  following  the  administration  of 
ai'ctvl  choline.  This  res]ionse  should  be  check- 


ed several  times  before  the  operation  is 
planned.  IMai.y  patients  experience  consider- 
able ciinicai  improvement  in  the  artliritic  pain 
following  the  administration  of  tlie  drug.  In 
one  case,  tlie  jiatient  po.stponed  the  opera tiOi^ 
several  montiis  because  the  effect  of  the 
drug  gave  her  such  marked  symptomatic  re- 
lief. vVlien  tills  improvement  occurs  in  the 
course  of  the  preoperative  test,  it  is  an  ex- 
cellent index  ot  tJie  probable  result  to  be  e.x- 
pected  from  the  operation. 

When  this  work  was  first  started  several 
years  ago,  there  was  considerable  discus.siou 
as  to  tlie  detrimental  effect  upon  the  pa- 
tient s general  condition  by  the  abolition  of 
so  much  of  the  sympathetic  nerve  control.  It 
was  argued  that  by  destroying  a portioii  of 
the  acceleration  to  the  heart,  the  patient 
would  suffer  detrimental  effects  upon  the 
circulatory  apparatus.  Our  own  studies 
and  those  of  others  would  tend  to  discredit 
such  a point  oT  view.  So  far  as  we  are  able 
to  determine,  there  were  no  serious  detri- 
mental effects,  either  upon  the  heart  or  other 
organs,  associated  with  this  operation.  Many 
patients  object  to  the  profuse  sweating  that 
occurs  about  the  abdomen  during  the  warm 
weather.  The  sweating  mechanism  apparently 
adjusts  Itself  after  several  mouths  to  such 
a degree  that  little  inconvenience  is  ex- 
perienced. 

Clinical  analysis  of  results:  During  the 

past  two  years,  we  have  treated  eight  cases 
of  chronic  deforming  arthritis  with  sympa- 
thetic nerve  surgery,  lii  four  instances,  only 
the  hmiliar  sym})atlietics  W(*re  removed;  in 
one  case,  only  the  eervicodorsal  chain  was 
removed;  and  in  the  three  remaining  eases 
both  ( bains  were  removed. 

All  jiatienls  weii-  advanced  ca.ses  of  chronic 
deforming  arthritis.  (Unfortunately,  we 
have  se(ui  no  early  cases  of  this  disease j. 
three  patients,  the  process  was  largely  limited 
to  tin*  soft  tissiucs  about  tlie  joint  with  a 
ininimuiii  of  joint  ilestrnction.  Tiiree  cases 
show(‘d  model  ate  joint  destruction  and  jiar- 
tial  bony  ankylosis  with  contractures.  Twe 
cases  showed  marked  joint  destruction,  bony 
ankylosis  and  contractures. 

All  patients  had  evidence  of  ischemia  in 
the  extremities.  Fain  was  the  predominant 
symptom  in  each  instance.  All  cases  gave 
satisfactory  responses  1o  acetyl  choline.  I 
is  imjiorlant  to  note,  however,  that  patient? 
with  little  joints  destruction  gave  the  greatest 
rise  in  surface  tenpierature  during  the  diag- 
nostic test.  Till*  duration  of  the  disease  in 
the  patients  without  bony  involvement  wa 
from  two  to  three  ye.ars.  In  the  moihu-ateli 
advanced  and  advPiued  cast's,  the  process  had 
extended  over  periods  of  from  .i  to  15  years. 
In  the  severe  ca.ses,  especially  of  long-.stand 
ing  with  intrinsic  joint  involvement,  the  op 
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ciatiuju  v\at>  uuderLakeu  tu  relieve  pain  wliicli 
was  iuterpreted  to  be  Jargely  ol  ischeime 
origin. 

It  IS  our  experieuce  that  the  ])robahle  re- 
suit ox  tile  operatiou  cau  best  be  prophesied 
aecoraiug-  to  tbe  degree  oi  response  of  tne 
surxaee  leiuperature  to  acetyl  elioline.  The 
benetieiai  results  are  in  a general  way  par- 
allel to  tlie  degree  of  response  during  the 
diagnostic  studies.  This  is  not  invariably 
true,  however.  Trobably  the  cause  of  con- 
fusion lies  in  the  fact  that  it  is  at  tunes  dif- 
ficult to  determine  whetner  tue  pain  arises 
from  ischemia,  constractures,  swelling  or 
otiier  local  causes.  It  tne  pain  is  pureiy  ische- 
mic, relief  is  usually  dramatic  immediately 
following  the  operation,  in  cases  wiiere  tde 
joint  involvement  is  chiefly  periarticular 
this  type  of  pain  is  most  frequently  encoiui- 
tered.  in  severe  cases  of  long-stanuing 
intrinsic  joint  involvement,  tiie  prompt  re- 
lief of  pain  is  less  constant,  in  aii  of  our 
cases,  the  relief  of  pain  has  been  satisfactoi,- 
111  ouiy  one  instance  has  tne  patient  leit  ui<n 
tins  benefit  did  not  justiiy  tue 
cedure.  When  the  pain  is  relieved,  an  in- 
crease of  joint  motion  is  usually  observed, 
ill  many  instances,  the  joint  is  held  fixedh 
because  any  movement  causes  pain.  Unless 
there  is  complete  ankylosis  of  the  joint,  some 
improvement  in  motion  may  always  be  ex- 
pected. 

Teriarticular  swelling  regresses  slowly. 
After  a few  months,  an  appreciable  decrease 
in  tile  swelling  can  be  demonstrated,  although 
it  has  never  disappeared  completely  in  any 
case  of  our  series. 

The  postoperative  care  of  these  patients 
is  extremely  important.  In  cases  of  long- 
standing, the  patient  must  be  completely  re- 
educated in  the  use  of  the  various  muscle 
groups,  in  many  instances,  orthopedic  pro- 
cedures must  he  instituted  to  reduce  contra c 
tures  due  to  tendon  shortening  and  fibrou.'- 
bands  about  the  joint.  Active  and  passi . 
motion  should  be  started  within  a few  uc. 
following  the  operation.  This  should  not  he 
done  too  enthusiastically,  however,  because 
if  carried  beyond  the  point  of  diseomtoi 
more  damage  will  be  done  to  the  joint,  and 
the  patient's  confidence  will  be  lost.  Baking 
and  massage  are  valuable  adjuncts.  The 
usual  medical  treatment  should  be  continued 
particularly  the  elimination  of  foci  of  infec- 
tion, and  the  treatment  with  autogenous  or 
stock  vaccines  should  an  offending  organism 
be  found  in  any  focus.  General  hygienic 
care  of  the  patient,  of  course,  is  extremely 
important.  The  patient  sliould  be  carefully 
instructed  before  submitting  to  the  operation 
that  improvement  will  be  slow ; it  is  our  cus- 
tom to  instruct  them  that  one  year  must 
elapse  before  they  will  be  able  to  evaluate 
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the  benefits  which  they  have  received. 

The  results  of  treatment  in  cases  withoiii 
intrinsic  joint  changes  have  been  highly  sat- 
isfactory. tbiotion  picture  demonstration  oi 
patient  operated  upon  two  years  ago).  Cases 
with  moaerate  joint  destruction  and  contrac 
tures  without  bony  ankylosis  give  reasonably 
satisfactory  results.  Tne  relief  of  pain  n, 
probably  the  most  important  benefit  given 
this  type  of  case.  The  advanced  cases  with 
ankylosis,  joint  destruction  and  contracture.^ 
give  unsatisfactory  results,  it  is  our  belief 
that  this  type  of  case  had  best  be*  treated 
medically  especially  with  the  administration 
of  repeated  doses  of  acetyl  choline. 

Summary 

1.  Sympathetic  ganglionectomy  in  the 
treatment  of  chronic  deforming  arthritis  is 
a procedure  of  merit  in  properly  selected 
cases. 

2.  The  best  results  are  obtained  in  those 
cases  of  deforming  arthritis  wiiere  disability 
is  due  to  periarticular  swelling  with  a 
minimum  of  joint  destruction  and  without 
bony  proliferation. 

3.  Marked  ischemia  in  the  involved  extre- 
mities is  the  guide  to  the  proper  selection  of 
patients  for  this  operation. 
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Gastroptosis;  Surgical  Treatment. — On  the 
basis  of  his  experience  in  twenty-eight  patients 
Lambret  considers  surgical  intervention  essential 
in  the  treatment  of  such  disorders.  He  believes 
that  this  condition  is  more  frequent  than  has 
been  recognized  heretofore  and  that  it  may  ibe 
found  in  all  patients  in  whom  ulcer,  cancer,  li- 
thiasis,  appendicitis  and  nutritional  and  neuro- 
logic disorders  may  be  eimlinated.  His  method 
of  operation  consists  of  a modific.ition  of  the 
Perthes  operation,  as  the  greater  curvature  is 
fixed  by  burying  in  the  stomach  wall  a portion 
of  the  fascia  taken  from  the  adbominal  muscles 
of  the  left  side.  This  aponeurosis  is  pedicled 
and  enters  the  abdomen  between  two  ribs,  being 
sutured  to  the  round  ligament  at  the  point  whei-e 
it  leaves  the  liver.  In  addition  Lambret  fixes 
the  fascia  in  a seroserous  canal,  using  the  tech- 
nic of  Witzel.  Lambret  could  follow  the  late 
results  of  this  operation  for  more  than  two  years 
in  thirteen  patients. 
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CHBONIC  MENINGOCOCCIC  MENIN- 
GITIS* 

Chaeles  B.  Stacy,  M.  D. 

Pineville. 

In  the  year  of  1805  the  first  outbreak  of 
meningoeoc'cic  meningitis  occurred  in  Geneva 
Switzerland.  The  clinical  course  and  tin 
gross  pathology  of  the  disease  were  accurate- 
ly described.  The  following  year  an  out- 
break occurred  in  Massachusetts.  Many  epi- 
demics occurred  during  the  next  century,  but 
little  progress  was  made  either  in  understand- 
ing or  treating  the  disease  until  Weiehsel- 
baum  in  1887  described  the  meningococcic 
organism.  The  greatest  epidemic  of  all  oc- 
curi'ed  in  New  York  in  1905  with  7755  cases 
and  3455  deaths.  No'  progress  was  possible 
in  the  treatment  until  Elexner  introduced  tlie 
antitoxin  reducing  the  mortality  from  90  to 
about  30  per  cent.  The  antitoxin  today  rep- 
resente our  only  effective  treatment,  and  i1 
surely  means  a great  decrease  in  mortality 
morbidity  and  the  number  of  eo'mplieations. 
Prophylactic  doses  of  the  antitoxin  are  uoav 
available.  Isolation  of  the  eases  in  general 
should  be  more  carefully  watched.  The  organ- 
ism causing  the  disease  is  a diplocoeci  fount' 
principally  in  the  polymorplonuciear  leuco- 
cyte of  the  spinal  huid  exudate.  It  grows 
artificially  on  media  containing  blood  serum 
and  spreads  in  a majority  of  eases  by  droplei 
infection  invading  the  upper  respiratory 
tract  followed  by  a blood  stream  infection 
and  by  some  special  affinity  it  chooses  to  at- 
tack tlie  meninges  of  the  brain  and  cord. 
There  are  four  different  strains  of  the  organ 
ism,  differentiated  serologically,  which  is  ti 
reason  that  any  given  ease  may  or  may  not 
respond  to  any  given  serum.  Most  of  the  com- 
merical  houses  today  are  making  the  anti- 
toxin from  organism  collected  from  various 
parts  of  the  countiy  hoping  to  get  a product 
which  is  equally  effective  and  will  give  re 
suits  in  any  ease. 

The  prevalence  of  the  disease  is  greatest  in 
the  crowded  districts  especially  the  cities  and 
industrial  communities  such  as  mining  camps. 
The  course  of  the  disease  is  as  stated  (1)  a 
local  upper  resi^iratory  infection,  (2)  a septi- 
cemia followed,  (3)  a re-localizing  of  the  in- 
fection in  the  meninges.  The  symptoms  arc 
those  of  a toxemia;  plus  intracranial  pressure. 
The  course  of  the  infection  may  be  very  acute 
or  it  may  extend  'over  a ])eriod  of  months. 
Tlie  relative  prevalence  of  the  meningo- 
c'occic  meningitis  can  be  understood  by  not- 
ing the  vital  statistics  of  Kentucky  for  1930. 
In  the  state  there  were  346  deaths  or  a rate 
of  13.2  per  100,000  population.  From 
diphtheria  there  were  240  deaths  or  a rate  of 

*Read  before  the  Kentucky  State  Medical  Association  at 
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9.1  while  from  influenza  there  were  802 
deaths  or  a rate  of  30.6  per  100,000.  During 
my  four  years  in  general  practice  the  records 
show  that  I have  had  16  eases  of  meningitis, 
14  being  due  to  the  meningococcus,  one  tc 
the  tubercle  bacillus  and  one  to  the  diphtheria 
organism. 

In  the  meningococcic  group  of  14  cases,  6 
completely  recovered  ivith  no  complications 
whatever.  Of  the  8 deaths,  4 had  no  treat- 
ment, this  being  due  to  deatli  before  treatment 
was  available  or  a hesitancy  to  co-operat(' 
Two  of  the  other  cases  seemed  to  respond  to 
treatment  at  first  only  to  relaii.se  later,  while 
the  other  two  cases  gave  no  response  to 
treatment  whatever.  All  cases  Avith  purpura 
died  in  a very  short  time.  Evidently  the 
purpura  was  due  to  a very  severe  toxemia. 
The  number  of  intra  spinal  treatments  varied 
from  1 to  5,  the  amount  of  antitoxin  used  at 
each  injection  being  15  c.  c.  Osier  states  that 
it  is  rare  to  have  more  than  one  case  in  a 
home.  Four  of  tbe.se  cases  oeciirred  in  one 
liome.  The  greatest  numl)er  of  the  cases  that 
were  saved  Avere  given  early  and  repeated 
injections. 

The  length  of  time  of  these  cases  varied 
from  7 hours  to  120  days,  thus  shoAiing  the 
great  variance  in  the  length  of  the  course. 
From  the  records  of  a hospital  in  Bhiladei- 
phia  one  physician  reports  50  cases  of  chronic 
meningococcic  meningitis  AA’ith  the  conclu- 
sion that  the  chronic  cases  Avere  by  no  means 
rare  and  that  in  any  case  of  chronic  brain 
infection  a careful  search  should  be  made  for 
the  organism  and  if  unable  to  identify  same 
then  the  anti-meningococcic  antitoxin  should 
be  giA'en  as  it  is  the  only  hope  for  ren-overy. 
It  is  one  of  this  chronic  type  of  case  that  1 
wish  to  report. 

L.  H.,  girl,  age  7,  Avas  first  .seen  .June  10, 
1930,  at  the  homo  in  a .stuporous  sleep  from 
whicli  she  could  be  easily  aroused.  The  par- 
ents stated  that  she  had  taken  sick  February 
10,  with  a cold  folloAved  by  a slight  convul- 
sion. The  conAmlsion  had  soon  ceased  onto 
to  recur  at  intervals,  a.id  at  times  she  \A’as 
almost  in  a normal  condition.  ScA’eral  phy 
sicians  had  seen  the  case  giving  various  diag- 
noses mostly  referable  to  the  gastro-intestinal 
tract.  The  parents  stated  that  she  had  slept 
much  more  than  usual,  had  no  tendency  tr 
]ilay,  Avas  very  irritalile,  and  had  lost  much 
weight.  There  was  also  frequent  attacks  of 
vomiting.  Examination  showed,  tempera 
ture,  98.4.  Pulse  84,  Kespiration,  16.  The 
skin  Avas  pale  and  the  body  shoAved  much  loss 
of  Aveight.  There  Avas  silight  amount  of 
internal  strabismus  of  the  left  eye  which  tin 
parents  stated  had  been  pi-eseut  for  only  a 
few  days.  The  neck  Avas  slightly  stiffened 
and  the  Kernig’s  sign  was  sugge.stive.  Feel- 
ing sure  that  there  Avas  some  intracranial 
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pressure  1 asked  that  the  patient  be  removed 
to  the  hospital  for  further  examination.  The 
l>atient  was  admitted  to  the  hospital  the  next 
moninig  and  at  tliat  time  the  temperature 
was  pulse,  lOU.  The  neck  stiffness  had 
sliiilitly  increased.  The  blood  count  showed 
\V.  1).  ('.  10400,  polymorphonuclear  leuco- 
cytes <S(),  lym])hocytes,  12,  and  hasophiles,  2. 
4'lie  hemoglobin  was  80.  The  urine,  fecal  and 
the  remainder  of  the  examination  was  neg- 
ative. A spinal  puncture  was  done  showing 
the  fluid  iimhu-  increased  pressure  with  a 
definite  increase  in  the  rate  of  flow  when 
pressure  was  exerted  on  the  jugular  veins. 
The  fluid  was  hazy  in  appearance  and  on 
standing  over  night  no  feathery  film  aji- 
jieared.  fSniear  from  a centrifuged  specimen 
revealed  the  presence  of  a gram  negative 
intracellular  diploeoeei.  This  was  confirmed 
by  a culture.  The  patient  showed  immediate 
improvement  after  the  puncture  and  after 
receiving  tv;o  injection.-,  off  anti-meningo- 
eoccic  serum  made  a prompt  and  complete 
recovery  . 

From  the  above  my  co.wiusions  would  be 
(1)  the  most  toxic  cases  are  very  acute,  the 
toxemia  being  demonstrated  by  a purpuric 
rasli.  A^lso  that  the  long  standing  eases  de- 
\-elo]>  some  immunity  thus  making  them  a le.ss 
dangerous  ty]ie.  (2)  That  the  meningitis 
may  vary  in  its  course  from  a very  acute  to 
a fairly  chronic  disease.  (2;  That  should  the 
ease  not  be  improving  it  would  be  wise  to 
use  a diff(‘rent  antitoxin.  (4j  That  many  of 
the  chronic  eases  of  meningitis  that  are 
looked  upon  as  tubercular  are  really  meningo- 
eoceic  in  type  and  that  treatment  may  give 
a good  response.  At  least  in  all  cases  when 
tile  infecting  organism  cannot  be  identified 
it  is  a good  idea  to  give  the  case  the  advan 
tage  of  the  anti-meningococcic  antitoxin. 


Dif fusibility  of  Calcium  in  Bronchial  Asthma 
and  Allied  Disorders  and  in  Pulmonary  Tuber- 
culosis.— Studies  made  by  Canarow  appear  to 
indicate  that  in  bronchial  asthma  and  allied  dis- 
orders there  is  a definite  and  quite  constant  dis. 
turbance  of  calcium  balance  in  the  form  of  an 
increase  in  the  ratio  of  diffusible  to  nondiffu- 
sible  calcium.  It  is  conceivable  that  this  oib- 
servation  is  related  in  some  way  to  the  increased 
capillary  and  cellular  permeability  which  is  be- 
lieved to  exist  in  these  conditions.  In  chronic 
pulmonary  tuberculosis  there  is  considerable  va- 
riation in  the  diffusibility  of  calcium.  It  seems 
that  an  increased  diffusibility  ratio  is  associated 
with  an  exudative  type  of  lesion  with  a high  de- 
gree of  clinical  activity,  while  a decreased  dif- 
fusibility ratio  is  associated  with  a productive 
))rocess,  relatively  benign  clinically. 
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IIFXKIX,  HYDATED  OR  VESICULAR 
MOLE"= 

Carl  Norfleet,  M.  D. 

Someitset. 

*\Ir.s.  S.,  age  35,  wife  of  farm  tenant,  mar- 
ried 12  years,  mother  of  five  children— oldest 
lU  years,  youngest  (twins)  three  years — ^^all 
Tioniial  'deliveries,  all  living,  no  miscarriages. 
Tubei-eular  history — negative.  Specific  his- 
tory--negative.  Ceneral  appearance,  poor, 
(uiiaeiated,  sallow,  aenemic.  Weight  about  90 
pounds. 

History  of  feeling  badly  in  January,  1931, 
about  one  month  after  last  menstruation. 
Menses  had  been  irregular  for  several  years. 
She  was  suffering  occasionally  with  nausea 
xnd  vomiting,  appetite  poor  aud  she  soon 
became  unable  to  do  her  usual  household 
duties.  During  January  she  began  having  a 
blood-stained  vaginal  discharge,  at  times 
very  profuse  and  at  other  times  scant  or  none. 
She  suffered  little  or  no  pain  in  abdomen  or 
pelvis  at  this  time.  During  Februaiy  she 
noticed  a slight  enlargement  above  the  pubes. 
The  nausea  and  vomiting  continued  and  with 
the  absence  of  the  menstrual  periods  she  con- 
sidered herself  jiregnant.  The  mass  in  lower 
abdomen  increased  rapidly  during  the  last 
three  weeks  prior  to  entering  hospital  and 
had  doubled  in  size  vvithin  last  three  days. 
She  came  to  the  hospital  on  March  8,  about 
three  month  after  la.st  menstruation.  At  this 
time  the  abdomen  had  attained  the  size  of  a 
•seven  months  pregnancy.  Slu'  apjxeared  very 
uncomfortable  and  weak,  suffering  dysiniea 
and  some  evidence  of  shock — pulse  122,  weak 
and  thready — resp.  30 — temp.  98  4/5.  She 
complained  of  tenderness  over  abdomen  but 
no  definite  pain.  Examination  of  heart  re- 
vealed a fast,  weak  heart  action  but  no  or- 
ganic change. 

Examination  of  abdomen  revealed  a large 
mass  filling  the  abdomen  up  to  three  inche.-^ 
above  the  umbilicus,  resembling  a seven 
months  pregnancy  in  size,  shape,  and  con- 
tour. On  palpation  the  mass  felt  of  a boggy 
or  doughy  nature,  instead  of  the  normal 
elastic  feel  of  the  pregnant  uterus.  We  were 
unable  to  determine  the  presence  of  a foetus. 

Examination  by  vagina  and  abdomen  re- 
vealed relaxed  vaginal  walls.  The  bulging 
mass  filled  tlie  pelvic  canal.  The  cervix  was 
firm,  the  external  os  ]iafent,  admitting  the 
tip  of  the  examining  finger,  internal  os  was 
closed.  XiO'  'vaginal  discharge  was  present 
at  this  examination.  The  cervix  was  rather 
long  and  gave  tin*  imjxression  of  a small 
uterus,  which  we  latei-  found  to  be  flexed  at 
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rig'ht  angle  with  the  body  of  the  uterus  and 
pressed  downward  by  the  super-imposed 
doughy  mass.  At  this  examination  we  were 
unable  to  determine  the  existence  of  a preg- 
nancy, neither  could  Vv’e  ascertain  if  the  tubes 
or  ovaries  were  responsible  for  this  mass. 

After  examir.ifition  by  some  four  or  five 
other  doctors  a diagnosis  was  attenii)ted. 
Three  conditions  Avere  considered.  First,  a 
possibility  of  a ruptured  tubal  pregnancy. 
Second,  an  extra-uterine  jiregnancy.  Third 
an  ovarian  cyst. 

The  concensus  of  oi)inion  seemed  to  favor 
a ruptured  tubal  pregnancy.  An  explora- 
lion  was  ele(ted  A median  incision  was 
made,  the  hand  was  passed  around  the  mass 
which  was  soon  found  to  be  the  uterus  filled 
with  some  soft,  doughy  content.  We  vcei'e 
still  unable  to  ascertain  any  evidence  of  preg- 
nancy. The  Avound  was  closed.  We  decided 
to  eni])ty  the  uterus  ])v  vagina.  The  cervix 
Avas  dilated  and  Ave  were  met  Avith  a gush 
of  blood-stained  fluid,  AA’hich  soon  changed 
to  masses  of  gra])e-like  vesicles  (or  a better 
(h'scriptive  t(‘rm  would  b(“  like  frog  eggs) 
whii  h j)oured  out  easily  by  a little  pressure 
nn  the  fundus.  At  first  Ave  felt  fearful  of 
heniorrhjag'e  and  administered  one-half  c.  c. 
I)ituitrin.  Fortunately  there  aa’US  very  little 
loss  of  blood.  We  gently  assisted  Emptying 
the  uterus  with  placenta  forceps.  The  last 
tissue  to  come  aAvay  liad  the  appearance  of 
placenta  tissiAe  and  Avas  attached  Avell  up  into 
the  fundus.  A dull  curret  Avas  passed  over 
the  uterine  Avails  to  make  sure  all  surface 
Avas  cleared  of  debris.  The  uterine  cavity 
was  dried  Avith  gauze  and  SAvabbed  Avith 
iodine  then  packed  Avith  iodoform  gauze.  The 
amount  of  tissiie  expelled  from  the  uterus 
measured  one  and  one-half  gallon,  Avith  an 
estimated  Aveight  of  twelve  or  fourteen 
pounds.  The  temperature  rose  to  101  and 
))ulse  to  130  Avithin  first  twenty-four  hours. 
Temperature  returned  to  normal  at  the  end 
of  48  hours.  The  pulse  returned  to  90  by 
the  fifth  day.  She  returned  to  her  home  on 
the  12th  day  and  made  an  uheventful  re- 
covery. 

Summary 

The  cause  of  hydatid  or  vesicidar  mole  for- 
mation is  unknoAATi.  It  is  a disease  initiated 
in  the  earliest  stages  of  the  growth  of  the 
ovum,  and  it  is  rare  to  he  able  to  discover 
any  trace  of  a foetal  rudiment. 

That  the  disease  has  a fectal  origin  is  evi- 
denced by  the  fact  that  it  sometimes  occurs 
in  tvAuns  and  one  ovum  is  affected.  Tn  the 
absence  of  an  intra-uterine  examination,  the 
diaguosis  can  only  be  made  with  certainty  if 
any  vesicles  are  expelled.  It  is  so  very  rare 
for  this  to  happen  that  a diagnosis  has,  ds 
a rule,  to  be  arriA'ed  at  in  some  other  Avay. 

Owing  to  the  abnormal  size  of  the  uterus 


sometimes  present  in  these  cases,  vesicular 
mole  frecpiently  has  to  be  diagnosed  from 
hemorrhage  associated  Avith  pregnancy  of  a 
more  advanced  duration. 

In  vesicular  mole  there  is  (Avith  the  rare 
exception  of  twins  or  of  the  disease  onh'  af- 
fecting a small  portion  of  placenta  after  the 
third  month)  no  sign  of  foetus. 

Accidental  separation  lof  ])laceiita  m y be 
simulated  by  vesicular  mole  Avith  bleeding 
into  the  uterus.  The  patient  may  then  have 
the  most  marked  .symptoms  and  signs  of  in- 
ternal hemorrhage,  Avith  only  a blood-stained 
discharge  or  no  discharge  at  all. 

The  diagnosis  may  be  A^ery  difficult  but 
in  vesicular  mole  all  signs  of  the  foetus  are 
iabsent,  AAdiereas,  in  accidental  hemorrhage 
t'he  presenting  part  Avill  be  felt. 

Vesicular  mole  might  be  mistaken  for  pla- 
centa previa,  when  there  is  hemorrhage,  and 
an  examination  diselo.ses  a soft  mass  in  the 
region  of  the  cervix.  Such  an  e.vaminatiou 
however,  would  at  once  bring  aAvay  .some  of 
the  vesicles  Avhich  Avould  settle  the  diagnosis, 
in  addition  there  Avould  be  no  signs  of  t 
foetus. 

LUNG  AF.SGESSFS^' 

L.  Wallace  Frank,  jM.  D.,  F.  A.  G.  S. 

Louisville. 

The  subject  of  lung  abscesses  is  interesting 
to  the  .section  of  ear,  eye,  nose  and  throat  of 
the  Kentucky  State  iMedical  Association,  t< 
the  surgeon,  to  th.e  general  T)ractitioner.  and 
to  the  roentgenologist.  In  other  Avords,  it  is 
of  interest  to  practically  every  one  in  the 
practice  of  medicine,  exce])t  possibly  the 
orthopedic  men.  The  siu'gical  literature  on 
lung  abscesses  in  the  last  five  years  has  in- 
creased immensely  and  1 don’t  think  there  i- 
any  doubt  but  that  the  incidence  of  the  dis 
ease  is  becoming  greateic  I’inchon  and  Mon*- 
lock  of  England  attribute  this  greater  fre- 
quency of  lung  abscesses,  first,  to  the  increase 
in  the  amount  of  surgery  that  is  done  around 
the  mouth;  namely  tonsillectomy,  and  also  t 
the  appearance  of  the  influenza  epidemics  of 
1918  and  1927  Avith  their  streptococcic  infe  -- 
tions. 

As  to  the  etiology  of  lung  abscesses.  Flick 
and  Clerf,  of  Jackson’s  Clinic,  studied  soim 
127  eases,  and  found  that  82  of  them  followed 
o]ierations  around  the  mouth  and  throat,  of 
Avhich  number  72  Avere  tonsillectomies.  Of 
the.se  72.  fi\'e  AA'ere  done  under  local  anes- 
thesia and  sixty-seven  general  anesthesia 
Clerf,  in  a further  studA’  of  77  cases  folloAV- 
ing  tonsillectomy,  found  tiiat  foiu-  avoi'c  od- 
eratcd  upon  under  local  anesihesia  ami  7:1 
under  general  anesthesia.  Ouj-  exiieiucuw 

*Kead  before  the  Kve.  FAir,  Xose  anri  'riiniat  Section  of 
the  fCentuckv  State  Medical  Association  at  JjexiiiL't<»n.  Stjj 
temher  7,  1931. 
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does  not  reveal  so  great  a per  eent  of  the  lung 
abscess  following  operations  around)  the 
mouth.  In  our  own  series,  while  not  large,  we 
have  approximately  45  to  48  per  cent  oc- 
curring after  nose  and  throat  operations,  in 
eluding  extraction  of  teeth.  This  agrees  with 
the  figures  of  Pinchon  and  Morelock,  which 
show  about  34  per  cent,  and  I think  it  is 
l)robably  a little  nearer  the  truth  than  the 
higher  figures  given  by  Clerf , and  is  more  in 
the  line  Avith  the  figure  given  by  Moore,  of 
the  Mayo  Clinic,  who  in  the  last  five  years 
has  had  140  cases  of  AA'hieh  approximately  4(’ 
per  cent  followed  tonsillectomy. 

Twenty-five  per  cent  of  lung  abscesses  are 
due  to  pulmonary  infections,  such  as  pneu 
monia  or  influenza.  Some  abscesses  are  dut 
to  bronchial  obstructions,  some  from  new 
growths;  and  others  are  due  to  aspirated 
foreign  bodies.  Of  the  pulmonary  suppura- 
tions Avhich  I intend  to  discuss,  I am  exclud- 
ing those  due  to  tumors,  abscesses  associated 
with  tuberculosis  and  also  the  bronehiectatic. 

Tliej-e  is  a great  controversy  as  to  the  route 
l)v  Avhich  the  infection  gets  into  the  lung 
whether  per  orum  or  by  the  blood  stream.  In 
going  over  a recent  article  by  Kline  and 
Berger  of  Cleveland,  1 will  quote  the  follow- 
ing : 

“The  clinical  and  experimental  evidence 
for  embolism  is  aa'cII  presented  in  the  excel- 
lent communications  of  Cutler.  Schlueter, 
Weidlein  and  Holman  and  of  Petteroff  and 
Fox.  This  evidence  as  presented  in  a recent 
communication  by  Schlueter  and  Weidlein  is 
as  follows : 

Our  belief  that  postoperative  lung  abscess 
results  from  embolism,  a mechanism  pro- 
duced by  the  dislodgement  of  an  infected 
thrombus  from  the  vessels  of  the  operatve 
area,  is  based  on  the  following  facts; 

1.  The  definitely  proved  existence  of  the 
condition  of  fatal  post-operative  pulmonary 
embolism.  This  supposes  the  possible  scat- 
tcrirg  from  any  Avound  of  single  or  multiple 
cn'boli  into  the  venous  circulation. 

2.  The  frequent  development  of  lung 
ab.scess  after  operations  performed  in  infect- 
ed or  potentially  infected  fields.  In  this  elas.'^ 
AA'e  refer  particularly  to  nose  and  throat  op- 
erations, especially  tonsillectomy,  and  to  op- 
erations performed  on  the  gastro-intestinal 
tract. 

3.  The  high  percentage  of  occurrences  aftei 
operations  performed  in  mobile  operative 
areas.  Thrombi  are  easily  dislodged  from 
such  regions  as  the  pharynx  and  epigastrium. 
In  oijcrations  on  the  brain  in  which  the  skid! 
acts  as  a splint  the  percentage  of  post-opera- 
tive pulmonary  complications  is  almost  nil. 

4.  'file  ret  uncommon  appearance  after  op^ 
erations  in  which  local  anesthesia  is  eni 
ployed. 


5.  riic  failure  to  pi’cvent  post-operative 
pulmonaiy  complications  with  the  constantly 
improvetl  methods  of  ghdng  inhalation  anes- 
thesia. 

6.  The  greater  frequency  of  loAver  lobe 
involvement.  This  is  explained  by  the 
greater  volume  of  blood  and  the  more  direct 
course  of  the  pulmonary  artery  to  these  lobes 

7.  The  often  sj-mptom-free  period  follow- 
ing the  operation  before  the  onset  of  the  com- 
plication. If  the  aspiration  mechanism  were 
the  cau.sative  factor,  the  appearance  of  the 
symptom  Avould  be  early. 

S.  The  sudden  pain  in  the  chest  that  fre- 
quently con,stitutes  the  initial  symptom  and 
the  often  severe  and  stormy  associated  clin- 
ical course  that  often  folloAvs  before  rupture 
and  e\mcuation  occur. 

9.  The  acknoAvledgLincnt  by  bronchoscopists 
that  typical  lung  abscess  is  rare  Avith  the 
lodgment  of  foreign  bodies  even  deep  in  the 
air  passages. 

10.  The  unsuccessful  attempts  at  experi- 
mental production  in  animals  by  the  intro- 
duction of  infected  materials  by  Avay  of  the 
air  passages,  either  by  transtracheal  implan- 
tation or  by  aspiration. 

11.  The  comparative  ease  with  which  lung 
absee.ss  can  be  produced  by  the  intravenous 
injection  of  infected  materials.” 

Although  pulmonary  abscess  was  produced 
in  dogs  by  the  intravenous  injection  of  a 
large  embolus  containing  staphylococci,  pneu- 
mococci and  colon  bacilli,  the  process  even- 
tuated in  healing  and  not  in  a progressively 
enlarging  lesion.  That  such  a progressive 
lesion  Avas  not  produced  is  probably  due 
more  to  the  organisms  employed  than  to  the 
route.  The  experimental  abscesses  reported 
by  these  investigators  are  similar  to  the  em- 
bolic pulmonary  atscesses  observed  clinically 
in  cases  of  septicemia  and  pyemia.  In  cases 
of  this  r-pe  in  man  observed  at  autopsy,  the 
abscesses  were  invariably  multiple,  involving 
several  lobes  and  varyrng  in  diameter  from 
several  millimeters  to  about  1.5  cm.  In  one 
case  they  were  confluent  in  places.  The 
gross  lesions  werj  greyish  or  reddish  gray 
Avithout  appreciable  odor.  jMany  Avere  just 
below  the  pleura,  and  this  structure  was  fre- 
quently involved.  Microscopic  examination 
of  sections  stained  by  the  Gram  method 
shoAved  clusters  of  staphylococci  first  AA'ithin 
the  lumen  of  a blood  vessel,  then  within  the 
Avails,  the  lumen  at  this  time  usually  con- 
taining a thrombus.  Airpai-ently  folloAving  the 
inflammatory  process  in  the  walls  of  the  ves- 
sel there  Avas  a spread  of  the  staphylococci 
and  of  the  suppurative  process  into  the  reg- 
ional lung  tissue. 

Although  of  interest  in  connection  with 
the  eAmlution  of  embolic  abscess  already  de- 
scribed, the  experiments  of  Cutler  and  his 
a.ssoeiates  in  o\ir  opinion  do  not  throAV  any 
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light  ou  the  pathogenesis  of  the  so-called 
typical  lung  abscess  of  man.  The  following 
facts  are  more  convincing  evidence  that  ir 
these  cases  the  organisms  reach  the  lung  h\ 
aspiration : 

1.  The  frequent  occurrence  c"  aspira- 
tion of  foreign  material  is  borne  out  by  the 
finding  at  autopsy  of  deposits  of  coal  pig- 
ment in  the  lungs  of  adults. 

2.  Pneumonia  undoubtedly  following  the 
aspiration  of  food  particles  and  bacteria  dur- 
ing the  unconsciousness  or  coma  or  of  anes- 
thesia is  an  occasional  autopsy  observation. 
On  microscopic  examination,  sections  froi 
tliese  cases  show  the  foreign  material  and 
bactm-ia  in  the  bronchial  branches  and  in 
the  alveoli,  surrounded  by  inflammatoi, 
exudate. 

3.  It  was  reported  by  Myerson  that  bron- 
choscopic  observations  immediately  following 
tonsillectomy  under  general  anesthesia  show- 
ed the  presence  of  blood  and  mucus  in  the 
bronchial  tree  in  155  of  200  eases.  Myerson 
eonelnded  that  the  failure  of  evacuation  of 
infected  material  is  the  most  important  fac- 
tor in  the  causation  of  pulmonary  abscess. 
.\mong  the  reasons  given  for  this  failure  are 
the  loss  of  action  of  the  cilia,  the  lessened 
ela.sticity  and  compressibility  of  the  lung  and 
a local  immobility.  Furthermore,  it  has  Ijeen 
shown  experimentally  that  rabbits  receiving 
considerable  numbers  of  ])neumocoeci  in  the 
trachea  ,iust  beyond  the  larynx  get  rid  of 
them  without  suffering  appreciable  involve- 
ment of  the  lungs,  whereas  in  those  animals 
in  which  the  same  number  of  similar  organ- 
isms has  been  introduced  into  the  air  sacs  an 
inflammatorv  process  invariably  develops. 

4.  The  production  of  pneumonia  by  intra- 
bronchial  inoculation  of  pneumococci  in  dogs 
by  Meltzer  and  Lamar,  in  rabbits  by  Winter- 
nitz  and  Hirsehfelder,  and  by  intratracheal 
inoculations  in  monkeys  by  Cecil  and  Blake, 
proved  that  aspiration  can  explain  the  man- 
ner in  which  organisms  reach  the  lung  in 
man. 

5.  There  is  evidence  for  the  belief  that  the 
various  inflammatory  lesions  of  the  lung  may 
be  brought  about  by  the  aspiration  of  the 
causative  bacteria  from  the  month  during  the 
deep  sleep  following  fatigue.  In  much  the 
same  way  ether  anesthesia  increases  the  op- 
portunity for  aspiration  into  the  lung  and 
at  the  same  time  renders  the  body  incapable 
of  expelling  the  foreiom  material. 

6.  The  necnrrenc('  of  severe  pulmonary 
infdammation  contaiii>ing  innumerable  bac- 
teria following  clean  operations  in  clean 
fields  on  i)atients  under  general  anesthesia 
indicates  that  in  thes('  ('-ases  the  ba  teiua  are 
undoubtedly  aspirated  from  the  oi-al  cavity. 
Likewise,  in  clean  cases  done  under  local 
anesthesia,  the  bacteria  most  certainly  reach 


the  lung  by  aspiration  and  not  by  embolism. 

7.  An  anatomic  study,  including  examina- 
tion of  Gram  and  Warthin-Starry  stained  sec- 
tions of  early  lesions  of  pulmonary  abscess 
and  of  pulmonary  gangrene,  reveals  that  the 
process  in  these  cases  is  one  of  inflammation 
starting  in  and  about  small  bronchial 
branches.  This  is  quickly  followed,  however. 
l)y  changes  characteristic  of  gangrene  when 
Staphylococci  or  other  pyogenic  organisms 
predominate  in  the  lesion,  and  more  slowly 
by  changes  characteristic  of  gangrene  when 
.sjjiroehetes,  fusiform  bacilli,  and  vibrios  oi 
the  oral  type  predominate.  The  spirochetes 
are  present  not  only  in  the  area  of  necrosis 
but  also  at  the  advancing  periphery. 

8.  The  experimental  production  in  a rab- 
bit of  ])ulmonary  gangrene  by  the  intra- 
bronehial  injection  of  material  from  a car- 
ious tooth  containing  innumerable  spiro- 
chetes and  fusiform  bacilli  is  proof  that 
aspiration  of  these  org'anisms  may  produce 
pulmonary  gangrene.  This  experiment  is 
confirmed  by  those  of  Smith,  who  reported 
the  production  of  experimental  aspirator.^ 
abscesses  in  mice,  guinea  pigs  and  rabbits  by 
the  intratracheal  inoculation  of  material 
from  about  the  teeth  of  patients  with  mod- 
erately severe  pyorrhea,  'containing  ,spiro- 
chetes,  fusiform  bacilli  and  vibrios.  More 
recently  Crowe  and  Scarff,  and  Allen  report 
the  production  of  lung  abscess  in  dogs  by  the 
int/rabronchial  inoculation  of  material  con- 
taining oral  spirochetes. 

Schlueter  and  Weidlein  state  that  in  a 
census  of  recent  writers  40  declare  themselves- 
in  favor  of  aspiration  while  only  10  favor 
embolism  as  the  direct  cause  of  lung  abscess. 
From  the  available  evidence,  the  view  of  the 
majority  is  apparently  the  correct  one. 

If  it  is  true  that  the  organisms  producing 
pulmonary  abscess  and  pulmonary  gangrene 
are  aspirated  from  the  oral  cavity  (and  in  a 
larger  series  studied  recently  it  is  found  that 
in  22  per  cent  they  find  spirochetes  in  prac- 
tically all  of  them)  the  reduction  of  trauma 
by  the  surgeon  in  the  operative  eases  as  ad- 
vocated by  Cutler  will  do  less  to  prevent  these 
conditions  than  proper  oral  hygienic  and 
therapeutic  measures.  Such  a program  ot 
preoperative  oral  care  is  now  being  followed 
at  Mount  Sinia  Hospital  at  Cleveland.” 

As  to  the  symptoms  of  pulmonary  abscess : 
in  those  following  tonsillectomy,  there  is  a 
period  of  quiescence  of  approximately  5 to  10 
days,  folloAved  then  by  pain  in  the  chest  first 
chill,  fever  and  later  the  expectoration  of 
foul  sinellino-  sputum.  Pulmonary  abscess 
must  be  differentiated  from  empyema,  espe- 
cially interlobar  empyema,  and  also  from 
partial  bronchial  obstruction  due  to  growth 
whieli  may  havi'  been  present  and  not  sus- 
[)ected  until  the  added  irritation  of  the  anes- 
thetic started  the  process  anew.  By  a careful 
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study  of  tile  history,  thorough  physical  ex- 
amination of  the  chest  together  with  well 
made  and  jiroperly  read  stereoscopic  x-ray 
])icture  a ding'nosis  of  luag  abscess  can  be 
made. 

Here  I think  is  tlie  time  that  tlie  liron- 
ehoseopist  should  be  called  in  consultatioai. 
We  know  tiiat  there  are  a emdain  number  of 
lung'  abscesses  tliat  are  due  to  aspirated 
foreign  material.  Tliere  are  some  individuals 
as  cited  in  a recent  article  by  Jones,  which 
came  out  in  the  ^Military  Review,  who  have 
sym])tonis  of  lung'  abscess  following  tonsil 
operations  yet  when  studied  by  the  bron- 
choscopist  the  symptoms  are  found  to  be  due 
to  bronchial  olistruction  from  malignancy,  the 
eong'li  of  wliieli  is  due  to  suppuration  beloAv 
the  olistruction.  In  such  cases  the  impor- 
tant feature  is  not  the  abscess  but  the  malig- 
nant process. 

Having  made  a diagnosis  of  lung  abscess 
wliat  are  you  going  to  do  witli  it?  In  tin 
untreated  cases  the  mortality  runs  75  to 
per  cent.  Lord  states  that  10  per  cent  will 
get  well  spontaneously,  and  Graham,  of  St. 
Louis,  puts  the  percentage  a little  hiiglier 
Tlian  10.  With  mortalities  of  such  dimensions 
one  must  get  busy  with  the  treatment  rigli, 
away  and  the  earlier  it  is  instituted  the  liet- 
ter  the  results,  not  only  so  far  as  tlie  perma- 
nency of  the  cure  and  raiiidity  with  which 
it  is  obtained  is  concerned,  but  the  fact  that 
the  individual  is  relieved  of  the  .systemic  ef- 
fect of  long  continued  suppuration,  and  those 
other  changes  that  we  see,  such  as  the  changes 
in  the  joints,  the  changes  which  may  occur 
in  the  kidneys  and  liver  and  hence  it  be- 
hooves us  to  eradicate  the  pathology  earl.v. 

Of  course,  it  goes  without  sa.ying  that  in 
an.v  suppurative  process,  especially  in  aJl.^ 
]>ulmonary  process  that  rest  in  bed,  sunshine 
ami  ]U'0]ier  diet  are  the  essentials.  The  next 
most  im])ortant  thing  I believe  is  iiostural 
drainage.  To  cure  an  abscess  we  must  haAu 
lliree  conditions  present.  In  the  first  place 
w('  have  to  establish  drainage,  so  that  with 
the  evacuation  of  the  pus  the  fibrous  Avail 
ran  fall  together.  If  the  gius  is  evacuated 
the  ordinary  elasticity  of  the  lung,  togethei 
the  distension  of  healthy  lung  tissue  as  a 
result  of  breathing  Avill  compress  the  abscess 
and  bring  the  \Amlls  together,  (if  the.\'  are 
not  too  rigid)  this  allowing-  the  cavity  to  be 
obliterated.  Postural  drainage  should  be 
instituted  early  and  continued,  but  in  ad- 
dition I thiuk  all  these  cases  should  be 
treated  by  the  bronchoscopist.  Clerf  and  Flick 
et  al.  of  Jackson’s  '('linic  re]>ort  54  per  cent 
of  cures  by  bronch0'S;'O])y  alone.  Marsh  out  of 
105  cases  rejiorts  51  cases  ciu'ed  and  18  casef 
improved  by  bronchoscopy  alone.  It  is  trur 
that  in  the  abscesses  located  in  the  periphery 
of  the  lung  1lu>  bronchoscoiiisl.  can  do  ver.\- 


little,  but  in  those  located  deeper,  toward  the 
center  j)art  of  that  organ  not  only  can  aspira 
tion  of  the  pus  be  accomplished  b.v  the  bro..- 
ehoseopist  but  he  can  dilate  the  stricture  o1 
the  bronchus  resulting  from  the  siArrounding 
inflammatory  proce.ss.  Also  he  can  remOAu 
the  excess  gnanulation  tissue  Avhich  obstruct 
the  bronchus  and  kee[)  the  caA’it.A’  from  eva- 
cuating itself.  So  evacuation  of  the  abscess 
may  be  accomplished  either  b.y  suction  or  b.A- 
])ostural  drainage. 

There  are  a certain  number  of  cases  tha1 
in  the  eiid  Avill  have  to  go  to  the  surgeon.  L 
the  Mayo  Clinic  it  runs  about  25  per  cent.  I 
Jackson’s  Clinic  it  runs  28  per  cent  and 
one  of  the  English  clinics  it  runs  85  per  cent. 
Such  cases  must  seek  surgical  interventioi 
whereby  external  drainage  is  instituted. 

1 do  not  Avish  to  discuss  the  techniipie  of 
external  drainage,  except  to  say  that  it  should 
be  a multiple  stage  operation,  and  that  the 
mere  introduction  of  a tube  into  the  absecess 
cavit.y  Avill  Jiot  ju'oduce  a cure  in  the  majorit.v 
of  cases.  The  cavity  should  be  opened  Avideh' 
so  that  your  Avound  of  entrance  into  it  is  of 
the  same  diameter  as  the  caA’ity.  [f  the  drain- 
age Avonnd  is  smaller  then  the  cavit.y  will  not 
fill  in  properly  and  the  result  Avill  be  a bron- 
chial fistula.  If  there  is  a Avide  o])ening  intc 
the  absee.ss  the  Avound  can  be  ])acked  Avith 
gauze  and  granulation  Avill  occur  and  fill  in 
the  cavity  Avith  less  likelihood  of  bronchial 
fi.stula 

. Those  eases  Avhere  the  abscess  is  located  in 
the  lower  part  of  the  lung  and  Avhere  access 
from  the  outside  is  someAvhat  difficult  may 
be  treated  by  phrenicectom.v.  Such  treat- 
ment should  only  be  instituted  Avhere  the 
cavitv  is  in  communication  Avith  a lai'ge  bron- 
chus so  that  the  pus  can  be  evacuateil ; other- 
Avise  instead  of  evacuating  the  pus  and  alloAV- 
ing  the  patient  to  get  Avell  the  use  of  the 
diaphragm  ma.v  obstruct  the  drainage  canal 
and  thereby  make  the  condition  Avorse. 

Some  cases  must  be  treated  b.y  thoraco- 
plasty, Avith  collaiwe  of  the  chest  and  these 
are  the  most  serious  cases,  requiring  the  clos- 
est co-operation  between  surgeon,  internest 
and  roentgenologist. 

As  1 said  in  the  beginning  Ave  are  seeing 
more  lung  abscesses  than  formerl.v  and  there- 
fore I Avished  to  bring  before  this  section  our 
ex])erience  so  that  earlier  recognition  and 
earl.v  treatment  ma.v  be  instituted  at  a time 
Avhen  the  result  of  such  treatment  nia.A'  be  a 
cure  ralher  than  an  amelioration  of  a fcAV 
svmptoms. 

DISCUSSION 

G.  C.  Hall,  Louisville:  Mr.  Chairman  and 

Centlenion:  T think  Ave  should  thank  Dr.  Frank 

tor  coming  liere  and  yresonling  this  subjtwt  to 
us,  because  it  is  a matter  of  the  utmost  impoi-- 
lance.  The  most  significant  feature  is  the  fad 
that  these  cases  affect  young  adults;  that  is, 
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people  in  the  veiy  prime  oX  life.  Glerf,  in  77 
cases,  states  that  65  per  cent  occurred  between 
20  and  40  years  of  age.  Flick  in  172  cases 
found  that  58.7  per  cent  of  the  eases  occurred 
between  the  ages  of  20  and  40  years,  and  that 
means  a serious  impainnent  of  people  in  what 
ought  to  be  the  most  productive  part  of  their 
life. 

It  is  true  that  most  of  these  cases  followed 
tonsillectomy  in  young  adults,  and  that  the 
great  bulk  of  these  cases  followed  general  anes- 
thesia. That  argues,  I am  sure,  for  more  prob- 
able origin  of  the  cases  in  aspiration.  I feel 
that  there  are  some  cases  unquestionably  due 
to  embolism  and  that  both  methods  of  causation 
should  be  considered. 

It  is  significant  I think  that  in  the  experi- 
mental work  along  the  production  of  pulmonary 
abscesses  in  animals  that  the  injection,  that  is 
the  introduction  in  the  air  passages  of  material 
containing  spirochetes,  have  been  the  most  pro- 
lific in  the  production  of  these  abscesses.  That 
would  call  our  attention  to  the  fact  that  we 
should  be  more  particular  in  selecting  cases  for 
operation,  to  see  that  they  haven’t  latent  Vin- 
cent infection  in  the  mouth. 

Regarding  the  treatment,  the  cases  that  I 
have  seen  unfortunately  have  been  late  cases, 
and  my  experience  has  not  been  as  favorable  in 
the  treatment  of  these  cases  by  bronchoscopy  as 
the  figures  that  we  get  from  the  Philadelphia 
clinic.  Glerf  states  in  77  cases  38  were  entirely 
well,  7 were  improved,  6 were  unimproved,  18 
were  referred  to  the  surgeon,  3 died  and  5 were 
under  treatment  when  the  report  was  made. 

I have  had  only  7 or  8 of  these  oases  and  I 
have  treated  them  all  by  bronchoscopy.  All  of 
the  cases  that  I saw  were  late  cases.  Some  of 
them  were  people  very  old  and  those  cases  did 
badly.  In  the  cases  that  I have  seen  in  children 
bronchoscopy  has  certainly  improved  them  all, 
but  after  a period  of  improvement  some  of 
them  have  gone  back. 

I know  one  case  that  Dr.  Frank  operated  on 
for  me,  which  showed  the  temporary  effect  of 
bronchoscopic  drainage  and  the  very  brilliant 
results  that  you  may  get  from  external  surgery 
of  the  lung.  This  hoy  had  gone  down  after  a 
period  of  improvement  and  it  was  pitiful,  but 
after  Dr.  Frank  had  done  a two-stage  opera- 
tion and  drained  the  lung  this  boy  came  back. 
After  several  months’  treatment  Dr.  Frank  said 
he  was  going  to  send  him  over  to  see  me.  The 
kid  came  over  one  day  and  I didn’t  recognize 
him,  because  when  I had  seen  him  the  last  time 
he  was  literally  a bag  of  skin  and  bones,  and 
when  he  came  over  to  see  me  after  this  external 
operation  was  done  he  was  fat  and  healthy  look- 
ing to  the  point  where,  as  I said,  I didn’t  recog- 
nize him  at  all. 

I do  think  that  bronchoscopic  drainage  should 
be  instituted  early  and  the  earlier  it  is  insti- 
tuted the  more  benefit  you  can  expect,  though 
in  Jackson’s  Clinic  the  last  time  I was  there  i 


saw  a man  put  on  the  table  for  bronchoscopic 
drainage  who  was  big  and  husky  looking  at  the 
time,  and  he  told  me,  I think  it  was,  the  sixty- 
fifth  or  sixty-eighth  bronchoscopic  drainage  he 
had  undergone.  He  was  about  well,  so  that 
even  the  late  cases  can  be  benefited  by  bron- 
chosco2Jy. 

The  cases  that  I have  seen  having  been  late 
cases,  as  I said,  makes  me  less  enthusiastic  about 
the  therapeutic  value  of  bronchoscoijy  than  i 
would  be  had  I seen  most  of  the  cases  in  the 
early  stages,  but  I do  believe  it  offers  a pros- 
pect of  cure  in  some  cases  and  should  be  tried 
before  external  drainage  is  resorted  to.  Ger- 
tainly,  however,  there  is  distinct  place  for  the 
surgeon  and  for  external  operations  on  these 
cases  and  sometimes  it  is  the  only  thing  that 
will  give  relief. 

M.  C.  Baker,  Louisville:  I have  decided  since 

hearing  this  paper  to  be  more  careful  than  ever 
with  my  tonsil  work.  I am  very  much  surprised 
to  learn  that  such  a high  percentage  of  lung 
abscesses  has  followed  surgery  about  the  mouth, 
nose  and  throat.  I did  not  realize  that  the  per- 
centage was  so  high.  I have  always  held  to  the 
ojjinion  that  most  lung  abscesses  came  through 
the  blood  stream,  but  the  proof  seems  to  be  in 
the  paper  that  this  percentage  is  that  high. 

When  I was  in  the  army,  in  Massachusetts,  the 
Doctor  associated  with  me  was  from  Salem, 
Massachusetts.  He  would  give  his  patients  ether 
and  sit  them  up  in  the  chair  and  do  his  tonsil 
cases  that  way,  in  the  upright  position — give 
the  anesthetic  on  the  table  and  sit  the  patient 
up  in  the  chair  and  do  the  tonsillectomy.  That 
seem.s  to  be  the  favorite  way  of  doing  it  in  the 
East.  So  far  as  I know  he  had  no  complications, 
but  it  did  not  seem  surgical  to  me,  and  it  lookf 
to  7ue  like  a patient  would  be  more  liable  to  have 
lung  abscesses  from  that  particular  type  of  sur- 
gery than  the  other. 

I endeavor  to  have  my  patients  come  to  tlu 
operating  table  with  a free  intestinal  tract  and 
well  prepared  ahead  of  time,  and  I am  rather 
particular  in  my  after-care  of  these  patients.  I 
have  been  doing  tonsillectomies  around  15  or  16 
years,  and  so  far  as  I know  I have  never  had  a 
lung  abscess  or  pneumonia  following  tonsillec- 
tomy. I suppose  I have  just  been  very  lucky  in 
that  regard,  but  since  hearing  this  paper  I am 
determined  more  than  ever  that  these  patients 
shall  have  particular  care  ahead  of  time,  and  gc 
to  the  table  especially  with  a clean  mouth  anc' 
throat. 

Claude  T.  Wolfe,  Louisville:  Dr.  Frank  has 

given  us  another  one  of  his  interesting  disserta- 
tions. 

My  interest  in  the  subject  deals  with  its  pre- 
vention. In  this  I wish  to  state  that  I have  no 
snecific  but  I do  believe  that  if  certain  precau- 
tions are  followed  in  throat  surgery  the  number 
of  lung  abscesses  can  be  lessened. 

As  to  whether  the  infection  gains  entrance 
into  the  lung  through  the  veins,  lymphatics  or 
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the  tracheo-bronchial  route  is  not  oi'  particulai 
importance,  but  I personally  believe  that  the 
latter  route  is  the  more  logical,  ami  with  that 
in  mind  I employ  measures  in  the  removal  ol 
tonsils  that  l personally  believe  prevent  lung 
abscesses. 

Lf  tonsils  are  to  be  removed  under  a general 
anesthetic  I feel  sure  tnat  an  anesthetist  should 
be  chosen  who  is  thoroughly  competent  and  one 
who  is  familiar  with  our  method  of  operation, 
t he  choice  of  anesthesia  is  gas,  oxygen  and  ether. 
Occasionally  ethylene  has  been  used  with  very 
gratifying  results.  Only  sufficient  anesthesia 
IS  used  to  permit  the  removal  of  the  tonsils 
without  undue  amount  of  traumatism.  This 
point  should  always  be  borne  m mind. 

The  suction  apparatus  is  indispensable  at 
time  of  operation.  All  secretions,  including 
blood,  are  promptly  removed  and  the  possibility 
of  inspiration  is  greatly  minimized.  This  ap- 
paratus with  special  attachment  is  also  used 
upon  several  occasions  preceding  the  operation. 
This  is  done  to  rid  the  tonsils  of  food  debris 
and  other  infection,  and  in  a way  surely  elimin- 
ates to  some  extent  the  possibility  of  aspirating 
this  material. 

P'ollowing  the  operation  the  patient  is  re- 
turned to  his  room  with  a dry  throat,  placed  in 
a prone  positiort  f ace  downward  and  to  one  side 
and  over  the  end  of  a pillow.  In  this  position 
and  secreuon  oi  blood  coming  into  the  throat 
immediately  drips  out  of  the  mouth. 

If  the  tonsils  are  removed  under  a local  ane.s- 
thetic  the  point  to  be  borne  in  mind  is  the  dis- 
patch of  the  operation  within  the  limits  of 
safety.  To  accomplish  this  the  patient’s  confid- 
ence must  have  been  gained  and  the  usual  ap- 
prehension must  hav'e  been  eliminated.  This 
latter  condition  is  readily  done  away  with  by 
the  administration  of  nembutal  the  night  before 
and  the  morning  of  the  operation.  These  methods 
are  mentioned  to  emphasize  the  necessity  of 
getting  the  patient  in  the  best  operable  condi- 
tion so  that  as  little  traumatism  to  the  parts  will 
be  done.  This  will  eliminate  bleeding  to  a great 
extent  and  hasten  the  convalescene  of  the  pa- 
tient and  minimize  the  possibility  of  infection 
getting  inlo  the  lung,  'ihe  question  has  been 
asked  if  nembutal  makes  a patient  dizzy. 

They  do  occasionally  complain  of  slight  diz- 
ziness but  I have  never  attached  any  significance 
to  this  symptom.  In  my  hands  nembutal  has 
been  very  gratifying  and  has  supplanted  mor- 
phine and  scopalomine. 

J.  D.  Williams,  Ashland:  I have  been  doing 

tonsillectomies  for  about  twenty  years  and 
during  that  time  I have  had  one  lung  abscess. 
That  was  a most  interesting  case.  The  child 
was  being  anesfhesized.  Suddenly  I looked 
down  and  I saw  that  the  patient’s  mouth  was 
full  of  ether.  I immediately  stood  him  on  his 
head  for  about  a minute.  He  had  a lung 
abscess  but  got  well. 

I think  Dr.  Wolfe  is  entirely  correct.  He  has 


exactly  expressed  my  ideas.  As  to  suction,  in 
addition  to  keeping  the  throat  as  free  of  muc- 
ous as  possible  during  primary  anesthesia,  it  is 
particularly  indicated  to  remove  the  cftebris 
which  invariably  is  expressed  when  the  ecraseur 
is  closed  on  the  tonsil  pedicle.  This  to  make 
unlikely  inspiration  pneumonia  and  the  arthritis 
rhat  follows  tonsillectomies  due  to  contact  of 
such  debris  with  the  raw  tonsil  bed.  I immed- 
iately pause,  use  my  suction,  then  go  ahead  with 
the  opeimtion.  I also  have  the  patient  in  a 
position  with  the  head  below  the  level  of  the 
rest  of  the  body. 

S.  B.  Marks,  Lexington:  I have  seen  two  cases 
of  lung  abscesses  since  I have  been  doing  this 
work.  The  first  one  was  a boy  of  18,  whose 
symptoms  dated  back  to  the  time  he  had  measles 
three  or  four  years  previously.  I did  a number 
of  bronchoscopies  on  him:  dilated  his  sinus  into 
lus  abscess,  used  suction  and  injected  argyrol 
into  it.  I think  it  was  after  about  the  fifth 
aspiration  that  he  coughed  up  the  vertebra  of 
a bird.  He  said  that  he  had  had  measles  in  the 
fall  and  his  friends  were  very  nice  to  him  and 
sent  him  a lot  of  birds  to  eat.  That  was  just  a 
simple  vertebra  and  soon  after  that  he  cleared 
up. 

The  other  was  a boy  16  years  old.  He  be- 
longed to  the  Crippled  Children’s  Commission. 
I did  the  tonsils  under  general  anesthetic.  He 
developed  lung  abscess  about  the  fifth  day,  and 
was  practically  well  in  three  weeks  by  postural 
drainage. 

Too  much  emphasis  cannot  be  laid  upon  the 
suggestion  made  by  the  gentlemen  in  their  dis- 
cussions as  to  the  care  during  operations  and 
prior  to  operations.  I think  careful  suction  with 
plenty  of  assistance  to  give  you  careful  suction 
is  most  valuable.  I also  like  to  let  the  head 
of  the  table  down  about  6 or  8 inches  from  the 
horizontal.  It  sometimes  makes  it  a little  more 
inconvenient,  but  I believe  it  is  well  woi’th 
while.  It  helps  you  keep  the  larynx  clean  and 
I hope  it  keeps  some  of  the  blood  from  getting 
into  the  trachea. 

Mfallace  Frank,  (in  closing)  : I think  the 

points  that  have  been  brought  out  by  the  va- 
rious speakers  are  excellent,  especially  that  of 
doing  everything  possible  to  prevent  lung  infec- 
tion. 

I was  rather  astounded  in  looking  up  the 
figures  of  the  incidence  of  lung  abscess  to  find 
how  many  cases  occurred  between  the  ages  oi 
20  and  40,  namely  59  to  61  per  cent.  The  age 
between  20  to  40  is  the  time  of  life  when  the 
individual  certainly  should  be  at  the  peak  of 
his  physical  condition,  and  that,  as  a rule,  i: 
the  time  that  the  use  of  local  anesthetic  may  be 
preferred.  Children  are  operated  usually  under 
general  anesthesia,  and  yet  we  see  most  lung 
abscesses  coming  at  this  later  age  and  most  of 
them  coming  after  general  anesthetic.  I think 
the  explanation  of  this  frequency  of  lung 
abscesses  in  the  prime  of  life  lies  probably  ir 
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the  fact  that  infection  about  the  teeth  are  mo^t 
common  then. 

The  question  comes  up,'  ho-w  soon  should  the 
bronchoscopist  be  called.  I think  as  soon  as  the 
diagnosis  of  pulmonary  abscess  is  made.  If  at 
the  end  of  three  months  the  patient  isn’t  making 
satisfactory  progress  under  proper  regime  the 
surgeon  should  be  called  to  consider  the  ad- 
visability of  external  drainage. 

In  some  cases  where  spirochetes  are  present 
fair  results  have  been  obtained  with  arsphen- 
amin  in  the  hands  of  some  men,  and  these  claim 
that  the  dose  should  be  rather  large  and  given 
rather  frequently.  In  the  hands  of  other  indi 
viduals  arsphenamin  has  had  but  little  effect  in 
the  curing  of  these  conditions.  At  the  present 
time  emecin  is  being  used  rather  widely  and  I 
think  with  some  degree  of  success. 

Again  I want  to  thank  you  gentlemen  for 
the  privilege  of  being  here  this  afternoon. 


BLADDEK  ATONY— SPllLXCTER  VES- 
ICAE  RELAXATION.  AN  EEEICI- 
ENT  REMEDY  AND  MEAS- 
URE OF  PREVENTION 
IN  MAN 

Suggestions  for  Exercise  of  the  Buadder 
Wall  and  the  Sphincter  Fibres 

Leon  L.  Solomon,  i\I.  D. 

Louisville. 

A trite  old  .saying  lias  a man  as  old  as 
his  blood  vessels  and  a woman  as  old  as 
she  looks  or  feels,  or  both.  With  equal  pro- 
priety, it  may  be  stated  a niian  is  no  younger 
tham  his  bladder.  On  this  account,  the  noted 
surig'eou  .and  teaxiher,  David  Yandell,  was 
wont  to  say  to  his  students;  “No  man  .shall 
call  me  old  while  I am  able  to  make  a good 
•stream.  ’ ’ 

Loss  of  mn.scle  tone  in  the  male  bladder 
with  relaxation  of  the  sphincter  vesicae  is  a 
condition,  developing  in  some  men  earlier 
than  others.  In  this  brief  jilaper,  etiology  of 
the  distressing  state  will  not  be  attempted. 
Suffice  it  to  .say,  the  vexatious  manifestation 
likely  asserts  itself  with  most  men  as  years 
roll  on,  even  though  there  has  been  no  infec- 
tion in  the  genito-urinary  tract. 

Men  are  greatly  inconvenienced  by  the 
dribbling  and  consequent  soiling  of  their 
clothes.  Relaxation  of  the  bladder  wall  aJnd 
lass  of  tone  in  the  sphincter  fibres  is  wholly 
the  cause,  referred  to  at  this  time,  for  which 
treatment  is  suggested. 

Any  simple  means,  which  will  postpone  the 
appearance  of  this  age  aocomi)animent  is 
worth  -while  employing,  before  there  develops 
residual  urine,  with  -its  train  of  symptoms 
and  signs,  often  evidencing  serious  distur- 
bance of  an  all-important  part  of  man’s 


anatomy . 

So  far  as  1 am  aware,  the  plan  about  to  be 
suggested  is  not  in  common  use ; the  writer 
thinks  it  had  its  origin  with  him.  He  has 
reconimended  its  employment,  not  only  to 
many  patients,  but  lia.s  suggested  it  to  col- 
leagues, some  of  whom  have  tried  it  on  them- 
selves, as  well  as  having  advised  it  for  others. 
(j!  ratifying  results  have  been  reported. 

As  in  the  application  of  any  remedial 
agent,  benefit  is  to  be  expected  where  fixed 
organic  pathology  does  not  already  exist. 
1 11  jiroportion  as  the  plan  is  put  to  use  early 
and  better,  -where  recourse  is  had  to  it  be- 
fore evidence  of  faulty  tone  is  apparent,  the 
best  results  are  seen.  The  plan  is  applicable 
tO'  any  man,  without  chance  Uf  harm.  It 
prapioses, 

Exerci.sing  of  the  Bladder  Wall  and  the 
Bfiiincter  Fibres. 

What  is  the  plan?  Ilow  may  it  be  applied? 

All  of  us  have  observed  a teudeney  oln  the 
part  of  boys  to  empty  the  bladder  by  grasp- 
ing the  penis  and  holding  it  tightly.  They 
then  make  pressure  against  the  urethra  near 
its  distal  extremity.  Bladder  contents  -are 
forcibly  expelled  by  exerting  voluntary  mus- 
cular contraction  in  addition  to  the  action 
of  the  involuntary  fibres  of  the  viscus.  In 
contradistinction,  the  average  man  of  35  oi 
more,  with  penis  but  lightly  held,  in  the 
grasp  of  the  fingers,  (often  not  held  at  allj. 
jiermits  urine,  in  a desultory  fashion,  to  find 
its  outlet  as  best  it  may  Thus,  such  men 
afford  no  voluntairy  assista,ni-c  iu  the  im])or- 
tant  functian  of  vacating  their  bladder. 

Some  thirty  years  ago,  it  ot'curred  to  the 
writer  that  what  the  bla,dder  needed  and 
what  the  sphincter  fibres  required  was  daily 
frequent  exercise.  The  writer  reasoned  that 
l)etter  muscle  tone  would  re.sult  by  this  ex 
ercise  and  that  a more  complete  functioning 
and  emptying  of  the  reservoir  and  of  the  long 
canal  -would  follow. 

Accordingly,  he  began  to  inquire  of  men 
as  to  the  strength,  tone,  and  the  dependabil- 
ity of  the  bladder.  It  was  soon  apparent 
to  him  that,  at  about  age  50 — in  some  eases, 
considerably  earlier,  and  in  others,  later — 
dribbling  was  a frequent  man's  trouble.  Some 
men  complained  of  a few  drops  that  appeared 
after  the  act  had  been  completed  and  follow- 
ing the  replacing  of  the  organ.  Others  com- 
plained of  loss  of  several  drops,  sometimes 
of  an  actual  spurt  of  urine,  (as  if  the  blaid- 
der  were  overfilled),  before  they  could  reach 
the  urinal.  Some  lo.st  a quantity  of  urine, 
immediately  they  felt  inclination  to  void; 
others  soiled  underwear  or  bed  linen,  when- 
ever exertion  Avas  mad(‘.  Suddenly  i-ising  from 
the  sitting  position  or  the  leeumbent  posture 
wou)ld'  at  times  cause  leakage — even  -moving 
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ill  bed  i'rom  uue  side  to  the  other  was  oe- 
( ftsioiially  responsible  for  soiling'. 

Wliat  an  embarrassing,  troublesome  aiul 
distressing  thing  is  a leaky  bladder ! Ask 
the  next  patient.  He  may  tell  yon  that  he 
would  give  all  but  his  birth  right  to  be  re- 
lieved. 

For  all  of  these  poor  fellows,  the  remedy, 
herein  outlined,  may  be  tried  with  reasonable 
expectation  of  benefit.  Its  application  is 
easy ; it  costs  nothing ; persistent  persever- 
ence  is,  however,  necessary. 

Advise  the  patient  to  undertake  to  re- 
establish bladder  tone  as  follows: 

Cease  to  empty  the  bladder  like  a laizy  old 
man;  grasp  the  penis  firmly;  make  pressure 
at  the  meatus,  forcibly  expel  contents  by 
exerting  vohintary  muscular  effoid.  This 
should  be  done  in  short  expulsive  efforts. 
Imju'ovement  may  at  first  appear, slow.  In  a 
majority  of  instances  material  benefit,  if  not 
comiilete  relief  Avill  result. 

Thus  bladder  efficiency  may  be  maintained 
wlieri*  function  is  still  good  or  the.  sufferer 
will  possibly  (Succeed  in  restoring  a healthier 
tone  and  will  postpone  the  arrival  of  the 
niglitmare  of  advancing  years.  Dribbling,  the 
result  of 

“Bladder  Atony  and  Sphincter  Vesical 
Relaxation.” 

WHOOPING  COUGH  WITH  UNUSUALLY 
1 1 1 (HI  LEUKOCYTOSES* 

W.  W.  Nicholson,  ]M.  D. 

Louisville. 

i\Ly  reason  for  reporting  this  case  is  two- 
fold : first,  it  is  relatively  rare  for  the  blood 
count  in  wliooping  cough  to  exceed  80,000. 
and,  second,  white  counts  exceeding  100,000 
may  represent  extraordinary  leukocytoses, 
and  should  not  be  confused  -with  acute 
leukemia. 

Seits  reviewed  the  literature  in  1925  and 
could  find  only  eight  cases  of  whooping 
cough  repoi'ted  that  exceeded  100,000  leuko- 
cytosis, and  at  that  time  reported  two  cases 
one  with  a count  of  192,000  per  cubic  centi- 
meter which  died  and  no  autopsy  done ; the 
other,  a boj^  eight  months  of  age,  with  a 
courd  of  162,000  which  made  an  uneventful 
recovery. 

Admission  Note 

Colored  baliy,  two  years  of  age,  admitted 
to  Baby  Ward  Colored  with  provisional  diag- 
nosis of  acute  nutritional  disturbance. 

Present  Illness;  Three  weeks  before  ad 
mission  to  the  hospital  baby  had  whooping 
lougli  and  was  apiiarently  doing  very  well 
until  August  12,  when  he  had  convulsions 
,seve)-al  times  during  the  day,  and  eight  or  tm- 
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loose  stools,  with  a high  temperature  a 
hacking  cough.  Day  before  admission. 
(Auginst  13)  temperature  continued  high  and 
had  seven  convulsions  during  the  day,  but 
stools  were  not  as  frequent. 

Previous  History  : Full  term  baby,  weigh- 

ing seven  pounds,  normal  delivery  on  Seji- 
tember  7,  1927.  No-  convulsions,  cyanosis  or 
hemorrhages.  Breast  fed  until  five  months, 
at  which  time  baby  was  put  on  cow’s 
formula.  Fed  regularly  every  three  hours. 
Cod  liver  oil  drams  1,  t i d.  Orange  juic(‘ 
daily.  Cooked  t;ereals  began  at  six  mouths 
with  green  vegetables  at  eight. 

Previous  Illness;  Chicken  pox  at  5 months. 
Complete  recovery.  Pneumonia  IMarch,  1928 
with  complete  recovery.  October,  1929, 
pneumonia;  very  severe  infection  and  chib 
did  not  eat  well  or  gain  weight  satisfactorily. 
Three  weeks  before  admission  patient  de- 
velojied  whooping  cough  and  did  very  well 
until  two  days  before  entering  hospital. 

Family  History;  Essentially  negative,  ex- 
cept one  half-brother  in  tuberculosis  sani- 
tprium.  Patient  has  never  been  in  contact 
with  him. 

Physical  E.xamination 

Patient  is  a fairly  well  developed  and  fair- 
ly well  nourished  negro  child  two  years  of 
age,  who  appears  acutely  ill  with  difficulty 
in  breathing  and  has  expiratory  grunt.  On 
disturbance  of  the  child  there  is  a rather 
distressing  cough,  not,  however,  typical  of 
whooping  cough.  iSkin  is  rather  dry  also 
the  mucous  membranes  pale.  Hair  is  long 
and  curly  and  scalp  is  rather  dirty.  No 
cranial  tabes.  Fontanelles  closed.  Con- 
jiinctivae  clear  but  pale.  Pupils  react  to  light. 
No  obstruction  in  nasal  passages.  Plar  drums 
are  negative.  Tongue  is  coated  slightly  wdth 
red  edgei>.  Tonsils  are  large  and  injected. 
No  exuflate.  Cervical  glands  are  palpable  but 
not  noticeably  enlarged.  No  enlargement  of 
axillary  glands  or  inguinal.  Temperature 
102.  Pulse  IdO.  Kesp.  45  Bespiration  is 
rapid  and  rather  difficult.  Abilominal  in 
type.  Breath  sounds  are  rather  harsh  over 
all  areas  of  lungs,  with  few  lales  but  no  ab- 
normal impairment.)  Pidse  rapid.  Heart 
sounds  distinct.  No  murmurs,  shocks  or 
thrills.  Slight  distention  of  abdomen.  The 
liver  is  two  fingers  below  the  costal  margin. 
Spleen  not  palpable.  No  abnormal  masses 
felt.  Reflexes  normal.  Extremities  negative. 

The  blood  count  the  day  after  admission 
(August  15,  1929)  was  R B C 5,520,000: 
\Y  B C 181,000;  12%  Polys;  88%  Lymphs, 
HI)  70%.  A check  count  was  made  and  the 
white  count  was  170,000.  Blood  platelets 
300.000.  The  next  day  (the  18th)  the  white 
■count  was  190,000.  with  11%  Polys  and  89% 
Lymphs.  Daily  counts  were  made  and  the 
highest  count  was  on  the  23rd,  198,400.  At 
this  date  the  temperature  was  at  its  peak, 
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10-1%  degrees,  and  the  patient  was  very  ill. 
The  cough  was  severe  and  characteristic  cough 
spasms.  For  several  days  the  prognosis  was 
very  bad.  On  August  31  the  blood  count  had 
dropped  to  106,000  and  the  temperature  tc 
101.  Baby  was  much  improved  and  the  dif- 
ferential count  showed  48%  Polys  and  52% 
Lymphs.  From  tliis  day  on  the  patient  im- 
proved and  the  count  dropped  simultaneous- 
ly with  the  temperature.  On  September  17, 
the  white  count  was  18,000  and  baby  was  dis- 
;'iiarged  in  good  condifioii.  Returned  to 
the  clinic  on  several  occasions  with  diagnosis 
of  whooping  cough  and  broncho-pneumonia 
and  in  February,  1930  the  count  was  down  to 
8,000  whites. 

DISCUSSION 

Morris  Flexner:  Several  years  ago  when  1 

was  an  interne,  I happened  to  have  a ease  of 
pertussis  broncho-pneumonia  which  had  85,000 
leucocytes;  that  was  by  all  odds  the  greatest 
number  I had  ever  seen  in  whooping  cough;  the 
interesting  thing  in  that  particular  case  to  me, 
was  the  smear.  You  could  see  repeatedly 
throughout  the  smear  the  lymphocytes  apparent- 
ly dividing  by  fusion.  I never  saw  this  before. 
You  would  see  the  lymphocytes  which  would 
have  two  nuclei  with  a strand  of  nuclear  ma- 
terial between,  and,  then  you  would  see  also 
lymphocytes  with  two  distinct  nuclei  in  them. 
This  is  the  only  condition  I have  ever  seen  that 
in. 

I wonder  whether  this  particular  case  showed 
that  or  not?  I thought  85,000  was  a pretty 
good  leucocytosis,  but  this  one  makes  it  seem 
not  unusual. 

W.  W.  Nicholson,  (in  closing)  : It  was  not 

noticed  that  the  characteristics  of  the  lympho- 
cytes were  as  the  ones  Doctor  Flexner  described, 
but  all  the  lymphocytes  were  rather  small,  very 
few  large  ones. 


Radiotherapy  in  Cancer  of  Uterus. — In  his 

general  review  on  the  subject,  Donaldson  states 
that  in  cases  which  were  recognized  in  time  and 
in  which  treatment  was  begun  immediately,  the 
patients  remained  completely  cured.  In  the  more 
advanced  cases  one  obtains  a remarkable  tem- 
porary improvement.  The  patients  gain  in  weight 
and  state  that  they  never  felt  so  healthy.  But 
at  the  end  of  one  and  sometimes  of  two  years 
they  become  pale,  look  toxic  and  complain  fre- 
quently of  swelling  of  the  lower  extremities.  On 
examination  the  cervix  and  the  vagina  appear 
healthy,  but  deep  in  the  pelvis  one  can  feel  a 
neoplasm,  which  ulcerates  finally  into  the  rec- 
tum, the  bladder  or  the  vagina  and  the  patient 
dies  from  cachexia.  The  actual  problem  at  pres- 
ent is  to  find  means  for  preventing  metastases 
in  the  lymph  nodes  ,rnd  the  deep  .structures  of 
the  pelvis.  ' 


THROMBOSIS  OF  THE  FEMORAL 
ARTERY* 

E.  S.  Allen,  M.  D. 

Louisville. 

Every  surgeon  has  liad  the  unfortunate 
experience  of  post  operative  thromho  phle- 
bitis. About  the  10th  or  12th  ])Ostoperative 
day,  as  tlie  patient  is  planning  to  leave  the 
hospital,  a low  grade  pyrexia  develops.  The 
patient  does  not  feel  as  w'ell  as  the  day  Ire- 
fore.  There  is  some  discomfort  in  the  pelvis, 
a pain  in  the  leg,  perhaps  several  days  later 
the  limb  is  swollen,  the  temperature  is  then 
accounted  for.  The  patient  is  depressed 
realizing  that  hospitalization  will  be  indefi- 
nitely prolonged.  Though  unexpressed,  there 
is  frequently  the  feeling  that  the  surgeon  i? 
in  some  Avay  responsible  for  this  complica- 
tion. 

Gynecological  o])erations  are  followed  by 
thrombosis  more  frerpiently  than  any  other 
ty])e  of  surgery.  In  Hampton’s  and  Whar- 
ton’s report  on  a large  number  of  cases  op<>- 
rated  on  at  Johns  HoiVl<ins  Hospital,  81'/ 
followed  abdominal  operations.  In  this  serie; 
of  21, .000  cases  one  throinl)o  pldebitis  develop- 
ed in  1%.  Lindsey  in  a large  number  of  op- 
ei-ations,  31,426  found  tliat  1.1%  develo])cd 
thromho  phlebitis,  with  a mortality  of  3%. 
The  femora]  vessels  were  involved  in  50%  of 
cases  and  tlie  left  femoral  more  frequently 
than  the  right. 

The  causative  factor  in  this  unwelcomed 
complication  is  thought  to  be  surgical  trauma 
and  infection. 

Thrombosis  of  arteries  is  a much  more 
rare  post  operative  complication.  In  my  ex- 
perience I have  seen  hut  two  cases.  In  each 
the  femoral  artery  was  involved.  The  left 
in  one  and  right  in  the  other.  This  report 
includes  post  operative  thrombosis  and  not 
arterial  occlusion  and  thrombosis  where  a 
diseased  artery  exists,  as  in  endoarteritis 
obliterons. 

Treatment : If  the  clot  can  be  located,  tin 

vessel  may  be  opened  by  a longitudinal  in- 
cision. The  clot  withdrawn  and  vessel  su- 
tured. If  clot  reforms,  it  is  feasible  to  im- 
])lant  the  artery  into  the  femoral  vein,  pre- 
ferably below'  the  saphenous  opening.  This 
was  done  successfully  by  Wdeten  of  Constan- 
tinople. 

J.  B.  Murphy  exposed  the  femoral  artery 
just  below  pourparts  ligament  in  an  obstruc- 
tion of  the  common  iliac  artery  and  with 
delicate  forceps,  a bifurcated  clot  Avas  re- 
moved from  beloAv  upwards,  coming  from  the 
femoral  and  i)rofunda.  Blood  folhuved  show- 
ing that  Ihere  w'as  some  collateral  circula- 
tion. Forceps  and  irrigation  and  the  inser- 
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tion  of  a eiatlieter  7 1-2  inches  in  the  proximaJ 
]iart  of  artei'v  brought  only  dark  blood  clots 
and  debris.  After  passing  catheters  and 
])robes  19  inches  into  the  arteiy,  suddenly  a 
gush  of  bright  red  blood  swept  the  vessel 
clean. 

H.  i\latti,  operated  on  a man  70  with  sud- 
den embolism  of  the  femoi-al  artery.  Xo  ])ulse 
could  be  felt  below  pourparts  ligament.  He 
opened  tlie  artery  and  removed  embolic  plugs 
al)ove  and  below,  although  12  hours  liad 
elapsed,  the  circulation  was  restored  except 
in  two  toes. 

Report  of  Cases 

Case  1.  Mrs.  B.  age  35,  Avas  operated  on 
July,  1920  to  rejrair  a perineal  tear  of  the 
third  degree.  Her  general  condition  Avas 
satisfactory  for  surgical  procedure.  Heart 
and  lungs  negative,  urinalysis  negative 
blood  count  4,500,000  red  and  8,700  white 
cells,  coagulation  time  4 1-2  minutes.  Ex- 
amination rcA^ealed  the  abdominal  caAuty  and 
]>elvis  negative  for  any  pathology.  The 
]mrineum  had  been  torn  into  the  rectum.  Sin 
had  little  or  no  control  of  defecation.  Under 
gas  oxygen  ether  anesthesia,  the  sphincter 
ani  muscle  and  perineum  Avere  repaired.  The 
]»ost  operative  couAialescence  was  uneventful 
until  the  5th  day,  when  an  intense  pain  de 
veloped  suddenly  in  her  left  leg  and  grcjin 
requiring  frequent  hypodermics  of  morphine. 
T Avas  out  of  tOAvn  and  did  not  see  this  patient 
for  36  hours.  She  at  this  time  was  com- 
pletely exhausted,  pulse  140,  temperature 
97,  and  thoroughly  narcotized.  The  limb  was 
blanched,  cold  from  pourparts  ligament  to 
toes.  Amputation  Avas  considered,  but  she 
Avas  such  a poor  operative  risk  for  amputa- 
tion that  palliatiA^e  and  re.storative  measures 
Avere  resorted  to;  such  as  heat,  and  hypo- 
dermoclysis.  T regret  to  state  that  openina 
the  arteiy  under  local  anesthesia  AA’as  not  con- 
sidered. ' This  patient  died  24  hours  later. 

Case  2.  Mrs.  H.,  age  60,  referred  by  Hr. 
Holmes,  of  Carrollton,  for  an  acute  gall  blad- 
der. She  Avas  fairly  Avell  nourished  and  ga\’e 
a history  of  numerous  gall  bladder  attacks, 
dating  liack  ten  years.  Physical  examina- 
tion revealed  a rather  large  heart,  with  a 
definite  mitral  murmur,  poor  compensation, 
and  she  had  decided  arythma.  and  a history 
of  frequent  heart  attacks.  The  family  phy- 
sician had  spent  the  entire  day  Avith  her  just 
a Aveek  liefore  she  came  to  the  hospital  treat- 
ino’  her  in  nne  of  these  heart  attacks.  There 
Avas  decided  atheromatous  arterial  changes. 
Temperature  100,  pulse  90  to  100,  Blood  count 
12.000.  80%  polys.  TTrinalysis.  trace  of  al- 
bumen. byalin  and  granular  easts,  an  oc- 
casional pvis  cell,  trace  of  bile,  no  acetone,  nor 
diacelic  acid. 

On  examination  the  gall  bladd(‘r  could  b(' 
nal paled  and  Avas  very  sensitive  to  pressure. 
It  Avas  decided  that  local  anesthesia  Ayould  be 


the  safer  anesthetic. 

Nembutal  one  hour  before  operation  and 
morph,  gr.  1/6,  1/2  hour  before  AA'ere  u.sed 
as  preliminaries,  xi  subcostal  incision  Ava.'- 
niade  under  noA’acain  infiltration  anesthesia 
A large  distended  gall  bladder  Avas  encoun- 
tered, AA'ith  a large  stone  obstructing  the 
cystic  duct.  The  common  duct  Avas  free  from 
stones.  The  gall  bladder  vims  drained  of  a 
clear  fluid  and  stone  removed.  The  gall 
bladder  aars  not  removed  on  account  of  in- 
flammatory thickening,  extending  down  tc 
cystic  duct  and.  traction  on  gall  bladder 
Claused  enough  pain,  that  a general  anaesthetic 
would  have  been  necessary  to  do  a cholecystec- 
tomy. A tube  Avas  inserted  in  gall  bladder 
and  abdomen  closed.  This  patient  had  a very 
smooth  conA'alescenee  until  her  10th  day. 
xVbout  9 p.  m.  the  nurse  reported  that  the 
patient  Avas  suffering  intensely  Avith  her 
right  leg,  screaming  Avith  pain.  I ordered  a 
Ipypodermic  of  morphine  and  went  at  once  to 
the  hospital.  Tln>  patient  had  gotten  no  relief 
from  the  morphine.  xVn  examination  reveal- 
ed the  right  leg  blanched  to  Avithin  2 or 
3 inches  of  pourparts  ligament.  The  line  of 
demarcation  Avas  clear  cut.  There  Avas  no  pul- 
sation in  the  femoral  arterj^.  Deep  palpation 
of  the  abdomen  reA^ealed  pulsation  in  the  ex- 
ternal iliac.  She  Avas  taken  to  operating 
room  as  soon  as  it  could  be  prepared  and 
under  Novacain  anesthesia  a 3 inch  incision 
Avas  made  over  femoral  artery,  exposing  it. 
It  Avas  collapsed,  there  Avas  no  bleeding.  Dis- 
secting up  to  pourparts  ligament.  The  point 
of  thrombosis  was  easily  Ausible;  in  fact  the 
obstruction  could  be  both  felt  and  seen.  While 
inserting  my  left  fore  finger  under  the  ob- 
structed part  and  about  to  incise  the  artery. 
1 felt  the  thrombus  displaced  and  at  once 
the  artery  beloAv  began  to  pulsate.  Almost 
immediately  the  patient  stated  that  her  leg 
felt  better.  Hyperemia  could  be  observed 
rapidly  extending  doAvn  the  leg.  I Avatched 
to  see  Avhere  the  clot  AA'Ould  lodge,  but  the 
entire  leg  and  foot  became  hyperaemic,  ex- 
cept circular  area  of  the  heel  about  one  inch 
in  diameter.  The  patient  obtained  complete 
relief,  scAU'ral  small  A'essels  had  to  be  clamped 
and  ligated  after  the  clot  Avas  dislodged. 
The  folloAving  morning  the  heel  presented 
a slight  cvanatic  appearance  and  it  Avas  a 
question  as  to  Avhether  a terminal  branch  of 
th('  post  tibial  arterA'  AA^as  thrombosed  or  a 
1 (J  Avater  bottle  onrn. 

The  iiatient  made  an  uneventful  recovery. 
A folloAV  up  hiotory  last  w-i-ek,  records  that 
she  had  «iuit(>  a bit  of  trouble  with  her  heel. 
Tbe  family  physician  had  opened  an  abscess 
three  weeks  after  she  had  returned  home. 
'Phis  would  haul  one  to  conclude  that  a ter- 
minal artery  in  the  heel  bad  been  obstnictetl 
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HEALTH,  ITS  VALUE  TO  YOU  AS  AN 
INVESTMENT* 

J. Garland  Sherrill,  M.  D. 

Louisville. 

The  fallacy  is  prevalent  that  men  are  born 
equal,  when  such  is  not  the  case.  To  bring 
into  being  a healthy,  vigorous  child  is  the 
great  privilege  of  parentage.  For  such  re- 
sult to  obtain,  a clean  healthy  life  is  necessary 
upon  each  side. 

The  greatest  asset  to  a child,  therefore,  is 
vigorous  health.  It  should  be  guarded  care- 
fully through  nut  life.  If  kept  at  its  highest 
])oint  all  other  things  will  follow.  Good 
liealth  is  the  foundation  of  success  in  every 
line  of  endeavor;  it  is  the  basis  of  all  hap- 
])iness,  and  makes  life  a joy.  Beginning,  there- 
fore, in  infancy  the  careful  preservation  of 
health  is  the  most  important  thing  for  con- 
sideration. 

Good  health  is  a.  necessity.  It  is  desii'able 
and  should  be  acquired  and  maintained  if 
jiussible. 

Good  health  is  a responsibility,  first  of  the 
])arent,  second  of  the  individual,  and  third 
of  the  community. 

The  proper  instruction  of  children  upon 
health  matters  is  the  duty  of  the  parent  and 
the  teacher.  The  individual  is  responsible  to 
himself  and  to  the  community  for  proper  cai'c 
of  his  health.  Dental  and  general  body 
hygiene,  proper  living  and  good  habits  are 
essential  to  a full  life. 

The  community  is  responsible  to  the  indi- 
vidual for  the  right  to  live  in  the  enjoyment 
of  peace  and  happiness.  Sanitary  conditions 
in  schools,  good  water  supply,  proper  protec- 
tion of  life  and  property  is  the  duty  of  the 
community  to  its  people.  Health  instruction, 
pirotection  against  infections  and  contagious 
disease,  as  well  as  the  necessary  research  in 
preventive  medicine  is  also  a public  responsi- 
bility. The  line  between  public  and  individiiial 
responsibility  should  be  carefully  drawn  to 
prevent  the  tendency  to  paternalism  in  gov- 
ernment and  the  loss  of  individual  initiative. 

Health  is  an  expense.  In  order  to  continue 
in  good  health,  both  as  an  individual  and  as 
a community,  certain  expenditure  is  neces- 
sary. To  the  individual  it  means  proper 
housing,  good  food,  suitable  clothing  and  the 
ordinary  expenses  of  living.  The  most  valu- 
able and  yet  least  expensive  investment  for 
health  is  a competent  and  trustworthy  med- 
ical advisor.  The  usual  budget  allows  less 
for  health  expense  than  any  other  purpose. 

Good  health  is  an  expen.se  to  the  commun- 
ity, yet  it  is  the  nio.st  A-al liable  investment 
that  ran  ]io,ssibly  lx-  made.  The  return  in 
iu-oduction,  as  a result  of  a healthv  eommnn- 
itv.  cannot  be  ov^eresti mated.  Gei-tainlv  thi^ 
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costs  in  money,  time,  and  thought,  because 
the  means  of  preventing  disease  is  expensive. 
IMunieipal  water  supply,  sewerage  and  plumb- 
ing cost  money.  Isolation  hospitals  are  a 
constant  drain  on  the  public  purse.  Effi- 
cient milk  and  food  inspection  cannot  be  hati 
for  nothing.  Good  milk  costs  more  than  poor 
milk.  Health  departments  are  asking  for 
more  money  all  the  time.  School  inspection 
and  the  fight  against  tuberculosis  goes  on  at 
considerable  expense,  yet  it  saA^es  the  lives  ot 
the  little  ones.  The  guardians  of  the  muni- 
cipal treasury  often  have  to  refuse  to  meei 
these  urgent  demands  because  of  lack  of 
funds. 

With  all  these  expenses  it  can  be  readily 
determined  that  good  health  is  an  economy 
I can  .state  without  fear  of  contradiction  that 
health  is  the  cheapest  commodity  that  can  be 
pnrcha.sed.  In  truth  it  is  not  purchasable 
and  is  beyond  price;  Avhen  lost,  it  cannot  be 
retrieved.  Short  of  this  it  can  be  sav^ed  by 
good  medical  care. 

The  efforts  to  restore  it  are  also  expensh'e 
but  well  w'orth  Avhile.  The  excellent  hospital 
and  medical  seiwice  afforded  our  people  is 
I fear,  not  appreciated.  There  is  much  talk 
or  high  cost  of  medical  and  hospital  service 
iMuch  of  this  criticism  is  unjust  and  ridi- 
culous. 

Most  people  ajipreciate  the  wonderful  ad- 
A'antage  of  good  medical,  surgical,  and  hos- 
pital care.  Unfortunately  many  persons 
either  do  not  appreciate  such  serA'ice  or  fail 
to  giA'e  any  evidence  of  it  to  those  who  seiwe. 

The  saving  in  time  alone  to  a patient  Avhr 
receives  loving,  kind,  gentle,  and  skillful 
service  is  most  A'aluable  if  computed  in  dol- 
lars and  cents  only. 

Hospital  service  has  been  so  much  improA^ed 
in  this  country  within  the  last  two  decades 
that  a great  reduction  in  mortality  has.  re- 
sulted. In  addition  a great  saving  in  hos- 
pitalization has  occurred.  The  net  result  if 
a great  saA'ing  from  the  return  of  the  patient 
to  produetiA-e  work.  This  is  particularly 
truo  of  the  accident  cases. 

The  many  neAV  appliances  and  hospital 
equipment  necessary  to  the  best  serAUces  are 
pxpensh^e.  Hospitals  can  barely  exist  on  the 
income  derived  from  their  patients,  and  often 
shoAV  a deficit  even  under  the  best  manage- 
ment. 

The  actual  expense  of  hospital  seiwice  in- 
cluding food,  uur.sing,  laboratory  and  other 
technical  service  is  less  than  that  of  a first 
class  hotel  The  talk,  therefore,  about  high 
cost  of  1his  sci'A’ice  is  unjust.  If  the  coin- 
inuuitA'  Avill  supiilorl  its  hospitals,  its  nurses 
and  its  ph.vsicians  properl.A',  the  irn'cstmeul 
Avill  be  returned  many  fold  in  good  health. 
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INTERSTITIAL  NEPHRITIS* 
Philip  F.  Barbour,  M.  D. 

Louisville. 

I wish  to  report  a ease  of  iuterstitial 
nephritis  with  autopsy  on  the  kidneys  pre- 
senting some  interesting  features. 

A girl,  C.  A.,  aged  11  years,  weight  74 
liounds,  normal  height  was  seen  for  severe 
anemia,.  Examination  of  the  blood  showed 
Haem.  45,  RBC  2,920,000,  WBC  7,000. 
Routine  examination  of  the  kidneys  brought 
out  the  fact  that  she  had  passed  great  quan- 
tities of  urine  for  some  months.  A diagnosis 
of  diabetes  mellitus  had  been  made  by  sev- 
eral physicians  but  no  sugar  had  been  found 
in  the  urine  at  tha,t  time  or  at  subsequent 
times.  The  examination  of  the  urine  showed 
a two  plus  albumen  and  only  an  occasional 
hyaline  cast.  It  was  reported  that  she  had 
liad  albumen  four  years  previou.sly.  The 
])resence  of  albumen  rules  out  diabetes  insipi- 
dus as  the  cause  of  the  polyuria.  The  heart  and 
lungs  and  gastro-inte.stinaI  tract  were  appar- 
ently normal.  There  was  no  history  of  any  ill- 
ness of  any  kind  whatsoever  with  the  excep- 
tion of  influenza  at  the  age  of  5 months  dur- 
ing the  severe  flu  epidemic  of  1918.  The  ton- 
sils had  been  removed  4 Amars  previously  but 
tliere  was  no  apparent  benefit  from  the  op- 
eration. The  child  ajipeared  to  have  very 
little  pep,  was  somewhat  backAvard  in  her 
school  Avork  and  handled  herself  someAvhat 
clumsily  On  account  of  the  large  amount 
of  albumen  she  AA^as  put  on  a Ioav  protein 
diet  and  AAias  given  a ]ireseription  of  organic 
iron.  There  Aims  a slow  and  steady  increase 
in  the  hemoglobin  and  red  blood  cells.  The 
general  sj^mptoms  improved  and  the  weight 
increased  up  to  86%  pounds. 

The  child  appeared  rather  sluggish  and 
Avas  below  the  a\'erage  grade  in  school.  The 
history  revealed  the  fact  that  she  Avas  sIoav 
in  learning  to  Avalk  and  talk.  The  possibility 
of  cretinism  as  a factor  had  to  be  considerecl. 
The  metabolic  rate  Avas  found  to  be  plus  31 
and  plus  18  on  a subsequent  test.  The  fea- 
tures Avere  coarsened  and  the  hair  dry  and 
coarse  but  not  sparse.  The  fingers  and  toes 
were  long  and  pointed.  The  fact  that  she 
had  never  taken  any  thyroid  treatment  and 
that  her  metabolic  rate  Avas  plus  18  apparent- 
ly ruled  out  cretinism  and  confirmed  the 
opinion  that  some  other  chronic  illness  would 
explain  the  mental  sloAvness. 

After  this  time  the  amount  of  urine  began 
to  decrease  and  she  suddenly  dcA'^eloped  an 
eclamptic  seizure.  Examination  of  the  blood 
at  this  time,  April  17,  showed  urea  nitrogen 
75.  The  urine  shoAved  serum  albumin  twc 
]ilus  and  <iuite  a number  of  pus  cells  but 
there  Avere  no  easts.  From  this  time  on  the 
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child  steadily  lost  strength  and  passed  aAvay 
in  July  from  uremic  convulsions. 

An  autopsy  on  the  kidneys  showed  theii 
Aveight  to  be  31  and  28  grams  respectively. 
This  is  the  weight  of  the  average  normal 
kidney  at  six  months  of  age.  It  is  interest- 
ing to  note  that  this  over  Aveight  girl  of  11 
years  of  age  had  managed  to  live  the  usual 
life  of  a child  of  her  age  with  infantile 
neys  and  those  kidneys  damaged.  It  is  an 
examjile  of  the  factor  of  safety  in  the  kidney:- 
and  that  they  can  do  much  more  than  the.i 
normal  function.  Secondly  there  Avas  lu 
available  history  to  indicate  why  interstitial 
nephritis  should  have  occurred.  There  was 
no  history  of  the  usual  diseases  from  Avhich 
interstitial  nephritis  develops.  The  fact  that 
the  kidneys  failed  to  develop  from  six 
months,  at  Avhich  time  she  had  had  the  attack 
of  influenza,  inclines  one  to  connect  the  tAvo. 
Physically  she  was  able  to  do  Avhat  other 
children  could  but  the  central  nervous  sys- 
tem Avas  not  quite  able  to  stand  the  strain 
Thirdly,  it  is  interesting  to  theorize  on  the 
possibility  of  the  filtration  and  absorption 
theory  of  the  ncAver  biochemistry.  In  this 
case  the  pathological  study  shoAved  no  tu 
bular  epithelium  at  all.  It  Avould  be  dif- 
ficult to  determine  that  the  specimen  is  that 
of  a kidney  and  yet  this  child  was  able  to  get 
over  the  threshold  the  nitrogenous  products 
so  that  there  was  no  retention  until  the  last 
few  weeks. 

Thanks  are  due  to  Dr.  Winter  for  the  post- 
mortem and  to  Dr.  Weeter  for  the  patholo- 
gical study  of  the  kidneys.  Dr.  Weeter ’s 
final  report  on  the  microscopical  examina- 
tion was  chronic  interstitial  nephritis. 

DISCUSSION 

Irvin  Abell  One  of  the  most  interesting  fea- 
tures about  Dr.  Barbour’s  case  report  is  the 
extremely  small  amount  of  kidney  tissue  found 
at  the  autopsy.  This  would  indicate  that  the 
life  of  the  child  had  been  sustained  by  an 
amount  of  renal  tissue  much  less  than  that 
found  in  healthy  normal  children  of  correspond- 
ing age. 

This  finding  has  been  borne  out  by  research 
work  of  different  investigators.  Dr.  Judd  in 
discussing  the  symposium  on  renal  diseases  at 
the  recent  meeting  of  the  State  Society,  stated 
that  Mann  of  the  Mayo  Clinic  had  found  that 
one  half  of  one  kidney  was  sufficient  to  sup- 
port life  in  the  laboratory  animal  and  further 
that  there  was  a marked  regeneration  of  kidney 
tissue  after  such  remo\-al.  The  older  members 
of  the  Society  will  recall  the  several  visits  to 
our  city  of  Dr.  Martin  Fischer  of  Cincinnati. 
Many  years  ago  Dr.  Fischer  reported  before  one 
of  our  meetings  bis  experience  in  determining 
the  amount  of  renal  tissue  needed  to  support 
life.  He  had  removed  the  half  of  one  kidney, 
still  later  the  remaining  half,  and  still  later 
one-half  of  the  second  kidney  from  a fox  ten-ier 
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bitch.  While  in  Ciucinnatii  several  years  later 
I had  occasion  to  visit  the  Medical  School  and 
paid  a visit  to  Dr.  Fischer’s  laboratory.  I in- 
quired of  him  the  ultimate  result  in  this  par- 
ticular dog;  she  vras  still  living  and  had  borne 
the  third  litter  of  pups  since  her  renal  tissue 
had  been  reduced  to  one-fourth  of  its  normal 
amount;  she  was  still  in  good  physical  condition. 

H.  M.  Weeter:  In  presenting  the  kidney  of 

Dr.  Barbour’s  case,  wish  to  state  that  the 
microscopical  section  showed  the  changes  to  be 
those  of  a chronic  interstitial  type. 


BOOK  REVIEW 

SURGICAL  PATHOLOGY  OF  THE  SKIN. 
FASCIA,  MUSCLES,  TENDONS,  BLOOD 
AND  LYMPH  VESSELS.  By  Arthur  E. 
Hertzler,  M.  D.,  Surgeon  of  the  Agnes  Hertz- 
ler  Memorial  Hospital,  Halstead,  Kansas. 
Professor  of  Surgery,  IJniversity  of  Kansas. 
260  illustration.  J.  B.  Lippineott  Company, 
Publishers,  Philadelphia.  Price  $5.00. 

The  purpose  of  this  book  is  to  present  the 
result  of  observations  in  the  clinic  or  the  op- 
erating room  with  only  incidental  discus- 
sions of  the  findings  of  the  laboratory.  The 
various  skin  lesions  are  studied  and  dis- 
eus.sed  from  their  very  incipency,  and  as 
the  author  aptly  states,  their  i^roper  treat- 
ment requires  as  much  skill  as  removing  a 
goiter.  In  the  illustration  the  photograph 
of  the  patient  with  the  visible  growth  is 
shown  with  the  microphotograph  of  the  sec- 
tion. This  volume  will  prove  to  be  a very 
great  ad.jmn  t to  the  snrg(‘on  and  the  phy- 
sician. 


SURGICAL  PATHOLOGY  OF  DISEASES 
OF  BONES.  By  Arthur  E.  Hertzler,  M.  D. 
Surgeon  to  the  Agnes  Hertzler  Memorial 
Hospital,  Halstead  Kansas,  Professor  of  Sur- 
gery, University  of  Kansaf-.;.  d.  B.  Lippineott 
Company,  Publishers.  Price  $5.00. 

This  book  is  the  result  of  30  years  of  med- 
ical teaching  and  the  writer  1ms  lincluded 
what  he  has  deemed  essential  to  meet  the 
needs  of  the  medical  student  and  the  young 
surgeon  and  the  story  is  told  as  much  as  pos- 
sible Avith  illustrations  with  the  complete 
legend  appended.  The  subject  matter  is 
discussed  under  three  heads : first  Path- 

ogenesis, which  includes  the  deA'el'0])inent  ot 
the  disease  and  is  the  link  betAveen  the  path- 
ology and  the  purely  clinical.  Pathology: 
Avhich  includes  the  physical  findings  and 
gross  pathology.  Histo.ry  :This  section  in- 
cludes just  enough  of  the  finer  anatony  to 
make  gross  pathology  intelligible. 


TABLES  OF  FOOD  VALUES.  By  Alice 
V.  Bradley,  B.  S.,  Supervisor  and  Instructor 
of  Nutrition  and  Health  Education,  State 
Teachers  College,  Santa  Barbara,  California. 
Manual  Arts  Press,  Publishers,  Peoria,  Il- 
linois. Price  $2.00. 


Doctors  doing  metabolic  work  will  find  this 
book  helpful.  It  is  the  outgrowth  of  the 
demand  for  tables  Avhieh  Avill  facilitate  the 
calculation  of  diets  by  giving  a complete 
classification  of  foods,  such  as  cereals,  fruits, 
vegetables,  etc.,  and  showing  their  respective 
v'alues  in  the  diet,  as  far  as  present-day  sci- 
entific information  permits.  All  the  essential 
data  needed  for  calculating  the  nutritive 
value  of  a given  food  are  found  in  one  table. 
This  is  the  first  time  that  this  information 
has  been  presented  within  the  confines  of  a 
single  volume. 


PRACTICAL  MASSAGE  AND  COK- 
RECEIVE  EXERCISES  WITH  APPLIED 
ANATlJMY. — By  Hartvig  Nissen.  Late  Presi- 
dent of  Posse  Normal  School  of  Gyniinasties ; 
Superintentlent  of  Hospital  Clinics  in  Mas- 
sage ami  Medical  Gymnastics;  For  Twenty- 
four  years  Lecturer  and  Instructor  of  Mas- 
sage and  SAvedish  Gymnastics  at  Harvard 
UniA'ersity  Summer  School;  Late  Director 
of  Physical  Training  at  Boston  and  Brook- 
line I’ublic  Schools;  Former  Instructor  of 
Physical  Training  at  Johns  Hopkins  Univer- 
sity and  Wellesley  College.  Former  Director 
of  the  SAvedish  Health  Institute,  Washington, 
D.  C.,  etc. 

Fifth  Edition,  RcAused  and  Enlarged  by 
Harry  Nissen,  President,  Posse-Nissen  School 
0.^'  Physical  Education,  Boston,  Mass.  Illu- 
strated Avith  72  original  halfltone  and  line  en- 
gravings. F.  A.  Davis  Compainy,  Publishers. 

This  little  book  has  been  used  as  a text  book 
at  the  Posse-Nissen  School  of  Physical  Edu- 
cation for  the  past  twelve  years. 

Three  major  subjects  are  discussed  at  length 
Fir.st:  The  different  manipulations  and  their 
effects. 

Second : Applied  anatCNmy  and  corrective 

exercises  Avith  various  lists  of  exerci.ses. 

Third ; Treatment  of  various  diseases  and 
injuries,including  a discussion  of  flat  feet. 

The  AA’riter  has  for  several  years  been  teach- 
ing miassage  in  the  Harvard  University  Sum- 
mer School. 


SIMPLE  LESSONS  IN  HTAIAN  ANA- 
TOMY.—By  B.  C.  H.  Harvey,  M.  D..  Pro- 
fessor of  Anatomy,  I'niversity  of  Chicago. 
Price  $2.00.  American  Medical  Association, 
Chicago,  111. 

No  greater  aid  can  be  giA'c.a  to  the  practi- 
tioner aaJio  has  been  out  of  college  a numbei- 
of  years,  than  this  book  just  published  by  the 
A.  M.A.  It  is  short,  concise,  amply  illustrated 
printed  in  good  large  tyjie  on  heavy  smooth 
lAaper,  suitable  in  size  fo]-  a reference  book, 
and  is  considered  one  of  the  be.st  popular 
treatises  on  anatomy  that  is  available.  It  is 
a pleasure  to  recommeiid  this  A'oluliie  to  the 
medical  .student,  general  ])ractitoner  and  the 
busy  surgeon. 
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NEXT  MEETING  LOUISVILLE 


COUNTY  SOCIEIY  REPORTS 

Jefferson:  The  February  program  of  the  Jef- 
ferson County  Medical  Society  will  be  as  fol- 
lows: 

February  1st 

Special  Meeting  for  Consideration  of  Public 
Health  Problems. 

Febraury  15th Addresses 

1.  Treatment  of  Delayed  Union  in  Fractures 
and  of  Ununited  Fractures,  William  Sneed,  M. 
D.,  Surgical  Department  of  Cornell  University, 
New  York  City. 

2.  Treatment  of  Brain  Abscess,  James  J. 
King,  M.  D.,  Neurosurgical  Department  of  Belle- 
vue Hospital,  New  York  City. 

GUY  AUD,  President, 

ULY  H.  SMITH,  Secretary. 


Bourbon:  the  Bouiiboii  County  Medical  So- 

ciety held  its  annual  meeting  on  Thursday  eve- 
ning, December  17th,  1931  at  8:00  p.  m.  The 
Society  met  in  the  County  Court  House,  Paris, 
Kentucky. 

The  following  were  iiresent:  Drs.  J.  A.  Orr, 

C.  G.  Daugherty,  J.  S.  Willingford,  William  Ken- 
ney, G.  C.  Rankin,  H.  M.  Boxley,  J.  C.  Hart,  L. 
Oberdorfer,  and  M.  J.  Stern. 

X’i.sitors:  ).Urs.  Howard  Stitt  and  C.  E.  Wood- 

ing, Cincinnati,  Ohio.  Drs.  John  Scott,  Edward 
Murray,  J.  S.  Chambers,  Carey  Bairett,  S.  S. 
Parks,  Charles  A.  Vance,  Lexington;  Drs.  Wyles, 
Blount  and  Wood,  Cynthiana;  Drs.  B.  N.  Pit- 
tenger,  J.  C.  Comer  and  W.  B.  Hopkins,  Paris. 

Dr.  Hopkins  was  elected  a member  of  the  So- 
ciety. Dr.  Blemker’s  name  was  presented  to 
the  Society  and  referred  to  the  Board  of  Cen- 
sors. 

Election  of  Officers; 

J.  C.  Hart,  President,  Paris. 

William  Kenney,  Vice-President. 

H.  IVI.  Boxley,  Second  Vice-President,  Millers- 
burg. 

M.  J.  Stern,  Secretary-Treasurer,  Lexington. 

C.  G.  Daugherty,  re-elected  censor,  (retiring 
member) . 

Daugherty,  Delegate. 

Stern,  Alternate. 

C.  E.  Wooding  read  a paper  on  Bronchial 
Lavage  from  the  Medical  Aspect;  showing  nu- 
merous x-ray  films  and  giving  some  case  his- 
tories. 

Howard  Stitt  read  a paper  on  Bronchial 
Lavage,  and  showing  moving  pictures. 

Tile  di.scussion  was  opened  by  Dr.  John  Scott, 
Lexington,  followed  by  Drs.  Daugherty  and 
Stern  and  closed  by  Drs.  Stitt  and  Wooding. 

M.  J.  STERN,  Secretary. 


Clay:  Clay  County  Medical  Society  met  in 

Drs.  Anderson  and  Ricketts  office  at  10  o’clock 
A.  M.  The  following  members  were  present; 
Drs.  J.  L.  Anderson,  A.  C.  Foster,  P.  J.  Keith, 
(;.  ’]’.  Ricketts  and  G.  P.  Webb. 
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1 he  preKident  being-  aibsenl,,  Dr.  J.  L.  Ander- 
son, the  secretary,  called  the  meeting  to  order. 

1.  'the  status  of  the  profession  -was  discus- 
sed in  a general  -way  including  the  financial  con- 
ditions and  collections. 

2.  The  h’rontier  Nursing  system  as  practiced 
in  Clay  and  adjoining  counties  was  considered 
at  some  length  which  resulted  in  the  following 
resolution ; 

“Resolved  that  the  Clay  County  Medical  As- 
sociation appeal  to  the  State  Board  of  Health 
for  protection  against  the  practice  of  medicine 
by  nurses  in  Clay  County  and  if  not  so  protected 
to  appeal  to  the  civil  courts.” 

It  is  generally  believed  by  the  members  of  the 
society  that  the  State  Board  should  take  some 
steps  for  their  protection  and  see  that  illegal 
practices  by  nurses  same  as  other  individuals 
should  be  stopped.  This  situation  was  thorough- 
ly brought  out  by  Dr.  J.  L.  Anderson  at  the  state 
meeting  all  of  which  is  in  the  December  number 
of  the  Journal  to  which  the  State  Board  is  re- 
ferred. 

It  is  ordered  that  a copy  of  this  be  sent  Dr. 
A.  T.  McCormack  to  be  taken  up  by  the  State 
Board  of  Health  at  its  next  meeting. 

J.  L.  ANDERSON,  Secretary. 


Franklin:  The  usual  meeting  of  the  Franklin 

County  Medical  Society  wa,s  held  in  the  Writing 
Room  of  the  Capital  Hotel,  Thursday,  December 
3rd,  1931  at  12  o’clock  noon. 

The  President  called  the  meeting  to  order  and 
and  the  minutes  of  the  last  meeting  were  read 
and  adopted.  Members  present  were:  Drs.  Ginn, 
Darnell,  Jackson,  Coleman,  Lyon,  Hollie,  Travis, 
Patterson,  Coblin,  Demaree  and  Youmans.  The 
usual  business  of  the  meeting  v/as  entered  into 
at  once. 

The  officers  elected  for  1932  are  as  follows: 
President,  Dr.  George  H.  Heilman;  Vice-Presi- 
dent, Dr.  M.  C.  Darnell;  Secretary-Treasurer, 
Dr.  C.  E.  Youman,  Frankfort.  Delegate,  Dr.  F. 
M.  Tra-vis;  Alternate-Delgate,  Dr.  A.  M.  Lyon. 
Censors:  Dr.  L.  T.  Minish,  3 years;  Dr.  John 
Patterson,  2 years;  Dr.  C.  T.  Coleman,  1 year. 

The  Society  was  honored  with  the  presence 
of  Drs.  W.  E.  Gardner  and  James  W.  Bruce  of 
Louisville.  Dr.  Bruce  gave  a most  interesting 
talk  on  “Diphtheria”  with  special  reference  to 
diagnosis  and  treatment.  This  subject  was  freely 
discussed  by  most  members  present.  The  So- 
ciety adjourned  to  the  Hotel  Dining  Room  for 
lunch. 

C.  E.  YOUMANS,  Secretary. 

McCracken:  A fine  meeting  of  the  McCracken 
County  Medical  Society  was  held  December  16th, 
1931  at  which  time  a new  set  of  officers  was 
elected  to  serve  the  society  in  1932. 

President.  Bob  Overby;  Vice-President,  Pal- 
mer H.  Reed;  Secretai-y,  Leon  Higdon;  Treas- 
urer, E.  W.  Jackson;  Delegate,  H.  G.  Reynolds 
to  succeed  himself;  Censor,  Harry  D.  Abell. 


W.  T.  Dowdall  presented  an  excellent  paper, 
bis  subject  being  “Diagnosis  of  Duodenal  Ulcer.” 
Our  society  has  enjoyed  a spiendid  year,  not- 
withstanding the  “repression.” 

John  Ewing  Dunn  of  Paducah,  a new  mem- 
ber, was  admitted  to  membership.  We  now  have 
forty-seven  members,  a fine  spirit  prevails. 

J.  T.  REDDICK. 


Grant:  The  Grant  County  Medical  Society 

met  at  the  office  of  the  Health  Department  on 
Wednesday,  December  16,  1931  with  the  fol- 
lowing members  present:  Drs.  Abernathy, 

Blaine,  Price,  Marshall,  Mann,  O’Hara,  Ellis,  C. 
M.  Eckler  and  C.  A.  Eckler. 

The  meeting  was  cadled  to  order  with  the 
President,  J.  W.  Abernathy,  in  the  chair. 

The  minutes  of  the  last  meeting  was  read  and 
approved. 

Report  of  Clinical  cases  was  called  for  and 
very  interesting  reports  including  .sudden  deaths 
in  inf.'vnts,  unusual  cases  of  Uticai’ia,  unusual 
Cancers,  X-ray  pictures,  were  all  well  discussed 
from  all  view  points. 

The  subject  for  the  evening,  “Blood  Pres- 
sure,” was  now  opened  by  a Round-Table  dis- 
cussion and  introduced  by  J.  L.  Price  of  Sher- 
mian.  Dr.  Price  showed  that  he  had  made  a 
.study  of  Blood  Pressure  for  a long  long  time. 
He  showed  how  necessary  it  was  to  detect  thi.« 
symptom  early  and  recommended  the  Sphygmo- 
manometer be  used  the  same  as  our  fever  ther- 
mometer. He  emphasized  particularly  the  Dia- 
.stolic  Pressure  I as  the  important  one.  He  made 
a most  excellent  talk.  Dr.  Marshall  of  Critten- 
den, was  the  the  next  to  discuss  this  subject  and 
reported  numerous  and  interesting  cases  in  his 
own  practice.  Dr.  Marshall  stressed  the  imijor- 
tance  to  find  the  cause  before  doctoring  the 
blood  pressure  or  else  we  might  do  the  patient 
great  harm.  He  also  discussed  the  different 
forms  of  treatment,  and  showed  a thorough 
study  of  the  subject. 

Dr.  O’Hara  also  made  quite  a good  talk  on 
this  subject  showing  that  Blood  Pressure  cuts 
quite  a figure  in  your  examinations  for  life  in- 
surance, pensions,  etc.  He  showed  clearly  how 
different  diseases  caused  diferent  aspects  of 
]>ressure.  He  stressed  the  importance  of  the 
Diastolic  pressure  as  it  being  more  certain  than 
the  Systolic.  He  went  into  the  mechanism  of 
Blood  Pressure  forcibly  and  clearly. 

The  subject  was  enjoyed  by  all  present  and 
each  felt  that  it  was  good  for  him  to  have  been 
there. 

New  business  was  now  taken  up  and  Ehction 
of  Officers  for  1932  called  for,  and  motion  and 
second  was  made  and  carried  unanimously  to 
elect  all  the  same  officers  for  another  year.  S' 
the  officers  foi-  another  year  are  as  follows: 

Di'.  J.  W.  .A.bernathy,  Williamstown,  President 

Dr.  A.  D.  Blaine,  Dry  Ridge,  Vice-President. 

Dr.  C.  A.  Eckler,  Dry  Ridge,  Sec.  and  Treas. 
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Dr.  (’.  IVI.  Ecklcr,  Williamstown,  Delegate;  to 
State  Meeting. 

Dr.  H.  F.  Mann,  Crittenden,  Alternate  tu 
State  Meeting. 

Dues  collected  for  1932:  Dr.  Mann,  $5.00; 

Dr.  Marshall,  $5.00;  Dr.  Price,  $5.00;  Dr.  N.  H. 
Ellis,  $5.00;  and  Dr.  C.  A.  Eckler,  $5.00.  Total 
$25.00. 

Topic  for  next  meeting:  “Every  Day  Obste- 
trics.” 

J nere  being  nothing  further  to  discuss,  we 
adjourned  to  meet  the  third  Wednesday  in 
January. 

C A.  ECKLER,  Secretai-y. 


Licking  Valley  Medical  Society:  The  Bracken 
County  Medical  Society  was  host  for  the  Lick- 
ing Valley  Medical  Society  at  the  fourth  quar- 
terly meeting  for  the  year,  on  Thursday,  De- 
cember 10  th. 

Dr.  W.  B.  Moore,  of  Cynthiana,  was  elected 
president  for  1932  and  Dr.  C.  W.  Shaw,  of  Alex- 
andria, was  re-elected  Secretai'y.  Dr.  J.  H. 
Caldwell,  of  Campbell  County  Society  gave  a 
vejry  interesting  and  instructive  case  ireport. 
Dr.  Wm.  R.  Miner,  Covington,  read  a paper  on 
“Pyelitis,”  and  Dr.  Robert  L.  Biltz  read  a paper 
“Pneumonia  in  Children.”  After  a liberal  dis- 
cussion of  these  papers,  dinner  was  seiwed  to 
the  members  and  their  wives  and  friends  in 
tl.c  High  Sshool  Building. 

'the  following  'physicians  vere  preseiit:  J.  M. 
Blades,  Butler;  W.  R.  Miner,  Covington;  R.  L. 
Biltz,  Newport;  E.  W.  Northeutt,  Covington; 
Terry  Bird,  Covington;  J.  D.  Northeutt,  Coving- 
ton; L.  C.  Hafer,  Covington;  C.  N.  Heisel,  Cov- 
ington; Jas.  A.  Ryan,  Covington;  C.  W.  Shaw, 
.Alexandria;  0.  W.  Brown,  Foster;  W.  B.  Moore, 
Cynthiana;  M.  McDowell,  Cynthiana;  W.  G. 
Phillipss,  Maysville;  A.  R.  Quigley,  Maysville: 
I).  S.  Bonar,  Newport;  J.  A.  Caldwell,  South- 
gate;  B.  K.  Menefee,  Covington;  O.  E.  Senour, 
Erlanger;  C.  A.  Morris,  Covington;  N.  A.  Jett, 
Covington;  J.  H.  Caldwell,  Newport;  J.  E.  Daw- 
son, Covington;  H.  C.  White,  Covington;  C.  A. 
Menefee,  Covington;  N.  D.  Colvin,  Gennantown; 
and  the  following  Bracken  County  memibers: 
C.  H.  Wallin,  J.  C.  Norris,  F.  L.  Peddicord,  J.  J. 
Carroll,  E.  "3.  Yelton,  W.  B.  Wallin,  B.  F.  Work- 
man, C.  F.  Haley  and  J.  M.  Stevenson. 

It  was  decided  to  hold  the  March,  1932  meet- 
ing in  Covington. 

C.  W.  SHAW,  Secretary. 


Licking  Valley:  The  Licking  Valley  Medical 

Society  met  in  Brooksville,  December  12,  for 
its  quarterly  meeting.  W.  B.  Moore,  Cynthana. 
was  elected  President.  Vice-Presidents,  Hadley 
Caldwell,  Newport;  J.  C.  Noiris,  Bracken  County; 
N.  P.  Ellis,  Williamstown;  Edward  Nelson,  Fal- 
mouth; Secretai’y-Treasurer,  C.  W.  Shaw.  .About 
thirty-five  physicians  attended  the  meeting. 

C.  W.  SHAW,  Secretary. 


bOOK  REVIEWS 

UENEKAJj  EACTEKJOLOGY.— Ey  Edwin 
O.  Jordan,  Eli.  1).,  id'ofe.ssor  of  Eaerterioiogy 
in  tJin  University  of  UTikag’o,  and  the  Kush 
diedical  College,  Chicago,  111.  Tenth  Edition, 
Entirely  Keset.  819  pages  with  200  illustra- 
tions. ITuladelphia  and  London;  \V.  L. 
Saunders  Company,  1931.  Cloth,  $6.00  net. 

The  new  (lOthj  edition  of  Jordan’s  "Eae- 
terioloigy”  has  been  i.ssued  after  one  of  the 
heaviest  and  most  tliorougii  revision  this  book 
has  ever  had.  The  revision  necessitated  a 
rewritting,  and  hence  a resetting  of  the  en- 
tice book,  which  has  been  increased  by  the 
new  matter  to  the  extent  of  40  pages. 

I'he  heaviest  revision  has  been  given  per- 
haps to  the  sections  on  variations,  undulant 
fever,  paratypkoid  group,  filtrable  virus  dis- 
eases, pathologic  yeasts,  aiul  anaerobes.  The 
bacterioiphage  problem  has  been  treated  in 
greater  detail.  The  question  of  nomenclature 
has  been  dealt  with  with  the  thought  of  con- 
venieme  rather  than  the  strict  rules  of  ta.xo- 
nomy.  Changes  of  less  major  character  have 
been  maide  throughout  the  entire  book,  bring- 
ing the  work  into  accord  with  the  very  latest 
knowledge  of  the  rapidly-changing  sul)jeet  ol 
Bacteriology.  It  is  one  of  the  finest  books 
in  all  bacteriologic  literature. 


HANDBOOK  OF  ANATOMY.— Being  a 
complete  compend  of  Anatomy.  Includinig  the 
Anatomy  of  the  \"iscera,  a section  on  Sur- 
gical Anatomy,  a chapter  on  Dental  Anatomy, 
numeroirs  tables  and  adopting  the  newer 
nomenclature  designated  the  Basle  Nomen- 
clature. commonly  called  B.  N.  A.  By  James 
K.  Young,  M.  D.,  F.  A.  C.  S.  Late  Profe.ssor 
of  Orthopedics,  Graiduate  School  of  iMedicine, 
Lniversity  of  Pennsylvania.  Late  Associate 
Professor  of  Orthopedic  kSurgery,  University 
of  Pennsylvania.  Kevised  by  George  W.  Mil- 
ler, M.  D.,  F.  A.  C.  S.,  Associate  in  Anatomy, 
Jefferson  Medical  College.  Surgeon  to  Mont- 
gomery Hospital,  Norristown,  Penn.  Seventh 
Revised  Edition,  Avith  154  engravings,  some 
in  colors.  F.  A.  Davis  Compiuqv,  Publishers 
Philaidelphia. 

This  new  seventh  edition  shows  the  popu- 
larity of  the  book,  which  was  Avritten  to  aid 
the  neAv  student  in  Anatomy.  The  author 
consistently  uses  the  latinized  form  of  the 
Basle  Nomenclature  in  the  text,  plates  and 
index.  Where  botli  the  neAV  and  the  <dd 
terms  are  n.sed  the  new  is  emphasized  by  its 
priieary  position.  Tlie  student  fresh  fi'oin 
his  iacad(‘ini(‘  sIikPu's  Avill  find  this  book  a 
great  aid. 
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EDITORIALS 

THE  VERDICT  OF  EXPERIENCE 

The  vast  majority  of  jiliysieians  in  Ken- 
tucky do  not  need  to  be  reminded  that  whole- 
time county  health  administration  not  only 
offers  the  one  really  effective  means  of  pro- 
tecting and  promoting  the  public  health,  but 
also  materially  adds  to  their  professional  in- 
comes. Experience  and  observation  have  long 
since  combined  to  compel  realization  of  this 
fact.  To  the  scatteired  few  who  may  still 
harbor  the  altogether  mistaken  idea  that  pub- 
lic health  work  injuriously  affects  private 
practice,  we  commend  for  their  thoughtful 
consideration  an  item  appearing  in  a recent 
issue  of  the  weekly  News  Letter  of  the  New 
York  State  Department  of  Health. 

On  October  29,  1931,  states  this  item,  ap- 
proximately three  years  after  the  organiza- 
tion of  the  Suffolk  County  Department  of 
Health,  the  following  resolution  was  unani- 
mously adopted  by  the  Suffolk  County  Med- 
ical Society  at  the  largest  annual  meeting  in 
its  history : 

Resolved,  That  the  Suffolk  County  Medi- 
cal Society  reaffirms  its  opinion,  first  expr&s- 
sed  in  1926,  that  public  health  administration 
can  only  be  efficiently  done  by  county  or- 
ganization, (to  rej:)laee  township  part-time 
organization)  ; that  after  three  years  of  ex- 
perience the  local  profession  more  strongly 
than  ever  believes  that  the  efficiency  of  pub- 
lic health  practice  is  gTeatly  improved  by 
county  organization;  and  that  the  physicians 
of  the  county  have  fount!  that  a County 
Health  Department  is  an  asset  in  their  pro- 
fessional work  and  an  asset  to  their  eeonoimic 
welfare. 

This  is  wholly  in  line  with  experience 
wherever  the  Full-Time  County  Health  Unit 
has  been  in  operation  for  any  considerable 
period.  Indeed,  it  would  be  altogether  sur- 
prising if  such  were  not  the  case.  Second 
only  to  its  essential  value  in  prevention  and 
control  of  ciommunicable  diseases  is  the  im- 
portance of  whole-time  county  public  health 
administration  in  (developing  health  con- 
sciousness on  the  part  of  the  people — -in  edu- 
cating the  public  to  the  need  of  timely  and 
personal  application  of  the  knowledge  which 
medical  science  has  provided  and  is  constant- 
ly augmenting  for  keeping  the  human  bodv 
physically  fit.  The  measure  in  Avhich  this 
educational  procedure  is  made  effeeitive  is 


also  and  inevitably  the  measure  in  which 
private  jiractitioners  are  sure  to  profit. 

The  public  health  administrator  and  the 
practicing  jihysician  are,  in  no  sense,  compe- 
titors. They  are  co-workers  in  the  same  field. 
Each  has  his  own  distinctive  service  to  per- 
form, but  these  two  services  are  directed  to  a 
common  end  and  are  so  intimately  related 
that  only  by  close,  intelligent  and  whole- 
heartetl  co-operation  on  the  part  of  both  can 
full  measure  of  success  be  attained  by  either. 
To  this  relationship!  the  General  Assembly 
of  Kentucky,  when  it  created  the  State  Board 
of  Health  in  1878,  gave  practical  recognition 
by  placing  responsibility  for  jmblic  health 
administration  in  the  State  squarely  uiion 
the  shoulders  of  the  Medical  Profession.  Not 
only  has  the  wisdom  of  that  course  long  since 
been  vindicated,  but  is  given  greater  em- 
jihasis,  year  by  year,  in  decreased  death  and 
morbidity  rates  and  in  correspondingly  in- 
creased productivity  on  the  part  of  the 
citizenship. 


THE  LOUIS YILLE  DIAGNOSTIC  CAN- 
CER CLINIC 

The  ijiaugurati'on  of  a Diagnostic  Cancer 
Clinic  in  connection  with  the  new  Norton  Me- 
morial Infirmary,  Louisville,  marks  a decided 
step  forward  in  the  efforts  in  Kentucky  to 
brinigi  unlder  control  a disease  constituting  a 
health  problem  of  rapidly  augmenting  magni- 
tude. This  is  the  second  clinic  of  its  kind  in 
the  South.  The  first,  the  Steiner  Clinic  in 
Atlanta,  has  been  in  operation  for  several 
years. 

The  Cancer  Clinic  of  the  Noiiton  Memorial 
is  affiliated  with  the  American  Society  for 
the  Control  of  Cancer,  which  has  the  endorse- 
ment of  the  American  College  of  Surgeons. 
It  is  for  diagnosis  only.  No  treatment  is  in- 
stituted. Its  purpose  is  to  provide  adequate 
facilities,  available  without  cost  to  all  classes 
of  the  citizenship,  for  aceurately  diagnosing 
suspected  cases  sufficiently  early  to  pennit 
cure  by  sicientific  and  logical  treatiment. 
While  provision  is  made  for  studying  ad- 
vance cases,  this  study  will  be  directed  rather 
to  suggesting  methods  for  alleviation  of  suf- 
ferng  than  to  effecting  a.  cure.  The  Staff 
of  the  Clinic,  in  addition  to  general  physi- 
cians and  surgeons,  consists  of  specialists  in 
the  various  line.s  of  medical  endeavor;  while 
the  physical  equipment  is  up-to-date  in  every 
respect. 
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It  is  to  be  hoped  that  the  net  distant  fu- 
ture will  see  the  establishment  of  clinics  of 
like  character  at  various  points  in  the  State. 
Cancer  in  this  country  has  been  steadily  on 
the  increiase  for  the  last  thiree  decaites,  untd 
it  now  ranks  second  only  to  heart  (lisease 
as  a cause  of  death.  In  Kentucky  alone  in 
1929,  1574  peoj)le  dieidi  of  this  di.sease ; in 
1920,  one  year  later,  the  number  jumped  to 
1863.  Completed  figures  for  19:51  have  lU't 
yet  beeji  eompiled,  but  the  indications  arc 
that  the  compilation,  when  finished,  will  show 
an  undiminished  rate  of  inci'ease. 

Veal'S!  of  scientific  research  have  so  far 
failed  to  establish  a specific  cause  of  cancer. 
The  concensus  of  'opinion,  however,  among- 
those  who  have  given  the  subject  special  and 
careful  study  is  that  it  originates  as  a local 
disease.  If  detected  and  properly  treated  in 
its  early  stages,  cancer  can,  in  the  vast  ma- 
jijrity  of  instanf^es,  be  cured.  Unless  re- 
moved or  destroyed  while  still  localized,  tbe 
disease  spreaidis  to  neijihboring  tissues,  enters 
'the  blood  vessels  and  .so  is  carried  to  distant 
])arts  of  the  body.  The  chief  reason  for  the 
steadily  mounting  curve  in  the  fatal  in- 
cidence of  cancer  lies  in  the  fact  that  peoi)le 
afflicted  with  the  disease  are  usually  ignor- 
ant of  or  ignore  the  early  signs  until  the 
malady  has  advanced  to  a stage  where,  in  the 
present  state  of  onr  knowledge,  cure  is  ‘im- 
possible. 

But  limited  as  is  the  present  knowledge 
of  cancer,  there  can  be  small  room  for  doubt 
that  the  knowledge  we  do  jiossess  would,  if 
properly  and  generally  applied,  go  a long 
way  towards  cDntrolling  the  disease.  To  se- 
cure such  application  two  things  are  essen- 
tial: Realization  on  the  ]iart  of  the  laity  of 
the  prime  importance  of  consulting  a phy- 
sician upon  the  first,  appearance  of  any  ab- 
normal growth  or  condition,  and  recoignition 
by  ])hysicians  generally  of  their  duty  to  be 
satisfied  with  mo  diagnosis  as  to  Avhose  ac- 
curacy they  have  any  doubt  possible  of  re- 
moval. The  former  is  a matter  of  e:luea- 
tion ; in  effecting  the  latter,  diagno.stic 
clinics,  with  adequate  physical  equii)ment 
land  expert  personnel,  have  an  indipensable 
part  to  play — a part  which  the  average  phy- 
sician can  not  always  properly  perform  be- 
cause of  lack  of  experience  and  nece.ssary  ap- 
paratus. 

The  Journal  welcomes  the  new  Clinic,  in 
the  comfident  expectation  that  it  Avill  render 
invaluable  aid  in  the  fight  to  check  the 
ravages  of  cancer.  Its  opening  constitutes 
but  the  first  stej)  in  meetimj'  a very  real  need, 
not  alone  in  Louisville,  but  in  the  State  at 
large. 


SOUTH  EASTERN  SUROICAL  CON- 
OR ESS 

The  thinl  annual  as.sembly  of  this  conven- 
tion will  be  held  at  the  Tutwiler  Hotel,  Bir- 
mingham, Ala.,  .March  7-8,  1932. 

The  secretary  and  local  chairman  of  com- 
mittee on  arrangements,  Dr.  B.  T.  Beasley, 
will  gladly  semi  literatui’e  upon  recpiest  re- 
garding tlie  speakers  and  subjects  discussed^ 
Kentucky  will  be  represented  on  the  pro- 
gram by  Dr.  Irvin  Abell  and  among  the 
other  distiiiguisheil  speakers  are  Dr.  Cheva- 
lier Jackson,  Philadelphia,  Dr.  Dean  Lewis, 
Johns  Ho])kins,  Dr.  F.  W.  Rar..kin,  Mayo 
Clinic,  and  Dr.  Oeorge  Wi.  Crile  of  Cleve- 
land Clinic. 

Kentucky  physicians  and  surgeoms  arc 
cortlially  invited  to  attend  this  congress,  and 
are  reciuested  to  notify  the  secretary  so  that 
arrangement  can  be  made  for  their  enter- 
tainment. 


( )Pi  1 TH Ai.:\i  1 c exa:\i i n at i ons 

The  American  Board  for  Opht'halmic  Ex- 
aminations will  hold  an  examination  in  New 
Orleans  on  IMonday,  IMay  9,  1932,  at  the  time 
of  the  meeting  of  the  American  Medical  As- 
sociation. 

NecUssary  applications  for  this  examina- 
tion can  be  procured  from  the  Secretary,  Dr. 
William  21.  Wilder,  122  South  IMichigan 
Avenue,  Chicago,  Illinois,  and  should  be  sent 
to  him  at  least  sixty  days  before  the  date 
of  the  examination. 


A.MEIHCAN  ASSOCIATION  FOR  THE 
STUDY  OF  OOITER 

The  American  Association  for  the  Study  of 
Ooiter  agai.n  offers  an  award  of  Three  Hun- 
dred Dollars  (;t!300.()0  for  the  best  e.ssay  based 
upon  original  research  work  on  any  ]ihase 
of  gpiter  presented  at  their  annual  IMeeting 
in  Hamilton,  Ontario,  Canada,  June  14th. 
15th  and  16th,  1932.  It  is  hoj)ed  this  offer 
will  stimulate  valuable  researcb  work,  espe- 
cially in  regard  to  the  basic  'cause  of  goiter. 

Competing  manuscripts  must  be  in  English 
a ul  in  the  hands  of  the  Corresponding  Sec- 
retary, J.  R.  Young,  ]\L  D.,  Rose  Dispensary 
Bldg.,  Terre  Haute,  Ind.,  not  later  than 
IMarch  15,  1932.  IManuscripts  arriving  after 
this  date  will  be  held  for  tbe  next  ,vear  or  re- 
turned at  the  author’s  recpiest. 

The  first  award  lof  the  1931  Kansas  City. 
IMo.,  meeting  was  given  Dr.  Bruce  AVebster. 
Presb.vterian  Hosiutal,  New  York  Cit.v, 
“Studies  1.1  the  Etiology  and  Nature  of 
Sinqile  Ooiter  as  produced  Experimentally 
in  Rabbits.” 
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THE  NEW  JOHN  M.  NORTON  ME- 
MORIAL INFHLMAIiY 

The  new  John  Norton  ^lemorial  In- 
firmary was  opened  for  the  reception  of  pa- 
tients on  January  2.  The  hospital  is  com- 
posed of  two  units,  the  new  building  ])roper 
and  ai  reconsitructed  jiortion  of  the  old  huild- 
infi'.  These  two  units  are  connected  by  en- 
closed passageways.  The  new  buildino'  is  of 
the  Y shajre  construction,  consisting-  of  two 
wings  for  jiatients  and  one  wing  for  operat- 
ing roo.ms,  laboratories,  diet  kitchens,  x-ray 
rooms,  obstetrical  delivery  rooms  and  dining 
rooins. 

The  first  floor  of  the  new  hospital  is  de- 
voted to  the  lobby,  administrative  offices, 
chapel,  emergency  admitting  room,  emer- 
gency surgery,  doctors’  coat  room,  library, 
and  internes’  quarters. 

A residen*!  doctor  and  four  internes  are  at 
present  provided  for  and  it  is  anticipated  that 
this  .service  will  later  be  augmented  by  the 
addition  of  another  resident.  The  interne 
service  is  a rotating  one. 

The  children’s  ward  occupies  a portion  of 
the  second  floor;  the  remaining  beds  are  used 
for  medical  and  surgical  patients.  The  din- 
inig  room  is  located  on  this  floor.  Provisions 
are  imade  for  visitors  and  friends  of  jiatients 


who  may  desire  to  obtain  their  meals  in  the 
hospital. 

The  third  floor  is  devoted  exclusively  to 
obstetrical  patients.  Two  modernly  equip- 
ped delivery  rooms,  lying-in  rooms  and  nur- 
sery are  jiarts  of  this  service. 

the  beds  on  the  fourth  and  fifth  floors 
are  for  the  care  of  medical  and  surgical  ea.ses. 
On  the  fourth  floor  is  located  a modern  x-ray 
laboratory.  In  this  department,  there  are 
four  separate  x-ray  units,  one  of  them  being- 
connected  with  a room  esiiecially  designed 
for  the  care  of  urologicial  patients  Avhere 
cysto.seopy  and  minor  operative  procedures 
may  be  carried  out.  The  clinical,  bacterio- 
logical, and  serological  laboratories  are  on 
this  floor.  The  ])athological  depairtment  is 
also  located  on  this  floor  with  provision  for 
rapid  diagnosis  by  frozen  sections.  This 
makes  the  plathological  department  especially 
convenient  to  the  ojierating  rooms,  which  oc- 
cuiiy  the  floor  directly  above. 

There  are  four  modernly  ecpupjied  operat- 
ing rooms.  The  entire  ojierating  suite  is 
equipped  with  grounded  floors  and  mercury 
arc  electrical  connections  which  reduce  the 
fire  and  explosion  hazard  to  a minimiiun. 
Especially  designed  lights  are  afforded  in 
each  operating  room.  Cbmpressed  air  and 
suction  are  also  provided.  One  of  these  rooms 
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NURSES  DINING  ROOM 


is  especially  equipped  for  neurological  sur- 
gery. Spacious  work  rooms  for  nurses, 
modem  sterilizing  apparatus  and  large  dress^ 
ing  room,  with  private  lockers  anidi  shower 
baths  for  surgeons,  are  also  located  on  this 
floor.  A new  feature  of  the  operating  suite 
is  that  the  water  is  doubly  distilled,  thus 


enabling  the  administration  of  intravenous 
medication  with  less  risk  of  reactions  and;  ob- 
viating the  necessity  of  'having  soldtiions  pre- 
pared outside  by  the  pharmacist. 

The  entire  new  structure  has  rubber  tile 
floors  throughout.  The  halls  and  rooms  are 
provided  with  sound  proo’’  ceilings  so  that  the 
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UTILITY  ROOM 


entire  structure  is  unusually  quiet  and  de- 
void of  noise.  A large  waiting  room  is  also 
provided  for  visitors  on  eaeih.  floor. 

Two  rooms  in  the  new  structure  are  equip- 
ped with  filtered  air,  thereby  providing  fa- 
cilities for  a more  careful  study  of  allergic 
patients,  i.  e.  hay  fever  and  asthma  cases. 


The  north  Mung,  a part  of  the  old  buildirig, 
which  was  not  demolished  in  the  erection  of 
the  new  building,  has  been  entirely  recon- 
structed, with  running  water  in  each  room, 
eirculating  ice  water,  serving  rooms,  wai’mers, 
and  all  the  special  equipment  found  in  the 
new  building.  The  two  upper  floors  are  for 
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BABIES  BATH 


the  care  of  i)atients.  Two  large  spaeious  wards 
are  provided  on  each  of  these  floors.  The 
second  floor  is  nsed  for  resident  personnel. 
On  the  ground  floor  is  located  tlie  morgue, 
adjoining  which  there  has  been  built  a lairge 
autopsy  room.  The  professor  of  pathology 
at  the  University  of  Louisville  is  in  charge 
of  all  ]ifathological  material.  On  this  floor 


are  also  isolation  rooms  in  which  any  com- 
municable disease  arising  in  the  hospital  may 
be  cared  for.  The  remainder  of  the  floor  is 
ecjuipped  for  the  out-patient  department. 

On  entering  this  floor  from>  the  street,  there 
is  an  apothecary  which  will  serve  the  resident 
patients  in  the  house  and  the  out-patient 
clinic.  This  apothecary  is  in  charge  of  a 
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heart  clinic  is  conclxicted  from  7 :00  to  8 :00  in 
the  evening.  This  out-patient  service  is  in- 
tended for  the  indigent,  and  it  is  especially 
desirous  that  patients  seeking  its  benefits  be 
referred  by  physicians  The  cancer  clinic  is 
under  the  supervision  of  the  American  Society 
for  Control  of  Cancer.  This  clinic  is  open  to 


registered  pharmacist. 

The  out-patient  clinic  is  a new  departure 
for  private  hospitals  in  this  locality.  It 
consists  of  a health  clinic,  a cancer  clinic  and 
a heart  clinic.  The  out-patient  department 
is  open  daily  from  9 ;00  a.  m.  to  10  :00  a.  m. 
and  from  2 :00  to  3 :00  in  the  afternoon.  The 
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anyone  seeking-  diagnosis.  The  patients  visit- 
ing this  clinio  -will  be  referred  back  to  their 
physician.s  -with  their  dialgTioses  and  reconi- 
inendatio-ns  for  treatment.  Treatment  will  be 
g-iveri  only  to  such  patients  as  are  referreldi 
specifically  for  this  purpose  by  their  phy- 
sicians. 


Arrangements  are  near  completion  for  an 
affiliation  with  the  Rosenwald  Foundation 
looking  to  the  care  of  the  “middle  rate”  pa- 
tient. The  i]3lurpose  of  this  plan  is  to  render 
service  to  those  unable  to  pay  full  prices, 
either  to  the  hospital  or  to  the  physician,  and 
through  an  admission  officer,  who  makes  a 
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careful  investigation,  a fixed  change  is  made 
covering  all  expenses  incident  to  the  hospital 
stay.  Under  no  circumstances  will  charity 
patients  be  admitted  to  this  service.  The 
liospital  has  set  aside  fifteen  beds  for  such 


patients  as  qualify  for  this  service,  and  it  is 
hoped  and  believed  that  this  provision  will 
fill  a long  felt  need  and  point  the  way  to  the 
prevention  of  socialization  of  medicine. 
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ORIGINAL  ARTICLES 

SYMPOSIUM  ON  DISEASES  OF  THE 
KIDNEY 

NEOPLASMS  OP  THE  KIDNEY,  THEIR 
DIAGNOSIS  AND  TREATMENT* 

James  R.  Stites,  M.  D. 

Louisville. 

All  tumors  of  the  kidney  are  diagnosed  by 
two  means.  First  by  palpation,  second  by 
x-ray.  As  to  what  kinds  of  kidney  tumors 
we  have,  this  can  only  be  determined  by 
x-ray  ami  cystosoopic  study. 

Considering  tumors  from  tlie  standpoint 
of  enlargement  only,  we  have  many  kinds; 
the  pyonephritie,  hydronephritic,  single 
cysts,  echinococcus  cysts,  polycystic  kidneys 
and  true  neoplastic  growths. 

In  hydronephrosis  and  pyonephrosis  the 
diagnosis  is  very  cpiiekly  detennined  after 
catheterization  of  the  lU'eters  and  examina- 
tion of  the  obtained  urine.  As  to  the  diagnosis 
of  cystic  diseases  of  the  kidney  it  Avill  be 
taken  up  in  the  discussion  of  differential 
diagnosis  in  true  tumors  of  the  kidney. 

True  neoplasms  of  the  kidney  are  as  new 
growths  elsewhere,  divided  first  into  kwo 
classes:  The  benigm  and  malignant  tumors. 

Benign  tumors  of  the  kidney  are  extreme- 
ly rare,  the  ones  that  are  seen  are  adenoma, 
lipoma,  and  fibroma.  These  growths  are  of 
no  particular  clinical  importance  for  they 
rarely  give  rise  to  symptoms.  The  fact  that 
benign  tumors  of  the  kidney  do  occur,  brings 
to  mind  an  important  point  and  that  is 
namely ; if  malignancies  of  the  kidney  do  not 
in  some  cases  start  as  benign  growths  and  if 
diagnosis  were  possible  earlier,  would  not 
3’our  results  be  far  happier  than  they  are  in 
malignant  cases  when  the\'  come  to  surgery. 

The  malignant  growths  which  are  far  more 
common  than  benign,  present  many  varied 
kinds  and  we  will  not  attempt  to  describe 
them  at  this  time.  As  to  their  pathological 
classification,  kidne.y  tumors  whether  benign 
or  malignant  constitute  011I3'  aboul  2%  of 
all  tumors. 

Malignant  tumors  of  the  kidnej'  in  con- 
trast to  other  malignancies  are  seen  largelj’ 
from  infancy  to  five  years  of  age  and  from 
forty  to  sixty.  Tumors  of  the  kidnej"  are 
rarely  seen  in  individuals  between  the  ages 
of  ten  and  forty.  They  are  therefore  tumors 
of  infancj"  and  adult  life. 

The  embrjmma  as  seen  in  childhood  is  la 
mixed  type  of  neoplasm  and  rarel.v  persents 
its  symptoms  until  too  far  advanced  to  be 
able  to  offer  jmur  patient  anj'  hopes  for 
cure.  These  tumors  reach  enormous  size  and 
metastasize  early  and  are  rapidty  fatal,  as 

♦Read  before  the  Kentucky  State  Medical  Associatiou  at 
Lexington,  September  7*10,  1981. 


sarcomatous  elements  usually  pixidoaninate. 

The  attempt  to  classify  malignant  tumors 
of  the  kidnej'  is  ratlier  confused  and  confus- 
ing and  I tldnk  most  likely  to  be  classified 
under  the  common  term  hypernephroma. 
These  tumors  are  all  carcinomatoid  in  type, 
they  tend  to  involve  the  surrounding  tissues, 
form  nietasta.ses  and  kill  the  patient  before 
invading  the  whole  of  the  kidney  itself.  The 
tumors  invade  the  renal  veins  very  early,  at 
times  the  involvement  extending  into  the 
vena  cava.  This  class  of  tumor  is  confined 
within  the  true  kidney'  tissue  aacl  is  usualty 
encapsulated. 

There  is  onlj'  one  other  ty^pe  of  renal 
malignancy  Avhich  warrants  some  'discussion 
before  the  subject  of  diagnosis  is  started, 
that  is  the  papillomatous  growths  which  oc- 
cur in  the  renal  pelvis.  These  are  the  same 
type  of  papillomas  which  are  seen  more  often 
in  other  portions  of  the  urinary  tract.  They 
maj'  be  single  or  multiple,  are  pedunculated 
and  grow  to  extreme  length  and  size  and 
rather  rapidly.  It  is  not  infrequent  to  see 
these  tumors  ])rotruding  from  the  urethral 
orifice  when  their  base  is  in  the  renal  pelvis. 
These  are  rapid  growing  of  low  grade  malig- 
nancy, but  recur  far  more  rapidly  than  anj- 
other  types  and  are  transplanted  along  the 
ureter  and  in  the  bladder  around  the  ureteral 
orifices  of  the  involved  kidnej'. 

The  diagnosis  of  renal  neoplasms  is  an 
extremety  interesting  one  from  the  urologists 
standpoint  and  brings  up  several  interesting 
and  at  times  rather  difficult  /lifferentdal 
diagnosis. 

Tile  classicial  triad  of  snunptoms  of  renal 
tumors  is ; hematuria,  rectal  tumors,  renal 
pain. 

Of  hematuria  there  is  no  end  of  what  maj’ 
be  said  of  its  importance,  not  onty  as  a guide 
to  the  diagnosis  of  renal  tumor  but  to  the 
important  point  of  definitety  determining 
its  source  and  cause  and  In"  attention  to  this 
most  important  of  all  urinaiy  s^vaiiiptoms, 
manj"  patients’  lives  have  been  saveil  and  their 
treatment  greatl.v  simplified.  The  other  causes 
of  hematuria  j'ou  all  know ; but  allow  me  to 
say  that  whenever  a patient  is  seen  with 
blood  in  his  urine,  unless  the  cause  is  'definite 
lay  on  d a shadow  of  doubt,  do  not  stop  in 
your  search  for  its  source  audi  cause  until 
ever^"  source  has  been  exhausted.  In  a series 
of  cases  of  sevent.v-three  tumors  of  the  blad- 
der reported  recentl.v,  the  cardinal  s.vimptom 
of  these  patients  was  hematuria  and  the 
average  duration  of  this  s.vmptom  was  three 
.vears.  This  same  applies  to  hematuria  ^of 
renal  origin  in  a certain  degree,  for  it  is  the 
rarest  thing  to  find  a bleeding  renal  tumor 
who  does  not  give  a histoiy  of  bleeding  at 
intervals  over  an  exceedingly  long  period  of 
time.  1 can  therefore  sum  aiy  advice  to  a'ou 
in  regard  to  hematuria  in  onl,v  one  wa^'. 
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“Do  Not  Treat  Hematuria  with  Medicine 
Out  of  a Bottle.” 

In  regard  to  hematuria  of  renal  origin  espe- 
cially that  from  tumors,  it  is  usually  pain- 
less, does  not  often  clot,  but  is  usually  in  suf- 
ficient amount  to  be  noticed  by  the  patient. 
It  imay  however,  be  profuse  enough  that  it 
may  clot  in  the  kidney  pelvis  and  give  rise 
to  renal  colic,  or  it  may  flo^v  so  freely  through 
the  ureter  that  it  will  later  clot  in  the  blad- 
der and  cause  vesical  pain  and  retention, 
but  this  is  rare.  Renal  tumors  are  as  a gen- 
eral rule  palpable  and  the  patient  is  usually 
emaciated  from  his  disease  before  symptoms 
appear.  Also  the  tumor  has  usually  attain- 
ed such  size  that  it  is  palpable. 

The  pain  associated  with  tumors  of  the 
kidney  is  entirely  fronij  pressure  and  is  as 
a general  rule  rather  vague  and  indefinite. 
The  actual  diagnosis  is  made  by  cystoscopic 
examination  with  catheterization  of  the  ure- 
ters and  pyelogi'aphy.  In  cases  of  renal 
bleeding  after  the  .scope  is  introduced  in  the 
bladder  both  orifices  should  be  watched 
carefully  for  a spurt  of  bloody  urine  before 
urethral  catheters  are  iTassed,  for  at  times 
the  passage  of  urethral  catheters  themselves 
will  cause  considerable  hemorrhage  and  thus 
obscure  your  picture.  But  when  once  bloody 
urine  is  seen  to  flow  from  a ureder  then  both 
ureters  should  be  eatheterized  and  specimen 
obtained. 

Kidneys  with  renal  tumors  rapidly  lo.se 
their  secretory  powers  so  that  even  in  early 
hypernephrosis  the  output  of  P.  S.  P.  is 
practically  nil.  Then  your  actual  diagno.sis 
is  iinade  by  pyeloigi-aphy.  The  picture  of  a 
renal  tumor  with  Iodide  injected  varies  with 
the  size  of  growth  and  the  amount  of  involve- 
ment upon  the  renal  pelvis.  The  calices  in 
that  .portion  of  the  kidney  invaded  by  the 
tumor  may  be  completely  obliterated  or  blunt- 
ed, the  pelvis  is  this  portion  partially  ob- 
scured by  the  gi’owth,  the  remaining  calices 
normal.  Usually  the  irregularity  of  kidney 
mass  is  made  out  under  the  x-ray  especially 
with  your  pyelographic  imedia  making  a con- 
tra.st.  As  the  neoplasms  encroach  on  the 
pelvis  it  causes  displacement  and  enlongation 
of  pelvis  with  calices  much  distended  and 
gives  the  so-called  spider  leg  deformity.  The 
variations  are  many  depending  upon  the 
extent  of  the  growths  and  their  location  in 
the  kidney.  They  may  at  times  completely 
obliterate  the  renal  pelvis  and  calices. 

The  appearance  of  pelvic  distortion  and 
changes  in  the  calices  brings  up  the  impor- 
tance of  the  differential  diagnosis  of  extra 
renal  tumors,  and  of  cystic  conditions  of  the 
kidney,  either  single  cysts  or  polycystic, 
findings.  Usually  in  both  extra  renal  tumors 
and  cystic  kidneys,  hematuria  is  not  often 
present  but  may  be  so.  The  di.stortions  and 


variations  of  the  pelvis  are  almost  identical 
with  true  renal  neoplasms,  but  these  kidneys 
are  functioning  kitlneys  and  the  urinary 
findings  are  negative.  Cystic  kidneys  rarely 
bleed,  they  may  be  unilateral  at  times  but 
are  usually  bilateral,  especially  the  poly- 
cystic type  and  the  urinary  findings  are 
normal  as  a general  rule.  Among  the  com- 
mon extra  renal  tumors  seen,  are  malignan- 
cies in  the  liver,  gall-bladder  or  paucreas  and 
retroperitoneal  sarcomas,  but  their  individual 
.symptoms  are  usually  sufficient  to  make 
your  diagnosis. 

The  treatment  of  tumors  of  the  kidney  is 
the  same  as  treatment  of  imalignant  tumors 
elsewhere : Namely  complete  removal  of  kid- 
ney pelvis  and  as  much  of  the  ureter  and 
pedicle  as  safety  will  allow,  followed  by 
radiation  in  some  form. 

BRIGHT’S  DISEASE,  PATHOLOGIC 
TYPES* 

E.  S.  Maxwell,  M.  D. 

Lexington  Clinic,  Lexington. 

In  studyng  lesions  produced  in  the  kid- 
neys as  a result  of  disease,  it  is  necessary  to 
consider  the  four  histologic  units,  i.  e.,  the 
blood  vessels,  the  glomeruli,  the  tubules,  and 
tbe  interstitial  tissue.  Each  of  these  tissues 
responds  to  an  irritant  in  its  own  way.  The 
only  po.ssible  visible  reaction  to  a toxic  sub- 
stance by  the  tubular  epithelium  is  degenera- 
tion. The  same  toxin  will  produce  quite  dif- 
ferent reactions  in  the  glomeruli  and  intersti- 
tial tissue.  At  once  we  appreciate  the  dif- 
ficulties in  evaluating  the  changes  occurring 
in  an  organ  composed  of  such  a variety  of 
actively  functioning  structures  exposed  to  so 
many  irritants. 

Clinicians  and  pathologists  have  attempted, 
since  the  time  of  Bright,  to  correlate  the  clin- 
ical picture  and  the  lesions  presented  in  the 
kidney  at  autop.sy.  Very  little  progress  was 
made  until  Volhard  and  Pahr^  in  1914,  gave 
us  the  modern  concept  of  this  group  of  dis- 
eases Avhicli  is  coaiveniently  named]  Brig-ht’s 
disease.  More  recent  studies  have  been  made 
by  Addis-,  Longoope^,  Van  Slyke,  et  aP,  and 
Addis  and  Oliver®.  Van  Slyke,  et  al,  and 
Addis  and  Oliver  have  published  recently 
admirable  monographs.  They  have  presented 
thorough  clinical  and  laboratoiy  studies  cor- 
related with  autop.sy  findings  in  a large 
groirp  of  cases.  For  additional  literature  one 
is  referred  to  these  monographs.  I will  fol- 
low the  classification  of  Addis  and  Oliver, 
which  is  almost  identical  to  that  of  Van 
Slyke,  and  not  greatly  different  from  Vol- 
hard and  Fahr’s. 

*Read  before  the  Kentucky  State  Medical  Association  at 
Lexington,  September  7-10,  1931. 
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Fig.  1.  Lipoid  Degenerative  Bright’s  Disease.  High 
power  magnification  showing  lipoid  granules  in  tubular 
epithelium. 


Classification 

Degenerative  Bright’s  Disease 
Cryptic 
pyogenic 
Xon-bacterial 

Hemorrhagic  Bright’s  Disease 
Initial 
Jxatent 
Active 
Terminal 

Arteriosclerotic'  Bright’s  Disease 
jMost  kidneys  can  he  classified  under  one 
of  these  divisions  although  it  is  rare  to  find 
a pure  degenerative,  liemorrhagic  or  vascu- 
lar disease.  Usually  one  lesion  Avill  he  out- 
standing, with  other  less  marked  changes.  In 
hemorrhagic  nejihritis  we  find  jiractically  al- 
ways degeneration  in  the  tuhular  epithelium 
and  scDrosis  of  the  hlood  vessels  in  addition 
to  the  markedi  inflammation  in  the  glomenili. 
In  degenerative  Bright’s  disease,  the  glom- 
eruli and  interstitial  tissue  show  ahnormali- 
ties.  In  the  arteriosclerotic  type  glomerular 
inflaiinmaton  and  ei»ithelial  degenei'ation  are 
present.  These  associated  lesions  often  play 
an  important  part  in  the  course  of  the  dis- 
ease. 

Degenerativk  Bright’s  Disease  (Xe]dirosis; 

Tuhular  Nephritis). 

Certain  toxic  agents,  when  carried  to  tbo 
kidney  hy  the  hlood,  jiroduce  a jirompt  reac- 
tion in  the  epithelium  of  the  convoluted  tu- 
hules  and  to  a le.s.ser  extent  in  the  glomeruli. 
These  changes  are  cloudy  swelling,  fatty  de- 
generation and  necrosis,  the  severity  of  the 
lesion  depending  on  the  nature  and  amount 
of  the  toxin.  As  a result  of  this  the  tu- 
bules are  filled  with  desrpiamated  degenerat- 
ing cells.  In  one  of  the  more  frerinent  types 


of  true  or  cryptic  nephrosis,  the  epithelial 
cells  of  the  convoluted  tubules  are  filled  with 
small,  highly  refractile  lipoid  granules 
(Fig.  1).  With  this  condition  we  find  a 
large  amount  of  albumin  and  usually  lipoid 
granules  in  the  uriiKL  Some  authorities 
'designate  this  condition  as  lijmid  nephrosis. 
The  glomeruli  show  no  vi.sihle  changes  al- 
though functional  lesions  are  present,  as  is 
shown  by  the  alhumin  which  filters  through 
the  glomeruli.  If  the  toxin  is  only  transient, 
the  e])ithelium  will  (piickly  regenerate  and 
normal  function  be  restored.  If  the  toxic 
substances  remain  in  the  circulation,  the  de- 
generative jirocess  will  be  complicated  by  re- 
generative and  proliferative  lesions.  Inflam- 
mation and  connective  tissue  nroliferation  in 
the  interstitial  tissue  may  ultimately  cau.se 
contraction  and  scarring  of  the  organ.  The 
obliteration  of  glomeruli  and  collapse  of 
tubules  along  with  alteration  in  the  vascular 
suiiply  of  the  kidney  may  produce  a picture 
not  uidike  that  of  the  “(-ontracted  kidney.” 

The  nephrosis  developing  as  a result  of  a 
chronic  pyogenic  process  has,  in  addition  to 
the  degenerative  changes  in  the  tubular 
e])ithelium.  an  amyloid  infiltration  in  the 
Idood  ve.ssels  and  glomeruli.  In  this  grouj) 
inflammatory  reactions  in  the  interstitial 
tissue  are  extensive. 

In  the  non-bacterial  type  the  toxin  usually 
is  of  short  duration  and  no  proliferative  of 
inflammatory  lesions  are  present.  A frequent 
rxamide  is  the  ‘‘Bichloride  Kidney.”  The 
epithelium  lining*  the  convoluted  tubules 
may  be  com]iletely  destroyed  by  the  over- 
whelming ])oisfm,  and  cessation  of  renal 
function  may  oeeur  (Fig.  2).  If  the  reaction 
is  less  severe,  enough  cells  may  remain  to 


Fie.  2.  Degpnprntive  Brijrht’.s  Dispasp.  High  powpr 
niagnifipation  showing  complete  necrosis  of  epithelium  in 
convoluted  tubules  following  the  therapeutic  administra- 
tion of  sal.vrgaii. 
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Fig.  3.  Acute  hemorrhagic  Bright’s  disase.  High  power 
magnification  of  glomerulus  showing  a polynuclear  infil- 
oration  in  tufts  and  Bowmans  capsule. 

completely  repair  the  damage  by  prolifera- 
tion. 

Hemorrhagic  Bright’s  Disease  (Glomerular 
Nephritis). 

Considerable  evidence  tends  lo  show  that  the 
lesion  in  the  glomerulus  in  this  group  is  due 
to  a toxin  originating  in  a streptococcus  in- 
fection”. This  toxin  produces  a violent  re- 
action in  the  capillary  bed  of  the  glomerulus. 
The  capillaries  are  dilated,  red  and  white 
blood  cells  are  extruded,  protein  leaks 
through  and  necrosis  may  occur.  (Fig.  3). 
The  inflammatory  process  continues  and  is 
governed  by  the  amount  and  virulence  of  the 
irritating  substance.  The  changes  may  be 
chiefly  in  the  capillary  loops,  a fibrosis  or 
necrosis,  or  an  exudate  may  form  in  Bow- 
man’s space  and  by  organization  produce  the 
characteristic  cre.scents.  The  toxin  may  also 
damage  the  epithelium  in  the  convoluted 
tubules,  and  degenerative  lesions  Avill  further 
complicate  the  picture. 

The  interstitial  tissue  is  affected  by  the 
bacterial  poisons  and  here  the  striking  le- 
sion is  inflaimniation.  Degeneratioii  and 
necrosis  may  occur  but  the.se  changes  arc 
overshadowed  by  edema,  hyperemia,  and  the 
exudation  of  leucocytes.  The  inflammation 
may  be  so  severe  and  diffuse  that  renal  in- 
sufficiency ends  the  picture  or  it  may  pass 
into  the  latent  stage  by  the  gradual  disap- 
pearance of  the  inflammation  until  active 
changes  are  found  in  very  few  glomeruli. 
Scattered  through  the  connective  tissue'  iiiniy 
be  seen  small  areas  of  seal’  tissue  and  roiiu  l 
cell  infiltration.  A period  <d‘  latency  may  be 
followed  by  a recurrence  id'  an  active  stage 
and  this  recession  and  e.vai'erliat  ion  id'  the 
active  lesion  may  be  ri'jieateil  several  times, 


H3 

As  the  disease  ])i|0!gresses  by  these  irregular 
stages  the  proliferative  inflammatory  changes 
accumulate,  a considerable  portion  of  the 
parenchyma  is  destroyed  and  replaced  by  scar 
tissue.  Many  blood  vessels  show  sclerosis  with 
a narrowing  or  obliteration  of  the  lumen 
(Pig.  4).  If  these  lesions  are  diffuse,  renal 
insufficiency  may  develop  at  any  time  and 
the  patient  die  in  uremia.  In  the  terminal 
stage  the  active  inflammation  is  replaced  by 
collagen  fibers,  glomeruli  are  sclerosed,  tu- 
bules collapse  as  a result  of  inactivity  and 
with  the  contraction  of  sear  tissue  more 
parenchyma  is  destroyed.  This  continues  un- 
til the  few  remaining  glomeruli,  which  are 
abnormal,  can  no  longer  excrete  the  nitro- 
genous Avaste  products  and  death  occurs. 
The  kidney  is  small,  firm  and  cuts  with  re- 
sistance. 

Arteriosclerotic  Bright’s  Disease 
(Nephrosclerosis) 

In  this  condition  we  find  an  increased 
fibrous  thickening  of  the  intima  and  jn-olif- 
cration  of  the  clastic  fibers  in  the  larger  ves- 
sels. The  lumen  of  the  vessels  is  reduced. 
The  vessels  stand  out  in  sections,  greatly 
thickened,  and  tortuous.  The  earlier  chaniges 
are  in  the  larger  vessels  only  and  are  a part 
of  generalized  arteriosclerosis.  Eventually 
the  arterioles  are  affected  and  the  sclerosing 
process  extends  to  and  destroys  the  glom- 
erulus. The  tubule  from  a sclerosed  glom- 
erulus atrophies,  and  along  with  this  there 
is  a proliferation  of  interstitial  connective 
ti.ssue  (Pig.  5).  This  process  continues  un- 
til much  parenchyma  is  de.stroyed  and,  due 
to  the  contraction  of  the  inter-stitial  tissue, 
scars  are  formed  and  the  kidney  reduced  in 
size.  These  processes  usually  are  quite  slow. 


Fig.  -4  Teriiiinul  lieuiorriiugi*’  BrigUt’s  disease.  Two 
glomeruli  show  complete  Kclerosis,  withers  slmw  iictive  in- 
ilammatioB.  Tlio  inler!>lilial  tissue  is  infiltrated  with 
rouml  cells. 
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In  most  eases  the  process  is  interrupted  loiif^ 
before  renal  insufficiency  develops  by  some 
extra-renal  arterial  accident.  Occasionally 
■alon<i:  Avith  the  A'a.scular  changes  a striking 
inflammatory  reaction  is  seen  in  the  inter- 
stitial tissue,  and  to  a h>s.ser  degree  in  the 
glomeruli.  With  these  added  lesions  the  de- 
.struetive  process  is  more  rapid  and  the  course 
may  be  similar  to  hemorrhagic  Bright’s.  Tlie 
more  rapidly  advancing  lesion  involving  the 
smaller  arterioles,  Avith  considerable  inflam- 
mation in  the  interstitial  ti.ssue,  is  given  a 
sej)arate  (-lassification  by  some  writers  and 
is  called  “maligiiant  nephrosclerosis”  (Fig. 
6).  Addis  and  Oliver  and  Van  Slyke  think 
that  the  patiiogenesis  is  the  same,  the  dif- 
ference being  one  of  degree.  When  the  .smal- 
ler arterioles  are  involved  it  is  termed  arterio- 
lar Bright’s  Disease. 

Focal  embolic  nei)hritis  occurs  oidy  Avhe<2i 
associated  Avith  bacterial  endocarditis.  The 
lesions  are  embolic  and  not  diffuse,  usually 
invoh'inc  a part  of  a glomerulus.  Renal 
function  is  rarely  interfered  Avith. 

Acute  diffuse  interstitial  nephritis  is  as- 
sociated Avith  certain  exanthemata.  The  le- 
sion is  inflammatory  and  interstitial  in  dis- 
tribution. It  has  no  connection  Avhatever 
AA'ith  the  condition  formerly  termed  ilironic 
intei-stitial  nephritis. 

The  kidney  in  the  terminal  stages  of  hem- 
ornhagic  and  arteriosclerotic  nephritis  are 
Aisually  small  and  graiudar  Avith  adhei’cnt 
capsules.  The  normal  architecture  is  entire- 
ly destroyed. 

Kidneys  are  found  at  autopsy  in  Avliich  tl 
changes  in  the  glomeruli  andi  blood  vessels  are 
so  extensive  and  diffuse  that  it  is  impossible 


Fitr.  5.  Arteriosclerotic  Bright's  disease  showing  sclero- 
sis of  a larger  arteriole,  a filtrused  gloineruTus  and  lym- 
nhold  dejjosit  in  the  interstitial  tissue.  The  tuluiles  'an* 
atrophic. 


Fig.  6.  Arteriosclerotic  Bright’s  disease.  High  power 
magnification  showing  obliteration  of  arteriole. 

to  determine  Avhich  Avas  the  primary  lesion. 
The  scars  from  long  past  inflammation  tell  us 
little  of  the  nature  of  the  primary  lesion  P'’re- 
quently  the  clinical  history  Avill  be  of  assist- 
ance in  properly  grouping  these  lesions. 

This  cla.ssification  of  Bright’s  Disease  is  not 
entirely  satisfactory.  More  carefully  corre- 
lated clinical  andl  pathological  studies,  such 
as  Van  Slyke,  et  al,  and  Addis  and  01i\’er, 
Avill  lead  to  a better  understanding  of  this 
frequent  and  debilitating  maladA'. 
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Irrigation  of  Peritoneal  Cavity  for  Suppura* 
tive  Peritonitis. — Lurje  and  Matis  are  grealy  im- 
pressed with  the  value  of  continuous  irrigation 
of  the  peritone.il  cavity  with  physiologic  solu- 
tion of  sodium  chloride  as  a part  of  the  surgical 
technic  in  cases  of  suppurative  peritonitis.  In 
addition  to  the  usual  incision  (as,  for  instance, 
when  operating  for  an  infl.imed  appendix)  a 
puncture  is  made  in  the  epigastric  region. 
Through  this  opening  continuous  irrigation 
the  peritoneal  cavity  is  made  during  the  course 
of  the  operation.  This  procedure  ensures  thor- 
ough cleansing  of  the  upper  abdominal 
cavity.  The  danger  of  infection  is  reduced  to 
and  evacuation  of  the  loAver  portion  of  the 
c-ivity.  The  danger  of  infection  is  reduced  to 
a minimum  and  the  condition  of  the  patient  af- 
ter operation  is  vastly  improveci.  'rhere  is  less 
nausea  and  vomiting,  and  moi'C  general  comfort 
and  the  boAvel  evacu.ites  itself  without  other 
help. 
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CLINICAL  TYPES  OF  NEPHRITIS* 

C.  W.  Dowden,  M.  D. 

Louisville. 

Charcot  and  Virchow  constantly  taught 
the  great  importance  of  a clear  visual  anaito- 
mical  idea  of  all  -diseased  processes.  The 
knowledge  that  comes  from  a study  of  the 
disease  itself  can  never  be  replaced  by  exper- 
imental patli'Ologc',  medicine  and  surgery.  The 
definition  of  the  word  “process”  is  “a  for- 
w a r d movement,  ” “ change,  ” “ course.  ’ ’ 

Pathological  processes,  therefore,  should  not 
be  regarded  as  stationary,  of  unif-Oirm  ap- 
l)earanee  or  progressing  with  mathematical 
precision  in  temporary  arrangement.  With 
every  change  there  is  a change  in  the  indivi- 
dual reaction  on  the  part  of  the  organism. 
Consequently  one  might  truly  say  thex’e  are 
as  many  diseases  as  there  are  diseased  indi- 
viduals. A thorough  understanding  of  these 
possible  variations  is  niMst  important  in  the 
grouping  of  diseases  and  the  stricter  and 
more  circumscribed  a classification,  the  more 
faulty  it  will  always  be.  (1)  This  is  prob- 
ably truer  of  Bright’s  di.sease  than  almost 
any  otlusr  disease.  For  many  years  praise- 
worthy efforts  by  both  pathologist  and  clin- 
icians have  been  made  to  correlate  the  clinical 
picture  with  the  pathological  lesion.  iMany 
have  been  discarded  or  become  obsolete, 
others  have  caused  much  -discussion  and  more 
confusion,  and  concerning  the  most  recent 
attempts  and  having  to  do  largely  with  the 
term  Nephrosis  -one  is  reminded  of  a quota- 
tion from  Milton’s  “Paradise  Lost,”  “with 
ruin  upon  ruin,  rout  on  rout,  confusion  worse 
-confounded.”  However,  many  well  recognized 
and  definitely  proven  facts  .stand  out  so 
clearly  that  if  one  duly  appreciates  the  many 
variables,  it  still  seems  possible  to  link  the 
clinical  picture  with  the  actual  pathology. 
Because  of  the  changing  symptomatology 
(which  is  .sometimes  very  rapid)  it  .seeans  ad- 
visable to  make  our  classification  on  a path- 
ological basis, — -one  which  is  at  the  same  time 
both  simple  and  sufficiently  accurate.  It 
should  primarily  indicate  the  part  or  parts 
of  the  kidney  inyolved,  and  by  simple  sub- 
divisions it  .shoidd  indicate  the  course  of  the 
'disease,  whether  acute  hr  chronic  and  it 
should  -give  us  an  idea  of  the  nature  of  the 
lesion,  whether  inflamiinatory  or  degenera- 
tive. Above  all,  if  it  is  to  be  practical,  such 
a classification  should  he  possible  by  a 
thorough  knowledge  of  the  history  and  a 
study  of  the  urine  and  the  blood  pressure, 
(pudifications  ])0.s.se.ssed  by  every  practitioner 
of  medicine  without  the  aid  of  elaborate 
laboratorv  equipment. 

It  is  important  that  one  have  a general 

*Read  tlie  Kentiickv  State  Medical  Association  at 

hexinKton,  Sc]itenil)ur  710.  lOni. 


knowledge  of  the  blood  circulation  of  the 
kidne}'  and  the  secretion  of  urine.  Blood 
enters  the  glomeruli  by  the  afferent  artery, 
under  very  high  pressure,  from  the  branches 
of  the  renal  artery,  which  is  a short,  thick 
brancih  given  off  directly  from  the  aorta.  It 
immediately  breaks  up  into  a vascular  net 
work,  known  as  the  capillary  tuft,  which  is 
enclo.sed  or  suspended  in  Bowman’s-  capsule. 
It  then  leaves  the  glomeruli  by  the  much 
smaller  efferent  artery,  which  immediately 
breaks  ujp  into  numerous  capillaries  which 
follow  and  sujjply  the  convoluted  tubules. 
It  is  quite  evident,  therefore,  that  the  blood, 
before  reaching  the  tubules,  niu(sti  pass 
through  the  glomeruli.  This  simple  fact,  as 
will  be  seen  later,  is  the  basis  for  the  patl> 
ological  lesion  and  the  clinical  picture  of  the 
GlonxeriOo-Nephritides.  Assuming  for  the 
glomerular  tuft  a permeability  (which  is  fil- 
trative  or  transudative,)  and  the  high  pre.s- 
sure  under  which  the  Ijlood  enters  by  the  af- 
ferent artery,  and  still  higher  as  it  courses 
throuig’h  the  capillary  tuft,  one  appreciates 
the  necessary  conditions  for  the  separation 
from  the  blood  of  water  and  the  waste  pro- 
ducts of  metabolism,  consisting  chiefly  of 
sodium  chloride  and  nitrogenous  substances. 
This  wateiw  element  then  jxasses  directly  in- 
to the  proximal  convoluted  tubule  and  by 
referring  to  the  diagram  one  appreciates  the 
long  tortuous  course  of  one  of  these  units,  on 
through  the  three  parts  of  Henle’s  loops,  into 
the  di.stal  convoluted  tubule  and  from  there 
to  the  series  of  collecting  tubules  which  end 
in  the  jxelvis  of  tlie  kidney.  In  this  long  tor- 
tuous course  one  mirst  consider  the  different 
calibre  of  the  tubules  and  the  abrupt  change 
from  the  broad  convoluted  tubule  to  that  of 
the  straight  narrow  limb  of  Henle,  and  the 
interpolation  of  the  secO'iid  but  much  shorter 
convoluted  portion,  which  empties  into  th- 
collecting  tubules.  This  anatomical  arrange- 
ment coupled  with  s,piecific  properties  of  the 
tubular  epithelium  (whether  this  be  secretory 
or  absorptive)  explains  the  amount  of  urine 
as  well  as  its  specific-  gravity.  With  this 
fundamental  knowledge  of  the  glomeruli  and 
the  tubules  it  seems  justifiable  to  sjxeak  of 
lesions  arising  in  the  former  as  Gloanerulo- 
Nephritis  and  those  arising  in  the  latter  as 
Tubular  Nephritis,  notwithstanding  the  usual 
degenerative  type  of  the  lesion,  which  may  b 
indicated  under  the  subdivision  of  Nejxhrosis. 
The  great  frequency  witli  which  these  parts 
of  the  kidney  -are  simultaneously  involved 
mu.st  be  kept  in  mind.  For  the  third  group 
we  have  the  sclerotic  changes  which  involve 
the  small  arteries  and  arterioles  of  tlu'  kid- 
ney as  well  as  throuighout  the  entire  bodv. 
;md  is  in  reality  an  arteriolar  sclerosis,  but 
which  is  included  under  the  general  head  of 
Renal  Arteriosclerosis.  The  subdivisions  in 
eai'li  grout)  easily  determiueil  by  the  his- 


KENTUCKY  MEDICAL  JOURNAL 


[Mareli,  VSYI 


1 IG 

tory  and  tlio  .sym])toins. 

(1 ) (Jloinerulo-Nephritis : Tdie  lesion 

ai'ises  in  soiine  part  of  the  glomerulus,  is  in- 
flainmatoi'y  in  character  and  while  generally 
Ijelieved  to  represent  the  reaction  on  the  part 
of  tlie  tiloineruli  to  infection  (usually  strep- 
tococ'ci)  in  other  ])ar1s  of  the  body,  Oi)huls 
has  demonstrated  by  staining  methods  the 
ai.tual  presence  of  streptococci  in  many  of 
these  kidneys.  It  is  well  to  remember  that 
the  kitlneys  contain  several  millions  of  these 
glomerulo-tubular  units  and  that  less  than 
lialf  this  number  are  nece.ssary  to  carry  on 
renal  function.  As  indicated  by  the  chart, 
blood  in  the  urine  (barring  the  remai'nder  of 
the  urinary  tract,  surgical  disease  of  the  kid- 
ney and  constitutional  disease) ) is  the 
'dominant  feature  of  the  acute  inflammatory 
h'sions  which  for  the  sake  of  clearness  are 
divided  into  three  igroups: 

(a)  Embolic;, — as  the  name  implies  the  le- 
si()]i  consists  of  emboli  in  one  or  more  of  the 
smaller  ves.sels  of  the  ca|)illai\y  tuft  which 
ru))tures  and  allows  red  blood  cells  to  ]>ass 
'directly  to  the  ui-ine.  There  is  no  distur- 
bance of  renal  fumdion,  and]  when  hema- 
turia occurs,  without  the  history  of  an  acute 
iid'ertion,  one  can  safely  and  surely  diagnose 
Subacute  Ilacterial  Endocarditis — due  to 
Sti'eptococci  Viri clans. 

(b)  Xon-embolic,  the  lesion  is  not  embo- 
lic but  is  foeally  di.stribufed  throughout  the 
glomeruli,  and  the  hematuria  is  again  due  to 
a ruptured  ea,p, illary  in  the  glomerular  tuft. 
The  findings  are  identical  with  the  embolic 
tyi)e  but  the  history  of  upper  respiratory 
tract  infections,  as  well  as  Erysipelas,  wound 
infections  a)id  the  first  week  of  scarlet  fever, 
establishes  the  character  of  the  lesion. 

(e)  Acute  Diffuse  Nephritis;  Here  the 
lesion  is  more  extensive  and  shovdd  be  sus- 
pected by  the  onset  of  scanty  urine,  diffuse 
oedema,  especially  of  the  face  and  eyes,  am' 
the  history  of  a ])reeeding  acute  infection. 
It  is  rare  after  the  agt"  of  thirty-five  and  is 
not  an  unusual  secpiel  to  scarlet  fever  after 
nineteen  to  twenty-one.  days  or  one  to  two 
weeks  after  throat  infections.  Occasionally 
it  occurs  one  or  two  days  after  exposure  to 
wet  and  cold  but  these  are  i)robably  only 
contributing  factors.  The  first  lesion  is  in 
the  gloiinerular  capillaries  procl'ucing  hemor- 
rhage,, .so  that  hematuria  is  again  the  dom- 
inant urinary  finding.  At  ti'i^ies  the  quan- 
tity is  sufficient  to  give  the  urine  a smoky 
ap])earance.  The  glomeruli  of  both  kidneys 
are  uniformly  involved.  There  is  j)rolifera- 
tion  and  swelling  of  the  endotheliuiin  which 
hinders  the  floAv  of  blood  through  the  capil- 
laries. Since  1h(>  water  of  the  urine  comes 
from  (he  blood  by  j)assage  of  deproleinized 
plasma  through  (he  iglomeimli,  the  urine  is 
seanty.  highly  (-olored  and  of  high  sjjceifie 
gi-avity.  or  suppre.ssed  because  the  blood 


does  not  reach  the  gjomerular  filter  at  all  or 
in  insufficient  quantities.  Albumin  is  pres- 
ent in  the  urine  in  large  quantities  which  ;s 
derived  from  the  abundant  exudate  and  free 
blood,  and  a variety  of  casts  are  to  be  found, 
d’here  is  an  increase  of  the  waste  products  in 
the  blood,  the  ]dienolsulphonphthalein  out- 
])ut  is  greatly  diiininished,  at  times  the  eye- 
grounds  show  swelling  of  the  discs  and  nar- 
row arteries  and  convidsions  are  frequent. 
If  the  glomerular  lesion  is  not  too  Avide 
■sphead  or  too  severe  and  the  primary  lesion 
IS  removed,  the  patient  may  return  to  health 
()!•  pass  into  the  stage  of  chronic  glomerular 
nephritis  or  in  the  i)rocess  of  healing  lea\( 
sears  that  ha\’e  so  damaged  the  kidney  that 
normal  function  cannot  be  carried  on. 

(d)  Chronic  (domerulo-Nephritis : in  con- 
sidering this  group  Ave  must  admit  a \dola- 
tion  of  our  cla.ssification,  since  Ave  must  recog- 
nize  the  degenerative  changes  that  are  so  inti- 
mately associated  Avith  the  clinical  picture. 
Presumably,  hoAvever,  they  are  largely  .sec- 
ondary. By  referring  to  the  diagram,  it  i'-- 
seen  that  the  tubules  receive  their  supply  of 
blood  from  the  numerous  small  branches  of 
the  glomerular  efferent  vessels.  It  naturally 
follows,  therefore,  that  any  process  which  Avill 
prevent  the  floAv  of  blood  through  the  glom- 
eruli Avill  result  in  degeneration  of  the  cor- 
responding tubules.  FolloAving  sub.sidence  of 
the  acute  lesion  there  is  a gradual  prolifera- 
tion of  the  lining  epithelium  and  endothelium 
of  the  glomerular  tuft,  Avith  an  exudation 
Avhich  extends  into  the  capsule,  and  often 
proliferation  of  epithelial  cells  toAvard  the 
center,  destroying  the  permeability  of  the 
tuft  and  resulting  in  obliteration  of  the 
glomeruli  Avith  the  disappearance  of  its  cor- 
responding tid)ule.  Naturally  tlue  clinical 
])icture  will  vary  Avith  the  extent  of  the  path- 
ological lesion,  Avhich  in  turn  Avill  vary  Avith 
the  lengtih  of  time  the  patient  can  survive  the 
disea.se.  This  may  be  only  a short  time  or 
it  may  be  a jieriod  of  many  years  during 
Avhich  there  are  frequent  recurrent  attacks. 
With  the  latter  there  may  be  little  or  no  im- 
pairment of  function  for  a long  time  and  one 
of  tAvo  clinical  pictures  may  be  present. 
First,  marked  albuminuria,  edema,  normal  or 
moderate  inci'case  in  blood  pressure,  no  in- 
crease in  blood  nitrogenous  Ava.ste  products, 
but  dilution  and  concentration  tests  (Avken 
free  of  edema)  indicating  impairment  of 
function.  Frequently  the  loss  of  albumin  is 
so  great  that  the  proteins  of  the  blood  plasma 
are  reduced  and  an  increase  of  cholesterol  in 
the  blood  Avill  be  found  as  in  lipoid  neidirosis. 
TToAvever,  Avith  the  onset  of  hy])ertension,  and 
latei'  uremia,  the  nature  of  the  l('sion  is  made 
clear.  This  |>rohably  nq)resent.s  the  sid)acutt‘ 
ty]ie  which  is  the  transitional  change  betAveen 
tiio  acute  type  and  the  chroiU(‘,  the  latter 
forming  the  second  i)icture  Avhich  is  domi- 
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nated  by  a hig'li  blood  pressure  aud  vary- 
idegrees  of  albuminuria,  the  former  may 
persist  so  long  without  -other  symptoms  that 
benign  or  essential  hypertension  is  suggested. 
The  history  of  previous  acute  nephritis,  how- 
ever, is  practically  diagnostic.  Furthermore, 
there  is  a larger  amount  of  albumin  and  a 
relative  higher  dia.stolic  than  systolic  pre.ssure. 
The  patient  is  anemic  and  looks  pale  (White 
Hypertensioii  of  \'olhard)  while  in  benign 
hypertension  the  patient  is  full  blooded  and 
not  anemic  ( Red  Hypertension  of  Volhard ) . 
Tlie  process  may  be  so  slow  that  it  is  many 
j'ears  before  so  many  glomeruli  and  tubules 
are  destroyed  that  minimal  function  is  no 
lopger  possible.  With  the  terminal  stage, 
therefore,  there  is  a lo.ss  of  concentrating  and 
diluting  power  of  the  tubules  with  the  (luan- 
tity  of  urine  greatly  increased  and  the  sj>eci- 
fic  gravity  fixed  at  a low  level.  The  amouiU 
of  aibutmin  varies  with  the  amount  of  exudate 
in  the  remaining  glomeruli.  T^aere  is  a pro- 
nounced anemia  and  cardiac  hypertropjiy 
n-OAV  contributes  to  the  clinical  picture. 
Waste  products  accumulate  in  the  blood  afid 
the  diastolic  and  systolic  l)]ood  pressure 
roaches  ihigh  figures.  Pericarditis  is  fre- 
quently present  and  the  ej'e  grounds  show 
characteristic  vascular  changes,  with  hemor- 
rhages and  exudates.  It  is  often  difficult 
or  impossible  to  differentiate  from  the  ter- 
minal stage  of  malignant  sclerosis — nor  is 
there  very  convincing  proof  that  there  is  a 
difference. 

(2)  Renal  Arterio-Sclei’osis : As  the  name 
implies  this  group  concerns  primarily  changes 
in  the  renal  arterial  system.  There  is  a 
moderate  degree  of  sclerosis  of  the  renal 
artery  and  larger  branches  in  elderly  people 
and  at  times  in  diabetes,  but  it  is  without 
symptoins,  is  of  no  clinical  significance  and 
is  not  due  to  -nephritis.  There  is  strong  sug- 
gestive evidence  in  very  recent  literature  (2) 
to  indicate  that  irrespective  of  their  etiolo- 
gies there  is  no  fu-ndaiinental  difference  in  the 
pathogenesis  of  benign  and  malignant  renal 
arteriosclerosis  (ne])hrosclerosis,  hyperten- 
sion). “Both  depend  on  a hyj)cremia  asso- 
ciated with  a retardation  of  flow,  and  not  on 
glomerular  ischemia  or  on  arteriolar  occlu- 
sion. While  the  former  is  present  and  may 
well  be  accepted  as  the  cause  of  uremia,  hut 
as  such  it  is  -not  the  basis  for  the  characteris- 
tic pathologic  changes  which  were  intimately 
associated  with  a dii*eet  hyperemia.  Blood 
passes  through  these  kidneys  with  great  slow- 
ness and  difficulty,  even  at  very  high  pres- 
sures. The  retardation  is  based  on  a neuro- 
genic dissociation  in  reaction  between  arterial 
construction  and  peripheral  dilatation  and 
the  changes  that  follow  are  analyzed  on  the 
basis  of  Ricker’s  views  on  renal  hemodyna- 
imics.  IModerate  retardation  leads  slowly  to 
the  organic  changes  of  benign  nephro.sclerosis 


and  severe  retardation  induces  the  pathologic 
changes  of  malignant  nephrosclerosis  aud  ter- 
minates in  uremia.” 

-Since,  'however,  there  is  a well  marked  dif- 
ference in  the  clinical  pictiires,  it  seems  ad- 
vi.sable  to  adhere  to  the  well  known  and  gen- 
erally accepted  (to  this  time)  divisions  of 
Renal  Arteriosclerosis. 

(a)  Benign  Arteriosclerosis  (essential  hy- 
pertension, renal  arteriosclerosis  without  in- 
sufficiency, etc.)  : Hypertension  is  the  dom- 

inant feature  of  the  clinical  picture  and  there 
is  nothing  from  the  studies  of  the  urine,  or 
from  the  various  renal  functional  tests  to 
show  any  impairment  of  renal  function.  The 
retinal  changes  are  those  of  arteriosclerosis. 
The  cause  is  unknown,  the  i)rogress  is  slow, 
rarely  appearing  before  the  age  of  thirty- 
five  and  a majority  becoming  permanent 
about  fifty.  It  occurs  frequently  and  is  t)f 
great  clinical  significance.  It  is  benign  for 
the  kidney  except  as  it  n'presents  a part  of 
a general  arterial  dis(>a.se  with  similar  changes 
occurring  in  small  arteries  of  other  parts  of 
the  body.  While  death  in  a majority  of  the 
ca.ses  comes  front  the  coronary  arteries  or 
arterial  disease  of  the  brain,  a few  die  from 
renal  insufficiency  and  uremia,  lending 
.strength  to  the  belief  that  the  ])athogenesis 
is  the  same  as  in  malignant  hyjtertension. 
varj’ing  only  in  the  time  recpiired  to  produce 
the  uremia.  There  is  narrowing  and  fre- 
quent closing  (?)  of  some  afferent  ves.sels  so 
that  the  glomeruli  receive  no  blood,  collapse 
and  are  surrounded  by  connective  tissue  and 
finally  are  completely  obliterated,  following 
which  the  corresponding  tubules  disappear. 
A sufficient  number  are  left,  however,  that 
function  is  not  much,  if  any,-  impaired. 

(h)  IMalignant  Arteriosclerosis  (malig- 
nant hyperten.sion,  renal  arteriosclerosis  with 
insufficiency,  primary  contracted  kidney, 
etc.)  : Few  facts  are  known  concerning  the 

onset  of  this  condition.  We  do  know  that 
the  terminal  stage  is  the  same  as,  and  cannot 
be  differentiated  from,  the  terminal  stage  of 
chronic  glomerulo-nephritis,  except  that  in 
the  latter  we  have  a hi.story  of  preceding 
acute  nephritis  with  infection.  What  we  do 
not  know,  however,  is  whether  malignant 
hypertension  really  represents  a secondary 
pi’ocess,  or  an  acute  exacerbation  involving 
the  few  remaining  glomerulo-tubular  units, 
the  great  majority  of  which  nvere  destroyed 
by  an  inflammation,  degeneration  and  exuda- 
tion, occurring  fifteen,  twenty  or  even  thirty 
years  previously — most  frequently  after  scai'- 
let  fever.  Recovery  was  apparent  rather  than 
real,  beca;ise  enough  glomeruli  escaped  to 
maintain  a fair  degree  of  function.  The  dis- 
ease continued,  however,  slowly  but  progres- 
sively until  an  acute  exacerbation  ra,pidly 
destroyed  what  function  remained.  There  is 
nimdi  very  strong  evidence  to  snpi)Oit  sudi 
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a belief.  Be  this  as  it  may  the  clinical  pic- 
ture is  quite  clear.  It  u.sually  begins  earlier 
than  beniigin  hypertension  (which  again  sug- 
gests a secondary  process)  sometimes  in  the 
second  or  even  the  first  decade.  Added  to 
the  characteristic  changes  already  described 
in  the  arteries  and  arterioles,  are  inflamma- 
tory changes  in  the  intima  of  these  vessels, 
with  necrotic  changes  in  the  walls,  in  focal 
distribution.  This  would  agree  perfectly  with 
our  theoretical  conception  of  the  pathological 
lesion  from  an  acute  exacerbation,  when, 
what  comparatively  few  glomerulo-tubular 
units  remaining  contain  scars  from  a healed 
glomerulo^iiephritis  Avhere  the  lesion  was  in 
focal  distribution. 

Many  afferent  aideries  become  occluded, 
followed  by  collapse  and  disappearance  of  the 
glomeruli  and  then  disappearance  of  the  cor- 
responding tubule  which  is  often  replaced  by 
fibrous  tissue  (so-called  chronic  interstitial 
nephritis).  At  times  the  inflammatory 
changes  in  the  glomeruli  are  so  few  that 
Volhard  and  Fahr  used  the  term  “Combina- 
tion Form”  to  indicate  chronic  glomerujo- 
nei)hritis  superimposed  on  the  kidney  of  es- 
sential hypertensiiom.  At  any  rate  it  seems 
to  be  agreed  that  the  pathological  process  as 
well  as  the  clinical  picture  is  associated  with 
if  not  actually  the  result  of  rapidly  diminish- 
ed blood  suppl}'. 

Naturally  the  signs  and  symptoms  vary  ac- 
cording to  the  extent  of  the  lesion  but  in 
the  terminal  .stages  they  do  not  differ  from 
the  terminal  .stages  of  chronic  nejihritis. 

(3)  Tubular  Nephritis:  Because  of  the 

uncertainty  and  difference  of  opinion  con- 
cerning the  term  Nephrosis  it  seems  advisable 
to  make  our  third  classification  to  indicate 
the  tubules  of  the  kidney  as  the  part  that  is 
predominantly  involved  and  degeneration  as 
the  chief  pathological  characteristic.  By  sub- 
division we  can  discuss  the  various  types  of 
degeneration  and  thus  avoid  the  misconcep- 
tions that  have  arisen  by  using  “Nephrosis” 
as  one  of  the  main  classifications  amd  which 
'has  come  to  include  extreme  albuminuria  and 
marked  edema  as  the  dominant  clinical  char- 
acteristics. There  are  several  simple  forms 
of  degeneration,  depending  upon  alterations 
in  the  normal  constituents  of  the  cells  and  in 
the  accumulation  of  abnoriinal  substances, 
Avhich  frequently  result  in  damage  to  func- 
tion. 

Of  the  fir.st,  albuminous  degeneration  is 
most  common  and  consists  of  fine  albuminous 
granules  through  the  cell  body  Avhich  at  times 
are  in  the  form  of  small  or  large  spherical 
bodies  or  as  vacuoles.  There  is  SAvelling  of 
the  tubule  from  the  imbibition  of  water,  a 
disturbance  in  size  and  arrangement  of  Alt- 
man’s granules  which  may  be  responsible, 
but  most  likely,  as  Pahr  believes,  it  represents 
the  ordinary  cloudy  swelling  caused  by 


toxins  of  most  bacterial  and  other  poisons. 
The  only  symptoms  are  an  occasional  trace 
of  albumin  and  a few  granular  casts  in  the 
urine.  This  }>robably  is  the  first  step  in  the 
process  caused  by  some  metallic  poisons  such 
as  pliosphorous,  chromium  and  of  corrosive 
sublimate,  which  is  the  most  common.  At 
tim,es  mild  degrees  are  seen  as  a complica- 
tion of  such  infections  as  cholera,  yellow 
fever,  diphtheria,  etc.  Here  the  findings  are 
more  marked,  consisting  of  larger  quantities 
of  albumin,  many  casts  and  detritus;  pus  and 
red  cells  are  frequent  but  not  a feature; 
oliguria  is  a con.stant  feature  and  often  there 
is  suppression  which,  if  persi.stent,  causes 
nitrogenous  waste  matters  to  accumulate  in 
the  blood  but  never  to  an  alarming  figure 
and  they  are  never  the  cause  of  death.  Dropsy 
and  high  blood  pres.sure  are  rare  and  the  eye 
grounds  are  negative.  It  is  notable  that  Avhile 
changes  in  the  urine  are  similar  to  those  in 
frank  inflammatoiy  lesions  they  do  not  cause 
dropsy  dyspnea,,  hypertension,  or  eyeground 
changes  even  with  the  wholesale  destruction 
of  epithelium  of  the  convoluted  tubules  and 
uremia  is  only  caused  through  sup'pre.ssion 
of  urine.  Of  the  abnormal  substances  ac- 
cumulating in  the  cells,  refractive  fat  is  the 
most  common  and  is  in  fact  the  most  frequent 
alteration  in  all  kinds  of  nephritis  and  is 
foujid  even  in  .some  normal  kidneys.  When 
considerable,  it  is  probably  due  to  deteriorat- 
ed or  disturbed  cell  function.  Here  blood  fat 
is  exces.sive,  as  in  lipemie  diabetes  or  as  a 
product  of  disentegrating  protoplasm  from 
dying  cells;  all  forms  of  degeneration  as  well 
as  all  kinds  of  nephritis  are  found.  Clinical- 
ly, there  are  no  symptoms  except  neutral  fat 
in  the  urine  and  in  the  casts  and  it  is  very 
doubtful  if  this  alone  is  responsible.  Other 
substances  which  may  damage  the  cell  struc- 
ture and  cell  function,  if  accumulating  in 
excessive  quantities  in  the  tubular  epithelium 
are  glycogen  in  Ilenle’s  loop,  in  diabetes; 
uric  acid  in  the  renal  epithelium,  but  not 
damaging  the  kidnev  as  a whole,  found  in 
gout  and  other  conditions  ;haemoglobin  a;n<l 
other  blood  pilginents  in  the  renal  cells,  suf- 
ficient to  distort  and  dama‘ge,  found  in  blood 
destruction.  Bile  may  load  the  tubular 
epithelium  and  be  associated  Avith  albumin- 
ous degeneration,  albumin  and  bile  stained 
granular  casts  in  the  urine. 

(a)  Lipoid  Nephrosis:  It  is  this  term 

that  is  causing  at  the  present  time  .so  much 
di.sciA.ssion,  largely  beeau.se  of  its  similarity 
in  many  instances  to  chronic  nephritis.  The 
term  “nephrosis”  Avas  advocated  by  ^Muller 
to  indicate  non-in flammatory  lesions  of  the 
kidney,  and  a special  variety  Avas  described 
by  Munk  as  lipoid  nephrosis  and  in  this 
country  by  Epstein  as  chronic  nephrosis.  All 
are  intended  to  stress  degeneratioin  as  the 
chief  jT^athological  picture,  but  since  the  le- 
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sioii  is  not  sti'ictly  t-unl’int’d  to  the  ttibular 
epithelium,  hut  involves  to  a greater  or  lesser 
extent  the  o'lomeruli,  blood  vessels  and  stroma 
as  well,  and  the  symptoms  in  each  include 
massive  albuminuria  and  dropsy,  the  reason 
will  immediately  be  seen  for  the  discussion 
and  disa<?reement  that  now  exists.  True  lipoid 
'nephrosis  is  an  extremely  rare  disease,  oceur- 
riiift  probably  once  in  many  thousands  of 
cases.  Its  chief  characteristics  are  marked 
albuminuria  and  edema  without  hyperten- 
sion, cardiac  hypertrophy,  increased  wa.ste 
prociiiets  in  the  blood,  or  diminished  phenol- 
sulphonphthalein  output  and  with  dilution 
and  concentration  tests  normal.  In  fact,  if 
any  of  these  signs  of  renal  insufficiency 
should  be  present  it  would  indicate  a nephri- 
tis more  than  a nephrosis.  One  of  the  chief 
characteristics  of  the  disease  is  the  reduction 
of  the  total  proteins  of  the  blood  plasma  from 
a norimal  of  si.x  to  eight  i>er  cent  to  four  per 
cent  or  lower.  This  reduction  is  in  the  al- 
bumin factor  (from  lo.ss  of  albumin  in  the 
urine),  the  giobulin  remaining  normal  or 
actually  increased.  The  blood  cholesterol 
reaches  very  high  figures,  up  to  800  mg.  or 
more  per  100  c.  c.  of  blood.  The  calcium  of 
the  blood  is  low  and  the  basal  metabolic  rate 
is  lowered,  thus  adding  strength  to  the  jux'- 
vailing  thought  that  this  is  a general  metabo- 
lic disease,  shared  bj-  thyroid  deficiency,  and 
with  the  kidney  lesion  not  piirimary  but  oidy 
a part  of  the  general  process.  ]>n  addition 
to  the  early  changes  alrea'dy  described  and 
consisting  of  dodbly  refractive  fat  in  the 
epithelial  cells  and  sometimes  the  interstitial 
ti.ssue,  the  cells  are  filled  with  lipoid,  are 
swollen  and  desquamate.  When  there  is  a 
complete  blocking  of  the  tubule  from  this 
degenerative  proliferation,  there  is  destruc- 
tion of  the  associated)  glomerulus.  There  is 
practically  always  a deposit  of  hyaline  sub- 
stances also  in  the  glomerular  vascular  looj)s 
Avhich  are  thickenerl.  There  may  be  increase 
in  the  tuft  cells  and  the  capsule,  with  final 
shrinkage  and  atrophy.  There  is  lipoid  in 
the  tubular  .stroma  as  well  as  definite  .streaky 
increase  in  the  connective  tissue  cells  and 
fibres.  The  disease  is  of  slow  development, 
and  long  standing,  and  the  tubular  cells  are 
found  in  different  stages  of  deterioration. 
Regenerative  cells  have  been  described  by 
Fahr.  In  many  cases  autop.sy  has  proven 
the  presence  of  a nephritis,  while  many 
others  with  a clinical  diagnosis  of  nephrosis, 
have  no  autopsy  proof.  It  can  certainly  he 
said  that  lipoid  in  the  tubular  epithelium' and 
with  little  pathology  in  the  glomerular  stroma 
or  blood  ves.sels,  is  an  extreme  rarity.  Inter- 
current infections  may  lead  to  fatal  termina- 
tion and  acute  infections  may  lead  to  a re- 
turn of  the  nephrosis. 

fb)  Amyloid  or  Waxy  Kidney;  IMany, 
notably  Fahr  and  IMunk,  retain  this  in  the 


nc])hrosis  group.  There  arc,  however,  a few 
dilferences  which ' consist  chiefly  in  the  de- 
posit of  am3doid  substances  rn  the  walls  of 
the  glomerular  loops  of  the  small  arteries 
of  tlie  cortex.  There  is  similar  droiilet,  fatty 
or  lipoid  degeneration  of  the  tubular  epithe- 
lium, with  later  increase  in  connective  tissue 
stroma,  at  times  to  such  extent  that  there  is 
comiiression  and  destruction  of  secretory 
elements.  Later  there  is  sclerosis  of  the 
arterial  branch  which  maj'  result  in  narrow- 
ing or  occlusion  of  vascular  loops  and  in 
multiplication  of  tuft  cells  which  are  limited 
to  part  of  the  glomeruli,  and  of  very  uneven 
development  in  different  glomeruli.  In  time 
the  glomeruli  become  almost  .structurele,ss 
balls  of  In  aline  connective  tissue.  The  cause  is 
unknown,  but  it  occurs  in  various  origans  as 
a result  of  long  standing  tuberculosis  or  pro- 
longed suirpuration,  especialh'  in  bones. 
Symptoms  are  absent  in  minimal  lesions  but 
as  thev'  progress  they  are  the  same  as  in  lipoid 
nephrosis,  except  possiblj’  for  a greater 
volume  of  urine,  lower  specific  gravity',  abd 
lijiemia  much  less  pronounced,  or  even  ab- 
sent. The  dropsj'  is  not  iiroportionate  to  the 
am.vloid  deposits  and  with  complete  atrophjq 
uremia  deveiojis  and  hyperemia  is  likely  to 
occur. 

(c)  Eclamptic  Kidnej’ : This  is  a very 

ob.scure  condition.  The  idea  is  gaining  ground 
that  the  renal  lesions  are  due  to  a toxin  (not 
of  renal  origin ) circulating  in  the  blood  and, 
therefore,  to  be  regarded  as  secondaiy  and 
degenerative.  It  is  not  believed  that  the 
failure  of  renal  function  causes  or  contri- 
butes in  aipv  important  wa.y  to  the  sjuiiptoms. 
On  such  a basis  it  is  tentative^  included  in 
the  nephro.sis  group. 

It  seem.s,  however,  that  the  term  Nephrosis 
is  temporarilv  at  least  fixed,  in  modern  cla.s- 
sifications.  One  should  appreciate  the  dis- 
advantages of  the  term  and  above  all  not  look 
upon  dropsA’  as  synonomous  or  even  essential 
to  the  diagnosis.  One  would  be  almost  cer- 
tain 1\-  correct  if  he  used  it  in  nearit'  evei\v 
(ase  of  pneumonia  and  other  bacterial  infec- 
tions. The  diagnosis  of  lipoid  nephrosis, 
without  (lualification,  is  inadeipiate,  since 
there  is  onh-  one  'cliance  in  maipv  thou- 
.sand  that  this  is  true.  If  the  patient  has  been 
a long  sufferer  froim  tulierculosis  or  suppura- 
tion he  max’  have  a waxv  kidnev  but  it  is 
overwhelminglv  probable  that  autopsy  would 
reveal  a nephritis  and  not  a nejihrosis.  Be- 
fore jia.ssing  on  to  the  treatment  of  these 
various  t,vpes  of  renal  lesions  it  seems  ad- 
vi.sable  to  call  attention  to  some  recent  work 
on  edema  which  has  great  diagnostic  as  well 
as  therapeutic  significance  (8)  (4)  (5).  The 
edema  we  are  accustomed  to  think  of  in  con- 
nection with  kidney  disease,  and  changes  in 
the  permeabilit,v  of  the  blood  vessels  of  the 
bod^’,  is  rich  in  protein,  similar  to  an  inflam- 


120 


KENTIK^KY  MEDICAL  JOUENAL 


[:\rairh,  1932 


matory  exudate  and  can  'be  lirodueed  ex- 
perimentally by  using  a variety  of  irritants — 
so-called  capillary  poisons.  It  has  recently 
been  demonstrated,  however,  that  edema  may 
arise  without  renal,  cardiac  or  capillary 
damage  as  the  significant  factors.  Diet,  low 
in  pi’oteins,  will  at  times  produce  low  jirotein 
content  of  blood  plasma,  and  edema  prac- 
ticalh"  alwaj’s  appears  when  it  drops  to  3%. 
This  probably  explains  the  so-called  war 
drojisies  that  have  been  imitated  experimen- 
tally on  animals  kept  on  low  protein  diets. 
This  type  of  edema  has  been  produced  also 
by  direct  1‘enioval  of  plasma  proteins  from 
the  blood  by  jilasmapheresis,  and  is  (pute  un- 
like the  exudative  type  occurring  in  ne- 
phritis. A good  explanation  was  given  by  ain 
hypothesis  ventured  years  ago  by  Starling, 
to  the  effect  that  the  exchange  of  water  be- 
tween the  blood  and  the  tissue  fluids  through 
the  capillary  wall  is  determined  by  a delicate 
balance  between  the  hydrostatic  pressure  in 
the  capillaries  and  the  osmotic  pressure  of 
file  plasma  proteins.  Removal  of  the  latter 
would  lead  to  filtration  of  protein-free  fluid 
into  the  tissues  and  thus  explain  the  edema 
of  nejdirosis.  It  can  be  precipitated  in  a 
massive  way  by  administration  of  large 
amounts  of  fluid.  It  is  necessary,  therefoi’e, 
in  the  future  for  the  clinician  to  determine 
the  difference  between  edema  fluids  and  thus 
aid  in  the  discovery  of  the  underlying  cause 
in  the  individual  case,  whether  it  be  from 
damage  to  the  vascular  system  or  some  me- 
tabolic process  that  lowers  plasma  pro- 
teins (5). 

Tre.vtment 

Acute  Nephritis : Nothing  new  has  de- 

■'.eloped  in  recent  years  that  will  have  any 
specific  influence  on  the  healing  of  the  acute 
lesion.  It  is  advisable,  therefore,  to  treat 
the  patient  on  sound  physiological  jtrinci- 
])les  and  not  the  kidney  particularly.  In 
those  eases  where  the  source  of  the  toxin  can- 
not be  removed,  fluids  should  be  forced,  in 
order  that  the  toxins  reach  the  kidney  in 
greater  dilutions  and  less  likely  to  produce 
lesions.  On  general  principles  the  kidney 
should  be  spared  as  much  as  possible,  by  re- 
ducing to  a minimum  those  elements  that  it 
normally  excretes.  Water,  the  chief  excre- 
tory substance,  has  come  in  for  the  most  dis- 
cussion. Since  evidence  is  lacking  as  to  the 
(piantity  required,  one  will  be  guided  by  the 
(lifficulty  or  ease  with  which  it  is  excreted, 
limiting  the  intake  to  no  less  than  1000  c.  c. 
in  the  former  and  probably  as  high  as  3000 
c.  c.  in  the  latter.  The  que.stion  of  solids  is 
much  simpler.  By  both  'mental  and  physical 
rest  less  tissue  wa.ste  is  sent  to  the  kidneys 
and  less  protein  is  recjuired  in  the  diet  to 
replace  such  waste,  and  consequently  the  bur- 
den of  excreting  nitrolgienous  products  is 
greatly  lessened.  The  salt  intake  should  also 


be  reduced  onlinai'ily  20  to  30  gins,  of  jiro- 
tein  and  2 gms.  of  salt  are  sufficient.  Our 
])resent  knowledge  Avill  not  permit  any  de- 
cision as  to  whether  an  alkaline  or  acid  urine 
is  desirable,  nor  are  we  reliably  informed  as 
to  injurious  effects  of  the  coloring  matter  of 
food  stuffs  or  other  substances  that  may  be 
excreted  in  the  urine.  Naturally  excretion 
should  be  encouraged  through  other  channels, 
bowel,  skin,  etc.  Experimental  evidence  in- 
dicates that  diuretics  are  dangerous  and  al- 
though some  clinical  evidence,  based  per- 
haps upon  loose  observation,  favor  increasing 
fluid  output  by  diuretics,  it  would  seem  wise 
not  to  use  them  and  adhere  to  the  principle 
of  resting  the  kidney  as  much  as  possible. 

There  has  been  a very  definite  advance  in 
the  etiology  and  treatment  of  uremia  in  chil- 
dren. Blackfan  and  associates  have  shown 
that  it  is  not  caused  by  a heaping  up  of 
nitrogenous  products  in  the  blood  but  by 
edema  of  the  brain.  It  can  be  definitely  in- 
fluenced by  the  use  of  magnesium  suliihate, 
using  first  by  mouth  and  rectum  to  reduce 
the  blood  pressure  and  failing  in  this  it  may 
be  given  intravenously  in  1%  solution  up  to 
2(H)  c.  c.  if  nece.ssary. 

The  physician  m/ust  decide  whether  foci 
of  infection  shoidd  be  removed  and  if  so,  at 
what  stage.  Bacterial  toxins  from  tonsillitis 
and  other  acute  infections  certainly  produce 
acute  nephritis  at  times,  but  there  is  room 
for  reasonable  doubt  concerning  the  toxins 
of  bacteria  arising  from  the  more  chronic 
anil  less  virulent  types  of  infection,  .such  as 
the  crypts  of  hypertrophied  tonsils,  silent 
absce.sses  at  roots  of  teeth,  chronic  catarrhal 
sinus  conditions  etc.  When  there  are  I’e- 
l>eated  recurrences  of  acute  attacks,  or  if 
following  the  acute  nephritis  there  persisr 
slight  evidence  of  the  disease  one  should 
probably  be  radical  and  remove  these  .silent 
foci  but  it  seems  hardly  necessary  to  do  it 
hurriedly.  Six  months  or  a year  of  careful 
re.st  ami  treatment  should  be  insisted  upon 
before  O'ne  can  feel  that  albumin,  casts,  and 
blood  cells  in  the  nrine  rejiresent  chronic 
nephritis  and  no  longer  eajiable  of  returning 
to  normal. 

Clironic  Nephritis:  Again  nothing  in  thg 

wav  of  specific  medication  has  been  added 
to  our  knowledge  of  treatment.  The  same 
general  principles  as  outlined  for  acute 
nephritis  are  applicable  to  the  chronic.  Fluid 
intake  should  arbitrarily  be  fixed  at  about 
2000  e.  c.  The  question  of  diuretics  likewise 
remains  unsettled'  in  the  chronic  form.  In  my 
opinion  it  is  not  for  the  physician  to  decide 
whether  the  imposition  of  imost  burdensome 
restrictions,  hoping  to  add  a few  weeks  or 
months  to  a more  or  less  miserable  exi.stence 
is  justifiable.  The  desires  of  the  ])atient 
are  to  be  considered.  Quite  jirobably  the 
medical  profession  does  not  know  how  to 
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prevent  the  steady  development  of  chronic 
nephritis.  Then  how  should  Ave  advise  those 
symptomless  cases  where  the  urine  analysis 
indicates  beginninig  chronic  nephritis'/  On 
general  principles  the  patient  should  of  course 
avoid  ail  excesses,  but  if  he  is  leading  a 
fairly  normal  active  life,  should  his  habits 
of  work,  play  and  diet,  or  the  use  of  tobacco, 
alco'hol,  tea  and  coffee  be  changed?  Will 
anything  be  gained?  There  is  very  little 
evidence  to  support  such  a view  point. 

ISub-Acute  IS'ephritis;  llemembering  that 
this  represents  more  of  a transitional  stage 
with  edema  due  to  extensive  tubular  involve- 
ment as  the  outstanding  symptom,  more  at- 
tention should  be  paid  to  rest  and  relieving 
the  load  on  the  kidneys  that  is  necessary  in 
the  more  chronic  foniii.  Many  of  these  pa- 
tients will  pass  through  this  edematous  stage 
to  symptOiinatic  health,  but  will  continue  to 
have  albumin  and  casts  in  the  urine,  indicat- 
ing continued  degenerative  changes  in  the 
kidney  and  renal  insufficiency.  The  treat- 
ment is  practically  the  same  as  that  for  the 
nephroses. 

Renal  Arteriosclerosis : The  treatment  of 

the  benign  is  that  of  general  arteriosclerosis 
and  the  same  mechanism  is  responsible  for 
the  changes  seen  elsewhere  in  the  body.  The 
cause  is  unknown  and  it  has  never  been 
proven  that  high  protein  diets,  gout,  dia- 
betes, alcohol  and  tobacco  are  factors.  Mc- 
Clelland and  Dubois  (7)  kept  two  normal 
men  on  a meat  diet  for  a year — ^consisting 
of  as  a sample  menu;  Breakfast,  lean  beef 
190  gms.,  fat  100  gins.;  Dinner,  liver  200 
gins.,  fat  75  gms.  Supper,  lean  beef  200  gms., 
marrow  70  gms.,  and  coffee,  black  tea.  .meat 
broth  and  Avater  one  to  tAA’o  quarts  daily.  At 
the  end  of  their  observation  both  men  Avere 
in  good  physical  condition  Avithout  sub- 
jective or  objective  evidence  of  any  loss  of 
physical  or  mental  vigor.  Despite  the  usual 
belief  there  Avas  no  elevation  of  either  systolic 
or  diastolic  blood  pressure,  there  Avas  no  ab- 
normality in  the  quantity,  specific  gravity  or 
constituents  of  the  urine,  and  no  albumin, 
casts  or  blood  at  any  time.  No  evidence  of 
irritation  nor  damage  to  kidney  function 
(opposed  to  Newbury  and  Associates)  as  in- 
dicated by  normal  urine,  normal  phenolsul- 
phonphthalein  output,  normal  quantities  of 
nitrogenous  products  in  the  blood  and  no 
x-ray  evidence  of  kidney  hypertrophy. 

For  the  malignant  form  the  treatment  is 
the  same  as  for  the  terminal  stage  of  chronic 
nephritis  Avhich  it  closely  resembles  and 
Avith  Avhich  it  is  probably  identical. 

Nephrosis : Almost  a complete  revolution 

in  the  treatment  of  this  tj'pc  has  arisen  Avith 
the  ncAver  knoAvledge  of  the  proce.sses  involved. 
To  make  up  for  the  excessive  amount  of  al- 
bumin lost  in  the  urine,  and  Avhicli  causes  a 
depict  iiu)  of  ])rotein  from  the  blood  i)lasma, 


diets  containing  i'l'om  loU  to  250  gms.  of  pro- 
tein are  reconmiended.  On  account  of  the 
high  cholesterol  content  of  the  blood  the  fats 
in  the  diet  should  be  greatly  loAvered.  Thy- 
roid is  indicated  and  has  been  proven  bene- 
ficial, presumably  because  of  the  lowered  me- 
tabolic rate  suggesting  diminished  thyroid 
activity.  For  the  disturbance  of  cialcium 
metabolism  which  frequently  exists  and  in- 
dicated by  loAV  figures  for  blood  calcium,  the 
calcium  salts  and  the  parathyroid  hormone 
will  most  likely  prove  helpful.  Of  the  nu- 
merous diuretics  that  have  been  employed, 
those  containing  mercury  and  marketed 
under  the  trade  name  of  Novasurol  and  Salyr- 
gan  (the  latter  less  irritating  and  likely  to 
produce  reaction)  have  been  used  Avith  mark- 
ed relief  of  the  edema.  It  is  given  subcu- 
taneously, intraiinuscularly  or  ijitravenously, 
the  latter  method  preferable.  One  to  three 
c.  c.  every  tAvo  or  three  days  is  the  i)roper 
amount  and  it  apparently  acts  better  Avith  the 
frequent  administration  per  os  of  rather 
large  doses  of  the  ammonium  salts,  (the 
chloride  or  nitrate.) 

The  presence  of  anemia  Avhich  is  so  com- 
mon in  nephritics  Avith  edema  has  not  been 
stressed  because  in  my  opinion  there  are  so 
inany  variables  to  help  account  for  it.  I do 
desire,  however,  to  say  that  transfusions  of 
blood  have  no  untoAvard  results.  Anemia 
and  other  comjxlications  are  no  more  commooi 
than  in  other  conditions  and  in  some  ca.ses 
an  exi.sting  anuria  has  been  benefited,  not 
through  any  diuretic  effect  of  the  blood,  but 
by  improvement  of  renal  function.  It  does 
not  rai.se  blood  pressure,  does  not  injure  kid- 
neys and  neither  relieves  nor  aggravates 
uremic  symptoms.  It  offers,  hoAvever,  the 
most  suitable  means  of  treating  the  secondary 
anemia  accompanying  marked  renal  insuf- 
ficiency, and  to  Avhich  patients,  a high  pro- 
tein diet  could  not  be  given  because  of  the 
retention  uremia  that  would  folloAv.  When 
the  kidneys  are  moderately  involved  it  Avill 
ameliorate  a serious  condition  for  a long 
time.  As  a rule  several  successive  transfu- 
sions are  necessary  to  restore  the  hemoglobin 
and  red  blood  cells  to  normal  (6). 

Finally  the  belief  is  becoming  more  and 
more  prevalent  that  the  symptoms  Ave  have 
so  long  been  accustomed  to  associate  AVith 
Bright’s  disease  are  the  manifestations  of  a 
constitutional  disturbance  that,  through  the 
peculiar  adaption  of  the  kidney  to  accurate 
clinical  and  pathological  studies,  makes  itself 
knoAvn  in  a disturbance  of  renal  function. 
Similar  inflammatory  and  degenerative  pro- 
cesses are  also  occurring  in  other  organs  in 
Avhich  the  opportunity  for  study  is  nil  or 
relatiA’ely  limited. 

The  data  above  presented  is  the  result  of 
a study  of  more  than  one  hundred  cases  of 
iiejibritis  in  my  oaa'u  private  work  and  a 
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rather  extensive  study  of  the  literature. 
Since  there  are  only  a few  specific  references, 
although  the  thought  and  at  times  almost 
verbatim  (piotations  are  inserted  it  seeims  ad- 
vi.sable  to  give  a general  resiune  of  the  litera- 
ture that  has  been  used.  Each  of  the  cited 
authors  includes  in  his  discus.sion  reference 
to  other  publications  which  will  cover  very 
thoroughly  the  present  subject  of  all  phases 
of  nephritis. 
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Temperature  Reaction  Following  Subtotal 
Thyroidectomy. — Lerman  says  that  the  degree 
and.  duration  of  the  temperature  reaction  fol- 
lowing subtotal  thyroidectomy  for  exophthalmic 
goiter  does  not  bear  any  relationship  to  the  se- 
verity of  the  disease  as  judged  from  the  average 
initial  metabolic  rate.  This  reaction  is  not  in- 
fluenced by  the  degree  of  fever  present  before 
operation.  A slight  elevation  of  temperature, 
even  though  it  is  associated  with  a mild,  pro- 
tracted upper  respiratory  infection,  is  no  con- 
traindication to  operation.  The  maximum  height 
of  the  postoperative  temperature  reaction  does 
not  vary  with  the  season  of  the  year  hut  the 
duration  of  the  reaction  is  definitely  longer  in 
the  late  winter  and  early  spring  than  in  the 
Slimmer  and  early  fall. 
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Lexington. 

Probably  the  most  important  advance  made 
in  urological  diagnosis  since  the  introduction 
of  urinary  tract  visualization  by  means  of  the 
direct  injection  of  an  opaiiue  fluid  through 
the  ureteral  catheter  has  been  the  develop- 
ment of  urinary  tract  visualization  liy  means 
of  a sub.stance  which  when  injected  into  the 
vein  of  the  subject  is  concentrated  in  suffi- 
cient strength  in  the  kidney  to  be  Oiiiiaque  to 
the  x-ray. 

In  1923  Kowntree  and  his  a.ssociates  pub- 
lished the  fir.st  positive  re.sults  along  this 
line  using  sodium  iodide  intravenously  and 
showing  C'onclUisively  that  intravenous  uro- 
graphy was  iio'.ssible.  IMucli  further  work 
was  done  by  many  others  but  not  until  1926 
Avhen  Swick  Avorking  in  von  Lichtenberg’s 
clinic  in  Berlin  introduced  uroselectan  Avas 
intravenous  urography  niade  practica,ble. 
Almost  a year  later  in  1930  Bronner  and 
Schueller  Avorking  in  Cologne,  Germany,  be- 
gan usi'-''.g  what  they  called  Abrodil  Avith 
equally  good  results. 

Both  of  these  substances  depend  upon 
iodine  for  their  shadoAv  casting  ipialities  and 
Avitliout  going'  into  detail  concerning  their 
chemistry  T Avill  simply  say  tlia.'t  Uroselectan 
contains  42%  of  organically  bound  iodine 
and  Abrodil  contains  52%  of  the  same  thing. 
Abrodil  has  been  introduced  to  this  country 
under  the  trade,  name  of  Skiodan  and  Avill 
hereafter  in  this  jiaper  be  referred  to  by  that 
name. 

While  these  substances  Lave  lu'oven  almost 
indispensable  for  the  prqp'er  diagnosis  of  cer- 
tain cases  it  imust  not  be  thought  that  they 
have  in  any  Avay  supplanted  the  usual  cysto- 
seopic  procedures  Avhicli  continue  to  be  neces- 
saiy  in  order  to  obtain  the  comiilete  informa- 
tion required  in  the  majority  of  ea.ses.  Nearly 
alAA'ays  it  is  desirable  to  knoAV  the  character 
of  the  urine  from  the  individual  kidney  and 
that  can  only  be  determined  by  ureteral 
catheterization  through  the  cystoscope.  Then 
too  the  intravenous  pyelogram  can  not  be 
ilepended  u]ion  for  the  detail  required  in 
making  a diagnosis  of  such  condition.s  a.s 
renal  tuberculosis,  kidney  tumor,  or  epithe- 
lioma of  the  kidney  ]ielvis.  I say  not  de- 
liended  upon,  because  unless  there  is  obstruc- 
tion to  the  outfloAV  of  the.  uji-oselectan  or 
skiodan  throug'h  the  ureters  there  Avill  not 
be  the  complete  filling  of  the  pelA’is  and 
calyces  of  the  kidneys  that  is  obtained  by 
injecting  through  tlie  ureteral  catheter.  1 n- 
less  then'  is  a stasis  due  to  some  obstnuding 
fa, cl  or  the  intravenous  pyeloigrum  is  often  a 

' lii'i’nv,.  Ilic  Ki'iilm-kv  St:ilv  MrJiv.-il  Assnciatiim  at 
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very  sketchy  affair. 

For  ,an  adult  40  igrams  of  uroselcictan  in  100 
c.  c.  double  distilled  -water  or  20  grams 
of  skiodau  in  100  c.  c.  of  double  distilled 
water  is  injected  usually  into  the  median 
cephalic  vein  allowing  3 to  5 minutes  for 
the  injection.  Several  films  are  usually  made 
about  20  minutes  apart  beginning  20  min- 
utes after  the  injection  but  this  of  eour;-;( 
can  be  varied  to  suit  the  individual  case. 
Immediately  after  the  injection  has  been 
made  the  patient  may  experience  an  unpleas- 
ant feeling  of  warmth  associated  with  a flush- 
ing of  the  skin,  perhaps  some  pain  in  the  arm 
receiving  the  injection,  and  may  even  be 
slightly  2iauseated.  These  symptoms  last  but  a 
few  minutes  and  in  my  limited  experience 
have  been  less  likely  to  occur  with  skiodau 
than  with  uroselectan. 

Apparently  the  only  contraindication  to 
the  u.se  of  these  substances  is  an  extreme  im- 
pairment of  renal  function  plus  .severe  dam- 
age to  the  liver  for  their  elimination  takc's 
place  through  these  organs,  chiefly  of  course 
through  the  kidneys. 

Intravenous  urography  s(‘ems  to  .serve  best 
in  the  following  groups  of  eas(‘s: 

1.  Children  labout  who.se  kidneys  informa- 
tion might  not  otherwise  be  obtaine;!.  It  is 
always  an  uni)leasant  ta.sk  to  have  to  cysto- 
scope  a small  child  and  many  times  it  is  im- 
possible to  do  so. 

2.  In  bladder  neck  obstruction  where 
catheterization  of  the  ureters  is  impossible  it 
is  often  desirable  to  obtain  a knowledge  of 
the  upper  urinary  tract  and  intravenous  uro- 
graphy makes  this  possible. 

3.  Where  there  is  a shadow  on  the  x-ray 
film  that  might  or  might  not  be  a stone  in  the 
kidney  or  ureter  an  intravemous  urogram  will 
not  only  show  AVhether  the  shadow  is  included 
ill  the  urinary  tract  or  not  but  it  will  give 
a good  idea  of  the  condition  of  the  kidney 
itself,  i.  e.,  whether  or  not  there  has  been 
dilatation  above  the  stone  or  cortical  destruc- 
tion. 

4.  In  those  cases  when  for  some  reason 
such  as  stricture  or  anatomical  obstruction  a 
catheter  can  not  be  ])assed  up  a ureter  or 
when  there  is  so  much  inflammation  the  ure- 
teral orifices  can  not  be  seen,  intravenous 
urography  is  a friend  in  time  of  need. 

5.  In  those  fearful  persons  who  are  afi’aid 
of  c.vstoscopy  and  will  not  submit  to  it,  an 
intravenous  urogram  may  be  the  means  of 
either  demonstrating  a ,]  athological  condi- 
tion or  of  ruling  one  out. 

I hiave  scdected  a few  slides  which  illustrate 
very  well  just  how  useful  iiitravcTious  uro- 
gi’aphy  can  be  in  diffei'ent  cas('s; 

N'o.  (iOcS  1.  A boy  17  \'ears  of  age  whose 
only  sym])lom  was  pyuria.  1 cystoseoped 
liuii  Ihree  tinu's  and  was  never  able  to  get 


a catheter  up  his  right  ureter.  Urine  from  the 
left  kidney  was  normal.  The  plain  x-ray  film 
showed  two  small  shadows  and  two  larig.er 
ring  like  shadow^s  in  the  region  of  the  right 
kidney  and  the  intravenous  pyelogram  not 
only  sho-ws  all  these  shadows  but  because  of 
stasis  due  to  uretei'al  stri('ture  the  typical 
deformity  of  tuberculosis  at  the  end  of  the 
upper  calyx  is  definitely  brought  out.  This 
kidney  was  removed  and  found  to  be  exactly 
as  ilepicted  by  the  pyelogram. 

2.  No.  175  was  a waunan  in  whose  abdo- 
men a mass  coidd  be  felt  and  it  Avas  thoughit 
that  this  might  be  a hydronephrosis  of  the 
right  kidney.  Fur  the  reason  that  previous 
cystoscopy  had  been  so  painful  .she  desired 
to  avoid  anothor.  Intravenous  urogra]>hy 
demonstrated  that  the  mass  was  not  the  kid- 
ney and  illustrates,  incidentally,  how  incom- 
|)letciy  filled  the  pelvis  and  calyces  will  be 
in  the  absence  of  stasis. 

3.  No.  170,  This  was  a man  with  a bladder 
tn.moi'  which  obscured  the  ureteral  orifices 
so  that  they  (,'oul;d  not  be  seen  through  the 
(-ystoscope.  The  first  slide  shows  the  dilata- 
tion of  the  right  ureter,  pelvis,  and  calyces 
fi'om  obstruction  at  the  bladder  and  the  sec- 
ond one  shows  how  the  left  pyelogram  was 
obtained  only  after  ])utting  the  compre.ssion 
bag  on  the  low'cr  abdomen  thus  retarding 
the  drainage  of  the  medium  through  the 
ureter. 

4.  No.  145.  This  was  a man  who  had  had 
a cy.stitis  for  a long,  long  time  but  who  Avould 
not  be  ])ersuaded  to  submit  to  a complete 
cystoseopie  examination.  When,  however,  I 
made  an  intravenous  urogiam  and  was  able 
to  shoAv  him  that  he  had  a right  hydronephro- 
sis he  readily  submitted  to  cystoseopie  -treat- 
ment and  by  dilatation  of  the  ureter  I wa^ 
able  to  relieve  him  of  his  condition. 

5.  No.  533.  An  extremely  ill  younig  woman 
with  a large,  tender  m/ass  in  the  left  kidney 
reigion  and  marked  tenderness  over  her  ri2rh+ 
kidne.v.  She  Avas  kept  in  the  hospital  for  a 
long  time  and  during  that  time  she  Avas  cysto- 
seoped several  times.  Her  bladder  Avas  the 
foulest  I have  ever  looked’  into  and  it  Avas 
impossible  to  locate  the  iireteral  orifices.  Ai-i 
intravenous  urogram  Avas  made  shoAAung  an 
intensification  of  the  shadoAv  of  the  left 
rfuial  mass  and  a dilatation  of  the  right  iire- 
ter,  pelvis  and  calyces.  Tuberculosis  Avas  sus- 
pected but  could  not  be  found  in  the  bladder 
urine.  In  an  attempt  to  do  something  for 
the  patient  a left  nephrectomy  Ava.s  done  un- 
der sjnnal  anaesthesia  and  the  kidney  found 
to  be  a huge  sac  of  pus  A\dth  so  little  cortical 
tissue  left  that  one  wonders  that  it  could  still 
be  functioning  enough  so  that  Amy  intensi- 
fi('ation  of  tli(>  shadow  was  obtained. 

d.  No.  2()(i.  ..V  woman  who  had  had  some 

not  vei-y  severe  ])ain  in  her  left  kidney  region 
with  typi(‘al  distidbut ion  and  urinary  find- 
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mgs  |)lus  a siuidow  that  was  thought  to  be  a 
stone  in  the  kidney.  !She  was  fearful  of 
cystoscopy  and  so  an  intravenous  urogram 
was  nuule.  Tliis  showed  definitely  the  loca- 
tion of  a stone  in  the  upper  ureter  instead  of 
in  the  kidney  itself.  This  stone  would  not 
pass  ami  was  later  removed  surgically  under 
si)inal  anesthesia. 

mnniooK.u'iiv 

1.  Ale.xaiuii'i’  von  nicliteiiberg : The  Principles  of  Intra- 
venous Urography.  Jour.  Urol.  Vol  XXV.  No.  J. 

2.  Ilransfortl  Uewis:  Southern  Jlcdical  Journal.  Vol. 

XXIV.  No.  J. 

;i.  Win.  !•’.  liraasch;  The  Value  of  Uroselectan  in 
Kenal  Jjithiasis.  .lour.  Urol.  Vol.  XXV,  No.  o. 

4.  ISronner  ami  Schueller:  Kxcretioii  Pyelography  with 

-Vliroilil.  Surgery,  Gynecology  and  Obstetrics.  Vol.  IjII 
No.  2. 

DISCUSSION 

Virgil  Simpson,  Louisville : Mr.  President  and 
Gentlemen ; It  is  utterly  impossible  to  pay  one’s 
respects  to  the  individual  essayists  and  to  con- 
sider the  many  interesting  and  valuable  features 
presented  by  each. 

One,  I think,  perhaps  is  as  much  interested 
in  the  practical  application  of  such  knowledge 
as  the  pathologists  have  aiTived  at  as  in  any 
other  single  feature.  It  is  true  that  so-called 
teleological  studies  are  interesting  largely  be- 
cause they  show  the  how  rather  than  the  why. 
However,  I think  we  arc  learning  considerable 
of  the  how  in  managing  renal  condition.^,  some- 
what because  we  have  learned  considerable 
about  the  pathology  which  underlies  certain 
clinical  pictures  and  are  able,  therefore,  to  cor- 
relate more  or  less  accurately,  the  relationship 
which  exists  between  the  symptoms  as  they  pre- 
sent themselves  and  the  pathology  as  it  is  founo 
post  mortem. 

One  of  the  difficulties  that  arises  as  a conse- 
quence of  trying  to  correlate  pathological  pic- 
tures post  mortem  with  clinical  features  ante 
mortem  is  that,  as  suggested  by  the  essayist.  Dr. 
Maxwell,  in  considering  the  pathological  types 
it  so  frequently  happens  that  there  is  seen  as  a 
terminal  picture  a combination  of  many  of  the 
features  commonly  considered  as  essentially 
typical  of  each  individual  pathological  gi'oup. 

For  example,  in  considering  a kidney  as  it  is 
presented  post  mortem,  which  had  a predomin- 
ance of  symptoms,  early  at  least,  pei'taining  to 
the  glomerular  type  of  nephritis,  the  so-called 
infectious  group,  one  finds  as  a pathological 
])icture  in  its  terminal  results  that  not  only  are 
the  evidences  of  infection  present,  not  only  is 
there  damage  to  the  glomeruli,  but  in  addition 
to  this,  much  degenerative  change  takes  place 
in  consequence  of  the  primary  glomerular  path- 
ology. Likewise,  interstitial  changes  character- 
istic of  the  arteriosclerotic  type,  as  well  as 
the  degenerative  changes  now  considered  es- 
sential in  the  nephritic  group,  are  also  found. 
So  there  will  be  this  mixed  picture,  and  there 
will  be  this  lack  of  easy  harmony  betw'een  the 
clinical  picture  as  you  doctors  see  it  and  the 
pathological  picture  as  you  pathologists  see  it, 
but  the  more  w'e  study  the  two  and  the  more 


frequently  we  correlate  and  bring  the  two 
together,  the  clearer  will  be  both  clinical  and 
pathological  pictures  with  reference  to  what 
to  do  for  these  patients. 

Then  comes  next,  I think,  a consideration  of 
what  is  meant  by  renal  insufficiency  and  what 
is  meant  by  impaired  renal  function.  At  first 
blush  you  might  think  they  mean  one  and  the 
same  thing,  but  they  do  not.  I would  like  for  you 
to  think  of  renal  insufficiency  in  the  same 
sense  that  you  think  of  cardiac  insufficiency , 
that  in  renal  insufficiency  we  have  an  inability 
on  the  part  of  the  kidney  to  get  rid  of  some  one 
or  all,  in  varying  degrees,  of  the  constituents 
which  the  kidney  is  supposed  to  get  rid  of.  In 
the  last  analysis  the  chief  function  of  the  kid- 
ney is  that  of  an  excretory  action.  So  far  as 
we  know'  it  has  no  function  with  reference  to 
action  which  would  place  it  in  the  group  oi 
endocrine  glands,  though  some  of  our  biologic 
ma'iu*'acturirig  houses  would  fain  have  us  be- 
lieve that  such  agencies  as  nephritin  will  re- 
store kidney.-,  tc  normal  condition 

So  then  think  of  renal  insufficiency  in  the 
same  terms  as  you  think  of  cardiac  insufficiency; 
that  in  such  conditions,  regardless  of  what  the 
pathological  picture  may  be  at  the  time  of 
exitus  there  oibtains  a clinical  grouping  of 
manifestations  of  deficient  function  of  the  kid- 
ney so  far  as  elimination  of  the  protein  sub- 
stances, the  salts,  and  so  forth,  is  concerned,  in 
contradistinction  with  impaired  renal  function 
which  I would  have  you  remember  is  a condi- 
tion meant  to  convey  the  idea  of  a deflnie  fail- 
ure on  the  part  of  the  kidney  to  concentrate. 

In  such  a condition  as  failure  of  concentra- 
tion, it  is  likewise  of  importance,  clinically,  to 
understand  that  a kidney  that  has  an  inability 
to  concentrate  the  urine,  as  is  determined  by 
concentrations  tests,  very  frequently  has  a com- 
pensatory exchange  of  function;  that  in  a kid- 
ney in  which  there  is  impaired  renal  function, 
sometimes  that  same  kidney  can  very  efficiently 
compensate  by  getting  rid  of  more  water,  which 
in  teimis  of  twenty-four  hour  output  means 
elimination  of  more  solid  materials.  Therefoi*e, 
a kidney  under  such  conditions  may  postpone 
the  day  of  uremic  advent  very  materially  by 
virtue  of  an  increased  urinary  output,  a symp- 
tomatic polyuria. 

In  the  third  place,  I should  say  that  such 
study  as  has  been  presented  to  you  this  morning 
from  the  standpoint  of  pathologic  and  clinical 
groups  of  the  nephritides  must  influence  to  no 
small  degree  our  therapeutic  attitude  to  this 
group  of  conditions.  Take  the  nephroses,  for 
example;  the  outstanding  manifestation  being  a 
loss  of  albumin  each  twenty-four  hours,  there- 
fore one  of  the  most  imperative  needs  in  the 
therapeutic  approach  is  the  supplying  of  the 
wasted  albumin.  Here  I want  to  say  I have  fi » 
quarrel  with  anybody’s  classification  of  thq 
nephri*^ides.  What  I am  intensely  interested  in 
is  some  classification;  in  getting  together  and 
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thinking  in  terms  of  the  siime  things.  If  our 
language  becomes  a common  language,  if  when 
wc  are  talking  about  nephroses  we  can  all  un- 
derstand just  what  we  mean  by  nephroses,  if  we 
understand  that  it  is  a degenerative  type  of 
ihing,  and  if  we  can  understand  that  in  the 
arteriosclerotic  type  we  are  speaking  of  an  en- 
tirely different  pathological  and  clinical  pic- 
ture, I think  we  will  have  gone  a long  way  to- 
ward clearing  both  the  clinical  as  well  as  the 
therapeutic  horizon.  So  in  the  application  of 
methods  of  management  to  these  conditions,  I 
say  I would  not  criticize  anybody’s  classifica- 
tion, but  I would  like  to  see  a sufficient  amount 
of  knowledge  accumulated  whereby  some  com- 
mon consensus  of  opinion  can  be  arrived  at 
whereby  we  can  all  think  in  similar  terms  about 
the  same  sort  of  thing. 

The  Epstein  high  protein  diet  becomes  a mat- 
ter of  consistency,  a matter  of  confirmation  to 
both  the  pathological  conditions  which  we  find 
post  mortem  as  well  as  the  need  of  the  individual 
patient  while  still  alive. 

I am  not  quite  so  hopeless  about  the  thera- 
peutic management  as  perhaps  some  of  you 
think  Dr.  Dowden  is.  I know  quite  well  that 
he  doesn’t  mean  to  convey  quite  that  attitude 
of  hopelessness  which  his  words  alone  did  con- 
vey to  the  audience.  There  is  much  that  can 
be  done  for  these  conditions,  and  there  is  a great 
deal  that  can  be  done,  not  from  drugs  alone, 
but  in  the  management  of  these  conditions, 
taking  them  as  individual  problems.  A great 
deal  can  be  done  with  regai-d  to  living  habits. 
Take  the  arteriosclerotic  type,  for  example,  with 
the  hypertension  that  is  incident  thereto; 
whether  it  began  as  a primary  arteriosclerosis 
of  general  blood  vessels  or  whether  it  began  as 
an  involvement  of  the  arterioles  of  the  kidney 
itself,  the  habits  though  lifelong  can  be  modified 
to  the  extent  that  the  day  of  cardiac  decomposi- 
tion, retinal  or  cerebral  hemoiThages,  may  be 
postponed.  These  patients  ofttimes  need  not 
be  required  to  stop,  but  rather  to  slow  down; 
they  may  be  taught  the  virtue  of  avoidance  of 
extremes,  the.  value  of  moderation,  the  wisdom 
of  the  admixture  of  play  with  work. 

In  short,  I close  with  the  admonition  to  the 
doctor  that  he  has  been  too  prone  to  rely  on 
drug  therapy  and  too  indifferent  to  the  benefit 
which  may  be  derh^ed  from  a new  attitude  to- 
ward the  nephritic,  an  attitude  that  envisions 
him  as  an  individual  problem  rather  than  a case 
record. 

E.  Starr  Judd,  Rochester,  Minnesota:  I have 

very  much  enjoyed  hearing  these  papers.  The 
first  paper,  on  differential  diagnosis,  is  particu- 
larly interesting,  of  course,  to  surgeons.  Forty 
per  cent  of  the  renal  tumor  cases  have  hema- 
turia, and  yet  not  a large  enough  proportion 
of  those  cases  are  getting  to  the  surgeon  in 
time  for  surgery  and  at  a time  when  surgery 
can  help  them. 


The  next  two  papers,  the  ones  on  pathological 
and  clinical  types,  are  particularly  interesting, 
because  they  take  us  back  to  the  study  of  the 
fundamentals  in  this  problem  of  renal  condi- 
tions. We  have  gotten  a little  bit  too  far,  I 
think,  in  our  research  in  trying  to  progress  in 
new  things,  and  have  overlooked  a more  pro- 
found knowledge  of  the  fundamental  renal  con- 
ditions. By  that  I mean  a more  detailed  study 
of  the  histology  and  pathology  and  an  attempt 
to  bring  these  different  pathological  condition.^ 
along  in  line  with  the  clinical  symptoms.  We 
don’t  know  enough  about  the  physiology  of  the 
kidney. 

Dr.  Mann  at  the  Clinic  this  year  has  been  do- 
ing some  work  that  is  particularly  interesting 
to  me.  He  started  out  with  the  idea  of  seeing 
how  much  renal  tissue  was  necessary  to  con- 
tinue life  and  development.  He  took  several 
litters  of  pups  soon  after  they  were  born,  and 
from  one  of  the  pups  in  the  litter  he  would  take 
out  a kidney,  from  another  he  would  take  out 
half  of  one  kidney,  and  still  from  another  he 
would  take  out  a kidney  and  a half,  and  he  kept 
on  until  he  took  out  all  of  the  kidney  tissue  that 
he  possibly  could  and  still  retain  some  with  cir- 
culation and  nerve  supply  to  it.  Then  he  turn- 
ed these  pups  loose  to  see  if  he  could  recognize 
any  change  in  the  development  of  the  dogs  as 
they  grew  up. 

The  experiments  are  not  yet  completed,  but 
1 think  from  what  we  see  in  them  at  the  present 
time  we  can  say  that  an  animal  with  any  amount 
of  kidney  tissue,  no  matter  how  small  it  is,  that 
has  circulation  and  nerve  supply  to  it  will  de 
•.  elop  just  as  completely  in  every  respect  as  a 
dog  or  an  animal  that  has  two  normal  kidneys. 

I think  that  calls  attention  to  the  fact  that 
the  renal  tissue  will  hypertrophy  not  only  in 
subotance  but  in  function. 

.Another  thing  came  out  in  this  experiment. 
These  dogs  that  had  all  of  one  kidney  taken  out 
all  but  a little  of  the  tissue,  practically  a quar- 
ter of  one-  kidney,  in  three  or  four  months  at 
least,  v.'hen  that  kidney  was  exposed  again,  it 
had  returned  not  only  to  normal  size  but  very 
much  to  normal  shap  e,  so  the  capacity  for  hyper- 
trophy of  renal  function  is  almost  unlimited. 

I have  a clinical  case  that  is  interesting  in 
that  respect.  A woman  came  to  me  some  years 
ago  with  a bilateral  nephrolithiasis  with  infec- 
tion In  both  kidneys,  one  kidney  completely  de- 
stroyed according  to  all  tests  that  we  could 
make.  Our  plan  in  those  cases  is  to  remove 
the  worse  kidney  at  the  first  operation,  so  T 
removed  this  shell  of  a kidney  with  stones  in 
it  and  a considerable  amount  of  infection,  and 
allowed  her  to  return  home.  She  came  back  in 
two  or  three  months  to  have  the  stones  removed 
from  the  other  kidney,  which  has  been  the  best 
plan,  in  our  experience.  At  the  time  of  the 
second  operation  I found  a good  deal  more  in- 
fection in  the  kidney  than  I had  expected;  1 
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found  the  infection  confined  to  the  upper  half 
of  the  kidney,  and  it  seemed  to  me  that  by  tak- 
ing out  at  least  a half  of  the  remaining  kidney 
I could  do  a better  job  than  by  taking  the  stones 
out  and  draining  it.  I did  that,  so  that  left  hei 
with  a half  of  one  kidney. 

Her  immediate  reaction  was  not  particularly 
difficult.  She  did  have  a rise  in  her  blood  uraa. 
It  went  up  to  about  100  at  the  end  of  three  or 
four  days.  It  gradually  came  down  again,  and 
she  made  a complete  recovery. 

A year  from  that  time  she  went  through  a 
normal  pregnancy  without  any  disturbance  of 
her  renal  function  at  all. 

I think,  as  the  essayists  have  said,  that  the 
kidney  tissue  dte  right  there  and  willing  to  and 
will  hypertrophy  and  will  take  care  of  all  the 
renal  function  that  is  nece.ssary  if  we  just  give 
it  part  of  a chance. 

S.  C.  McCoy:  Dr.  Ray  has  given  in  the  most 

concise  manner  an  excellent  paper  upon  this 
subject  which  is  founded  upon  recent  data  of 
investigation  and  of  incalculable  value.  He  has 
presented  this  subject  thoroughly,  and  impartial, 
and  through  discourse,  and  presentation  of 
slides  he  has  brought  us  to  a point  where  we 
may  decide  as  to  the  highest  scientific  and  most 
practical  'procedure  in  studying  diseases  of  the 
higher  urinary  tract  by  pyelographic  method. 
He  has  in  his  bibliographic  reference  called 
your  attention  to  the  work  done  in  proving  the 
possibility  and  of  the  advantages  of  pyelographic 
study  thi’ough  the  intiravenous  injection  and 
excretion  through  the  kidney  tissue  of  certain 
chemicals,  namely,  uroselectan  and  skiadan. 

Dr.  Ray  has  so  scientifically  covered  this  sub- 
ject that  only  the  selection  of  method  of  cysto- 
scopic  examination  and  ureteral  catheterization 
or  the  intravenous  excretion  method  are  before 
us  for  discussion.  That  my  position  may  be 
clearly  understood,  I would  like  to  state  in  the 
beginning  that  I welcome  any  method  or  proce- 
dure that  will  satisfactorily  and  safely  reduce  the 
number  of  cystoscopic  examinations  made.  You 
have  presented  to  you  also  the  disadvantages  of 
the  cystoscopic  method,  that  of  oostruction 
either  by  vision  or  insertion  of  the  instrument 
and  catheter.  Also  the  objection  of  its  use  in 
certain  patients,  also  patients  who  refuse  to  ibe 
subjected  to  the  cystoscopic  examination.  The 
latter  in  my  experience  in  the  great  majority  of 
patients  ds  the  result  of  lack  of  knowledge,  a.=- 
in  any  other  operation,  and  usually  based  upon 
experience  that  is  related  by  others,  and  not 
upon  personal  experience.  However  this  has 
been  greatly  reduced  in  the  last  year  during 
which  time  the  Doctor  has  had  more  time  to 
spend  in  explanation  of  the  lack  of  pain  and  etc. 
accompanying  the  cystoscopic  method.  At 
this  time  it  may  be  appopriate  that  I read  a 
short  report  on  the  intravenous  excretion 
method  given  by  Dr.  J.  A.  Riebel  and  Dr.  Frank 
A.  Riebel,  Columbus,  Ohio,  Radiology,  March, 
1931. 
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Their  report  of  “Fatal  Results  from  Use  of 
Uroselectan,”  reads  as  follows: 

Inasmuch  as  the  literature  to  date  indicates 
that  intravenous  pyelography  is  a harmless  pro- 
cedure, we  feel  it  timely  to  present  a case  in 
v/hich  we  feel  that  its  use  contributed  to  the 
death  of  a patient. 

A.  C.,  a white  male,  age  53,  was  first  seen 
by  us  on  November  15,  1930.  He  gave  a his- 
tory of  diabetes,  and  two  months  had  had  a 
series  of  furuncles.  Apparently  both  the  dia- 
betes and  the  furuncles  had  received  indifferent 
treatment.  For  the  past  two  weeks  he  had 
been  running  a fever  and  had  lost  20  pounds 
in  weight. 

Examination  on  the  following  day  disclosea 
an  obese  white  male,  apparently  quite  ill.  Tem- 
perature 104°;  pulse  130;  respiration  28.  There 
was  a large  furuncle  over  the  seventh  left  rib, 
and  another  over  the  right  kidney.  Palpation 
gave  a sense  of  resistance  over  the  latter  area, 
although  a mass  could  not  be  definitely  out- 
lined. 

X-ray  examination  of  the  chest  was  negative. 
Roentgenograms  of  the  kidneys  revealed  mod- 
erate unifonn  enlargement  of  the  left  kidney; 
the  right  one  was  not  visualized.  However,  while 
the  lateral  margin  of  the  left  psoas  muscle  was 
well  defined,  that  on  the  right  was  very  faintly 
visualized  and  appeai-ed  compressed  medially. 
The  lumbar  spine  was  flexed  to  the  left;  diag- 
nosis of  probable  perinephritic  abscess  was 
made. 

Cystoscopy  was  perfoimed,  but  because  oi 
intense  inflammation,  the  ureters  could  not  be 
located  As  we  had  administered  uroselectan 
in  three  cases  previously  in  our  series  without 
untoward  effects,  and  as  the  diagnosis  was  still 
in  some  doubt,  this  procedure  was  thought  to 
be  indicated.  We  therefore,  injected  two-thirds 
of  the  normal  dose  of  uroselectan  at  2 p.  m. 
Forty-five  minutes  later  the  patient  had  a se- 
vere chill,  and  the  temperature  rose  to  105°' 
pulse  160;  and  weak.  At  the  same  time  he  be- 
came wholly  incontinent.  At  3 p.  m.  a roent- 
genogram disclosed  the  presence  of  little  of  the 
opaque  drug  in  the  bladder,  but  its  concentra- 
tion was  insufficient  to  produce  a pyelogram. 
A blood  count  showed:  red  iblood  cells,  4,510,- 
\000;  white  blood  cells  18,475;  hemoglobin  75 
per  cent.  No  urine  was  secured  because  of  the 
incontinence.  The  patient  lapsed  into  uncon- 
sciousness at  5 p.  m.  As  it  was  feared  that  he 
would  not  react,  he  was  operated  upon  at  7 p. 
m.  An  incision  in  the  lumbar  region  over  the 
right  kidney  disclosed  an  abscess  containing  two 
liters  of  thick  pus,  superficial  to  the  muscles. 
A second  incision  released  another  liter  from 
the  region  of  the  left  midaxillary  line.  At  11 
p.  m.  the  temperature  reached  107.8°,  with  no 
pulse.  At  2 a.  m.  the  patient  died. 

Summary:  A case  is  reported  in  which  the 

death  of  a patient,  previously  weakened  by  in- 
fection, was  hastened  by  the  use  of  uroselectan. 
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Tile  case  is  interesting  further  in  that  the 
classical  roentgenological  signs  of  peri  nephritic 
abscess,  lateral  flexion  of  the  lumbar  spine, 
and  unilateral  effacement  of  the  lateral  margin 
of  the  psoas  muscle,  were  simulated  by  an 
abscess  located  superficial  to  the  muscular 
layers. 

W.  T.  Briggs,  Lexington:  I enjoyed  the  sym- 

posium very  much,  especially  the  first  and  last 
papers.  The  others  were  somewhat  out  of  my 
line. 

In  regard  to  intravenous  urography,  I had  the 
pleasure  of  hearing  Dr.  von  Lichtenberg  last 
year,  and  seeing  his  pictures,  and  also  the  pic- 
tures of  Dr.  Keyes,  Kretschmer  and  McCarthy. 
All  of  them  had  about  the  same  difficulty  that 
evidently  Dr.  Ray  has  had,  that  is,  you  do  not 
get  extra  clear  definition,  and  you  can’t  under- 
stand it.  Sometimes  you  get  a clear  definition 
when  there  is  a blockage  of  the  ureter,  and 
sometices  you  don’t  get  a clear  definition  when 
you  know  there  is  good  function  in  the  kidney. 

I had  a case  that  had  one  kidney,  and  his  PSP 
output  was  60  per  cent.  I gave  him  uroselectan 
and  none  of  the  pictures  showed  anything  ex- 
cept in  his  bladder.  He  had  a stricture  of  the 
ureter  of  the  remaining  kidney  which  I tried 
repeatedly  under  caudal  and  once  under  spinal 
anesthesia  to  pass  and  could  not  do  it.  In  a 
case  like  that  you  would  think  you  would  gei 
an  unusually  clear  definition  because  blockage 
from  the  ureteral  stones  or  strictures  usually 
cause  a damming  back  and  concentration  of  the 
solution,  and  you  get  a good  definition. 

In  another  case  I catheterized  one  kidney,  did 
a PSP  test  on  him  which  was  absolutely  nor- 
mal, the  pyelogram  was  normal,  and  I was  about 
to  take  out  the  kidney  because  it  had  a stricture 
of  the  ureter,  and  I couldn’t  get  up  it.  The 
man  was  having  lots  of  bladder  symptoms, 
enough  to  make  one  think  of  tubei’culosis  of  the 
kidney.  We  couldn’t  find  any  tubercle  bacilli. 
I did  the  uroselectan  test.  The  good  kidney 
showed  not  at  all,  and  the  ureter  didn’t  show, 
but  on  the  side  where  I had  contemplated  re- 
moving the  kidney  he  had  a much  better  kidney 
than  I thought  he  had,  with  very  little  dilata- 
tion and  only  slight  dilatation  of  the  ureter. 

Since  this  has  come  into  use,  some  men  are 
advocating  bilateral  pyelography,  which  out 
West  especially  and  in  some  other  areas  here 
and  there  has  been  common  right  along.  I do 
not  believe  that  bilateral  pyelography  will  prove 
any  safer  with  skiodan  or  uroselectan  than  it 
has  with  iodine  or  sodium  bromide,  both  of 
which  in  the  amounts  used  are  more  or  less 
non-toxic,  and  I think  that  the  fatalities  that 
have  happened  in  those  cases  have  been  largely 
due  to  an  excessive  reaction  from  the  instrumen. 
tation,  plus  the  injection  in  the  pelves  of  the 
kidneys  at  the  same  time.  Thei’e  have  been  vei-y 
few  deaths  from  iodine. 

Edward  H.  Ray,  (in  closing)  : I should  like 

to  say  in  defense  of  intravenous  urography 


that  it  has  been  used  considerably  for  the  last 
year  and  a half  at  the  Mayo  Clinic.  I was  up 
there  recently,  and  Dr.  Braasch  told  me  that 
though  they  use  it  in  many  cases  every  day,  they 
do  not  have  reaction  at  all  with  skiodan,  which  is 
apparently  far  superior  to  the  first  substance 
tna^  came  out,  uroselectan. 

SYAIPOSIUAI  ON  DIABETES 

D I JOT  ET I C i’in  NCI  I’LES* 

I’hEDERICK  G.  SPEIDEEy  AI.  D. 

laouisville. 

Tlie  scope  of  tliis  paper  is  sharply  circum- 
scribed by  its  title,  for  when  we  use  the  word 
"principle”  we  moan  a general  truth  or  pro- 
position auid  in  dealing  with  the  “principles 
of  dietetics,”  only  the  most  fundamental 
aspects  of  the  (piestion  can  be  considered. 
In  1869  when  Alcndeleev  proposed  the  “peri- 
odic table  lof  the  elements,”  he  stated  that  a 
fundamental  conception  only  accpiires  si'gnifi- 
ccWice  provided  it  yields  pi’iactioal  results ; in 
elucidating  hitherto  unexialained  phenomena, 
in  disclosing  unrecognized  occurrCtices  and 
in  evoking  verifiable  predictions.  It  is  be- 
lieved that  the  principles  of  dietetics  as  ap- 
plied to  diabetes  mellitus  enutnciated  herein 
conform  to  these  criteria.  These  principles 
are  four  in  number:  first,  a diabetic  must  be 
given  a sufficient  number  of  calories,  seeond, 
he  must  lie  given  a sufficient  amount  of  pro- 
tein to  keep  him  in  nitrogen  equilibriuni, 
third,  tlie  total  amount  of  his  food  expre.sseii 
in  terms  of  its  glucose  equivalent  must  be 
within  his  tolerance,  and  fourth,  the  relative 
amounts  of  carbohydrate  protein  and  fat  in 
his  diet  must  be  so  adjusted  that  the  fats  will 
be  completely  oxidized. 

With  reference  to  the  fii’st  princi])les:  that 
a patient  must  be  given  a sufficient  number 
of  calories,  this  frequently  resolves  itself  into 
sinijily  watching  his  body  weight  from  day  to 
day  or  from  week  to  week  and  making  it  con- 
form to  home  predetermined  figure.  The  pa- 
tient’s sensations  of  hunger  or  satiety  are  also 
consulted.  The  work  of  Lusk,  DuBois  and 
others  has  shown  us  that  a patient  at  rest 
needs  approximately  25  calories  per  day  per 
kilogram  of  body  weight,  while  one  following 
the  usual  sedentary  occ-upations  of  city  life 
requires  about  30  calories  per  kilogram.  In 
other  words  an  ambulant  diabetic  weighing 
60  kilograms  (132  pounds)  will  maintain  his 
weight  on  1,800  calories. 

To  give  protein  enough  to  maintain  a pa- 
tient in  nitrogen  etpiilibrium,  it  i s necessary 
to  give  two-tliirds  of  a gram  for  each  kilo- 
gram of  body  weight  if  he  be  at  rest  in  bed 
and  one  grani  i)cr  kilogram  if  he  be  mildy  ac- 
tive. Thus  a diabetic  who  is  “up  and  about” 
and  weighs  60  kilograms,  (132  pounds)  would 
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require  6U  grams  ■of  protein.  It  is  recalled 
that  wide  departures  from  this  amount  of 
protein  are  seemingly  compatible  with  per- 
fect health,  but  when  comfort,  efficiency  and 
palatability  of  diet  are  considered  in  addi- 
tion to  health,  this  principle  maintains  its 
position. 

The  third  principle;  that  the  total  amount 
pf  food  (expressed  in  terms  of  its  glucose 
equivalent)  must  be  within  the  patient’s  tol- 
erance, merits  some  discussion  and  needs  some 
qualification.  One  of  the  most  important 
concepts  that  has  entered  the  medical  mind 
in  the  present  century  is,  that  every  diet  no 
matter  what  may  be  its  content  of  carbo- 
hydrate, protein  and  fat  is  equivalent,  in-so- 
far  as  our  sugar  metabolizing  mechanism  is 
concerned,  to  a definite  amount  of  pure  igiu- 
gose.  This  glucose  equivalent  is  easily 
ascertained  as  it  consists  of  all  the  carbo- 
hydrates, plus  58  per  cent  of  the  protein 
plus  10  j)er  cent  of  the  fat.  The  fact 
that  58  i)er  cent  of  the  protein  is  con- 
vertible into  glucose  is  derived  from  ex- 
periments in  which  dogs  are  de-carbohy- 
drated  Ijy  the  action  of  phloridzin  and 
then  given  a pure  intotein  diet.  Such  dogs 
excrete  58  grams  of  glucose  for  each  100 
grams  of  protein  eaten.  That  10  per  cent 
of  tats  is  convertible  into  glucose  is  ascer- 
tained by  sinqlle  arithmetic  as  it  will  be 
found  that  the  molecular  weight  of  glycerol 
(02)  is  one-tenth  of  the  average  molecular 
weights  of  fats,  (palmitin,  lolein  and  stearin) 
after  hydrolysis  (014),  and  glycerol  has  been 
found  to  act  tlie  role  of  carbohydrate  in  me- 
tabolism. Kvery  diabetic’s  tolerance  for  glu- 
cose (ill  this  sense  of  the  word)  should  be 
ascertained  if  possible,  for  by  so  doing  we 
can  classify  him  more  accurately.  For,  in- 
stead of  saying  his  diabetes  is  mild  or  severe 
or  very  severe,  we  can  say  he  has  a tolerance 
for  a diet  ecpiivalent  to  80,  90  or  100  grams 
of  glucose. 

In  about  one-fifth  of  the  diabetics  we  see 
the  tolerance  is  so  low  that  no  matter  how 
we  adjust  the  protein  and  fats,  (within  the 
limits  of  .safety)  Ave  cannot  give  sufficient 
calories  and  .still  keep  the  glucose  equivalent 
low  enough.  Before  insulin  was  di.scovered, 
such  individuals  Avere  confronted  by  tAvo 
equally  undersirable  alternatives.  They  could 
take  a diet  Avithin  their  toleiianee  and  starve 
or  they  could  take  a .sufficient  number  lof 
calories  and  go  into  a coma.  Whichever  horn 
of  the  dilemma  they  laid  hold  of,  the  ulti- 
mate result  was  the  same.  So,  although  Ave 
try  to  keep  the  glucose  equivalent  of  the  di<‘ 
below  the  j)atient’s  natui’al  tolerance  avc  are 
at  times  Ainable  to  do  so  and  must  artificial- 
ly raise  his  tolerance.  This  Ave  do  Avith  insulin, 
generally  assuming  that  each  unit  of  insulin 
Avill  enable  him  to  metabolize  2 grams  more 
of  glucose.  Thus  a satisfactory  relationship 


is  again  established  between  his  maintainance 
diet  and  his  new  found  tolerance. 

If  the  relative  amounts  of  carbohydrate, 
protein  aiui  lat  in  the  metabolic  mixtures  are 
not  adjusteil  properly;  that  is,  if  there  is  too 
much  fat,  some  of  the  fat  in.stead  of  proceed- 
ing to  complete  oxidation  into  carbon  dioxide 
and  Avater,  will  stop  at  some  of  the  inter- 
mediary substances  and  cause  acidosis.  It 
has  long  been  knoAvn  that  to  insure  the  full 
oxidation  of  fats  a certain  quantity  of  carbo- 
hydrate must  be  undergoing  oxidation  simul- 
taneously. This  idea  has  been  stated  in  pic- 
turesque language  many  times  but  such  state- 
ments are,  as  Magnus  Levy  has  said,  ‘ ‘ descrip- 
tive but  not  explanatory.”  No  one  kncAV  how 
much  carbohydrate  had  to  be  undergoing 
oxidation  to  insure  the  complete  oxidation 
of  any  given  quasitity  of  fat  until  P.  A. 
Shaffer  found  out  in  1920.  Shaffer  used 
aceto-acetic  acid  as  a typical  ketone  body  and 
found  that  it  Avas  oxidized  by  hydrogen 
peroxide  in  an  alkaline  solution.  When  glu- 
cose Avas  added  to  the  mixture  the  oxidation 
Avas  greatly  accelerated,  the  aceto-acetic  acid 
disappearing  in  a fcAv  hours,  Avhereas  Avith- 
out  the  gluco.se  the  reaction  Avas  quite  sIoav. 
AlloAving  for  the  aceto-acetic  acid  oxidized 
by  peroxide  alone,  it  Avas  found  that  the 
enhanced  ivaction  due  to  the  presence,  ot 
gluco.se  indicated  that  equimolecular  (pianti- 
ties  of  aceto-acetic  acid  and  glucose  reacted 
Avith  one  another.  Thus  he  Avas  able  to  for- 
mulate in  quantitative  terms  a familiar  phy 
siological  phenomenon. 

Woodyatt  pointed  out  that  inasmuch  as  the 
a\  erage  molecular  Aveight  of  the  fatt.v  acids 
is  270  and  the  molecular  Aveight  of  gluco.se 
is  180,  the  complete  de.struetion  of  fatty  acids 
Avoidd  be  insui’ed  if  diets  AA’cre  given  Avhicli 
did  not  exceed  this  ratio  of  270  of  fatty  aekl 
to  180  of  gluco.se.  This  is  the  noAV  faimiliar 
fatt.y  acid  glucose  ratio  of  1.5  to  1 and  put 
into  simple  language  the  chemical  obseiwa- 
tion  of  Shaffer  that  aeidosis  AAmuld  supervene 
if  the  ratio  of  ketogenie  molecules  to  antike- 
togenic molecules  in  the  diet  Avas  greater  than 
1 to  1. 

We  have  seen  in  the  discussion  of  the  glu- 
co.se  equivalent  lof  a diet  that  it  consists  of 
all  the  carbohydrate,  58  per  cent  of  the  pro- 
tein and  10  per  cent  of  the  fat.  Woodyatt 
has  ascertained  by  an  ingenious  analysis  of 
the  chemical  formulae  involved,  that  the 
fatty  acid  equivalent  of  a diet  consi.sts  of  46 
per  cent  of  the  protein  and  90  per  cent  of 
the  fat.  Therefore  it  has  become  a simjAle 
matter  by  the  proper  use  of  these  figures  to 
prescribe  a diet  in  AAdiich  the  relative  amounts 
of  earboh.A'drate,  protein  and  fat  Avill  be  so 
adjusted  that  the  fats  Avill  be  completely 
oxidized,  the  ptitient  Avill  get  the  greatest  pos- 
sible number  of  calories  compatible  Avith  his 
tolerance  and  aeidosis  Avill  be  avoided. 
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It  has  been  offered  as  a criticism  of  the 
latter  principle  that  ■when  the  ratio  of  fatty 
acids  to  'glucose  in  a diet  Avas  greater  than 
1.5  tO’  1 not  nearly  las  much  of  the  ketone 
bodies  Avere  excreted  as  A\muld  be  expected 
from  the  calculated  excess.  Shaffer  has 
pointed  out  that  A\dien  a large  surplus  of 
keto  acid  is  not  being  formed  it  AA-'ould  be 
expected  that  some  glucose  molecules  AA'ould 
be  oxidized  AA'ithout  encountering  and  react- 
ing Avith  keto  acid  and  thus  the  keolytic  of 
anti-ketogenic  action  Avould  not  be  employed, 
AA-'hile  in  other  localities  there  might  be  a 
deficit  of  glucose  AA’ith  consequent  accumula- 
tion of  keto  acid.  Such  a condition  exists, 
AA'e  may  imagine  near  the  thre.shold  of  acidosis 
and  one  might  expect  the  amount  of  glucose 
necessary  to  pre\’ent  acidosis  to  vary.  This 
expectation  is  borne  out  by  the  facts.  Many 
patients  AAdll  excrete  ketone  bodies  on  a me- 
tabolic mixture  AAUth  a ratio  of  1.5  to  1 Avhile 
considerabh"  higher  ratios  may  be  given  Avith- 
out  markedly  increasing  their  excretion.  As 
a rule,  however,  a fatty  acid  glucose  ratio 
of  1.5  is  the  upper  limit  of  safety  and  the 
higher  the  ratio  above  this  the  more  pro- 
nounced the  evidence  of  incomplete  utiliza- 
tion of  fats. 

THE  GENERAL  MANAGEMENT  OP 
THE  DIABETIC’’' 

Akaiani)  E.  Cohen,  B.  S.,  ]\I.  1). 

Imuisville. 

Diabetes  is  a chronic  disease,  the  treat- 
ment of  AA'liich  requires  a ]n-ogram  that  is 
largely  educational.  The  ])atient  must  be 
taken  into  the  doctor’s  cionfidencc,  ami  the 
jihysician  should  be  able  to  inspire  co-opera- 
tion and  enthusiasm. 

Let  us  assume  that  we  luiA'e  been  visited 
by  a ^iatient,  and  haAung  completed  the  his- 
tory, physical  examaiiation  and  iiecessary 
laboratory  studies,  diagnosis  of  diabetes  is 
made.  At  this  time  if  the  patient  is  one  not 
requiring  emergency  treatment,  it  is  Avell  to 
acquaint  him  Avith  the  outline  of  your  treat- 
ment. This  does  not  mean  to  confuse  him 
Avith  a display  of  food  charts,  or  a>  recital  of 
grams  and  calories  a_nd  the  glories  of  insulin. 

One  of  tAvo  plans  should  be  .sug’gested  for 
his  care.  The  first,  and  perhaps  the  better 
of  the  tAA'o,  is  the  hospitalization  plan  Avhieh 
requii'es  the  pafient  to  enter  the  hospital  as 
soon  as  practical.  The  success  of  this  plan 
depends  greatly  u]Aon  the  intelligent  co-op- 
eration of  the  hospital  dietetic  and  nursing- 
staff.  Fortunately  in  this  city  there  are  - 
number  of  hos])itals  Avhere  this  seiwiee  is  ef- 
ficiently rendered.  Assuming  that  oni-  iki- 
lient  reports  lo  11i('  liospilal  as  ]>er  our  in- 
slrnclions,  a fasling  blood  sugar  delermiiia- 
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tion  can  be  made.  The  physician  prescribes 
the  diet  he  wishes  the  patiest  to  have  as  well 
as  such  routine  ordei’s  ais  saving  the  24-'hour 
specimens  of  urine  to  be  examined  for  sugar 
and  diacetic  acid. 

There  is  perhaps  as  great  a diversity  of 
opinion  among  dieticians  regarding  diabetic 
diets  as  there  is  among  pediatricians  regard- 
ing infant  feeding.  Fortunately  the  average 
diabetic  adult  Avill  do  Avell  upon  any  re- 
stricted diet,  and  the  honors  appear  equal  as 
regards  results  obtained  by  aclvoicates  of  the 
high  fat  and  the  high  carbohydrate  type  of 
diet.  I try  to  avoid  either  extreme  and  usually 
prescribe  a maintainance  diet  which  if  there 
is  no  impairment  of  kidney  function  allows 
one  or  more  grams  of  protein  per  kilogram 
of  body  AA^eight  and  one  and  one-half  to  two 
grams  of  carbohydrate  per  kilognam.  The 
fat  does  not  exceed  tAvice  the  carbohydrate 
plus  half  the  protein.  The  diet  of  children 
requires  a relatively  greater  amount  of  both 
carbohydrate  and  protein.  The  obese  re- 
quires less  fat,  and  the  mal-nourished  may  be 
giA'en  extra  calories  in  excess  of  his  main- 
tainance requirements.  If  there  is  no  neces- 
sity to  rapidly  reduce  the  amiount  of  blood 
sugar,  the  patient  is  perimitted  to  remain 
on  this  diet  for  four  days.  At  the  end  of 
tiiis  time  if  the  jiatient  does  not  have  ai  sugar 
free  urine  or  the  blood  sugar  is  not  mater- 
ially reduced,  insulin  may  be  given.  The 
(b)sage  may  be  one  unit  of  insulin  for  each 
two  grams  cf  sugar  appearing  in  the  24 
hour  urine,  or  jierhaps  better  giving  a small 
dose  of  insulin  fiA-e  to  ten  units  to  be  in- 
creased gradually  until  a sugar  free  urine  is 
obtained.  This  is  the  point  Avhere  one  should 
be  on  guard  for  insulin  reactions,  and  the 
dosage  of  insulin  may  be  reduced  or  the  diet 
increased  to  care  'for  such  possibilities.  An- 
other i)ractical  .method  is  to  examine  the  pa- 
tient’s urine  only  prior  to  each  meal,  and 
insulin  given  in  p.”oportion  to  the  amount  of 
sugar  found.  Fie^e  units  of  insulin  may  b" 
given  if  the  Benedicts  (pialitative  test  turns 
green,  ten  units  if  the  test  turns  yelloAV,  and 
fifteen  or  more  if  the  test  turns  red.  No  in- 
sulin need  be  given  if  the  Benedicts  solirtion 
is  not  reduced.  This  is  an  excellent  plan 
for  the  patient  to  continue  after  he  has  left 
the  hospital. 

During  the  patient’s  stay  in  the  hospital, 
he  is  taught  to  Aveigh  and  calculate  his  diet, 
to  make  sim]>le  urinary  tests,  and  to  inject 
insulin.  He  is  provided  Avith  a diabetic  man- 
ual, is  taught  the  care  of  the  feet,  and  first 
aid  treatment  of  cuts  and  infecitions.  He 
nmst  knoAV  Avhat  to  do  for  insulin  reactions 
and  how  to  care  for  himself  until  the  physi- 
cian arrives  if  acidosis  is  suspected.  He  is 
iliscliarged  from  the  hospital  onl_\'  when  he, 
oi-  th(‘  j)erson  to  be  in  charge,  .shOAVS  suffi- 
cient familiarity  Avilh  1h(‘  ]‘outine  to  be  safely 
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left  to  Ills  own  responsibility. 

Among  the  advantages  of  hospital  care,  in 
addition  to  the  training  rendered  by  dietic- 
ians and  nnrses  are  the  following:  The  pa- 

tient is  relieved  from  routine  cares  and  wor- 
ries and  is  better  able  to  concentrate  upon 
the  training  he  is  to  receive.  The  diet  he 
received  acqiiaints  him  with  the  type  diet 
he  must  follow  in  the  future  and  the  ma- 
terial chanoes  from  his  accustomed  diet. 
The  physician  is  'given  an  opportunity  to  ob- 
serve the  patient  and  to  carry  out  any  ad- 
ditional x-ray  or  laboratory  studies  he  may 
desire.  Particular  study  of  the  cardio-vas- 
cular  system  should  be  made.  If  arterio- 
sclerosis is  present,  chaaiges  in  the  diet  in  an 
attempt  to  reduoe  blood  cholesterol  may  be 
desirable. 

The  second  method  of  training  diabetic  pa- 
tients is  the  ambulatory  method.  The  phy- 
sician in  his  office  may  teach  the  patient  to 
make  a Benedict’s  test  for  sugar  and  a fer- 
ric chloride  test  for  diacetic  acid.  The  tech- 
nique of  sterilization  of  the  syringe  and  the 
injection  of  insulin  may  likewise  be  taught. 
An  accurate  gram  scales,  a diabetic  manual, 
graduated  beakers  and  the  necessary  labora- 
tory etpiipment  are  provided  the  patient  or 
sent  to  his  home.  If  possible,  a dietician  or 
especially  trained  pei’son  may  go  to  the  pa 
tient’s  home  and  teach  him  to  weigh  and 
calculate  his  diet.  If  this  is  not  practical 
the  physician  must  also  be  dietician,  and 
nurse.  The  ambulatory  patient  rarely, 
however,  becomes  as  efficient  as  those 
properly  trained  in  a good  hospital,  and 
are  more  heir  to  bad  advice  of  tgood 
friends,  and  the  multiplicities  of  Quack- 
eries. Dr.  P.  M.  Allen,  the  well  known 
diabetic  specialist,  recently  said,  “Often 
the  patient  may  be  blamed  for  disobeying 
instructions,  but  the  ability  and  the  facili- 
ties to  train  patients  effectively  are  a part 
of  a specialist’s  equipment.  Many  deaths 
may  be  counted  iinavoidable  because  of  com- 
plications ; with  the  present  methods  there 
should  not  be  any  deaths  from  uncomplicated 
diabetes.  ’ ’ 

The  deaths  due  to  arterio-sclerosis  and 
gangrene  in  diabetics  seem  to  have  increased 
proportionately  as  their  lives  have  been  pro- 
longed by  modern  treatment.  Scrupulous 
care  miist  be  taken  of  the  feet ; corns  and  cal- 
louses should  be  removed  only  under  strictest 
asceptie  technique ; it  is  itnfortunate  that 
many  surgeons  look  vdth  disdain  on  such 
simple  \vork,  and  the  patient ’s  corns,  together 
with  his  life,  are  intrusted  to  the  hands  of 
the  chiropodist.  Fortunately  the  eai’e  of  the 
diabetic  feet  is  beginning  to  be  recognized 
andi  the  better  trained  orthopedists  are  ac- 
({uainted  with  the  siiaijple  shoe  corrections 
necessary,  l)otli  in  pi-eventive  and  curative 
measures. 


All  infections  both  acute  and  chronic  lowers 
a diabetics  carbohydrate  tolerance,  and  even 
the  mildest  diabetic  may  require  massive 
doses  of  insulin  to  tide  him  over  some  acute 
respiratoiy  infection.  Every  diabetic  is  a 
potential  surgical  patient.  Abscesses  call  for 
immediate  incision  and  drainage  to  prevent 
septicemia  and  death.  The  chronic  gall  blad- 
der should  be  removed ; likewise  infected 
teeth  and  tonsils,  and  in  fact  all  sources  of 
foccd  infection  whose  eradication  is  feasible. 
Diabetic  cataract  may  jiossibly  be  prevented 
by  dietary  treatment.  The  removal  of  cata- 
racts in  the  diabetic  is  more  likely  to  be  fol- 
lowed by  iritis  if  the  blood  sugar  is  not  suf- 
ficiently controlled. 

Reg'ia.rding  the  arch  fiend-diabetic  gan- 
grene. The  ti’catment  is  of  course  preventive 
so  far  as  that  is  possible.  However,  occlu- 
sions of  blood  vessels  wdll  occnr  in  the  dia- 
betic as  Avell  as  the  non-diabetic.  Conservative 
treatment  should  be  tried  for  not  more  than 
eight  weeks.  If  no  improvement  is  noted  in 
that  time  surgical  intervention  is  necessary. 
Perhaps  both  surgeons  as  well  as  medical 
men  are  too  conservative  regarding  amiAuta- 
tion  in  diabetic  gangrene.  Until  better 
methods  are  available  high  and  early  ampu- 
tation offers  the  best  ])rognosis  in  this  most 
unfortunate  of  all  diabetic  com,j:Iieations. 

Finally  a definite  follow-up  pro'gram  is 
necessary  for  the  proper  management  of  the 
diabetic.  Usually  if  the  diabetic’s  training 
has  been  sufficient,  he  .should  see  his  phy 
sieian  once  a month,  presenting  a written 
record  of  his  diet  and  general  condition.  If 
the  questions  he  cares  to  ask  the  ])hysieian 
are  likewise  Avritten,  the  more  pertinent  ques- 
tions AA’ill  be  considered,  and  be  dealt  with 
more  efficiently. 

Colloidal  Lead  in  Treatment  of  Malignant 
Tumors. — Dentici  et  al.,  on  the  basis  of  their 
trials,  state  that,  while  a favorably  though  tran- 
sitory result  may  sometimes  be  secured  with 
lead  therapy,  in  its  final  effects  saturnotherapy 
constitutes  anything  but  a sure  remedy  in  the 
treatment  of  malignant  tumors.  While  in  none 
of  their  patients  was  death  referable  to  acute 
or  chronic  lead  poisoning,  the  disadA’antages  of 
a toxicologic  nature  associated  with  the  adminis- 
ti-ation  of  colloidal  lead  for  therapeutic  purposes 
are  unquestionable  and  sometimes  require  a 
prompt  interruption  of  treatment  in  order  not 
to  hasten  the  death  of  the  patient.  The  authors 
rre  very  guarded  in  their  evaluation  of  the  re- 
sults secured.  Taking  account  of  the  peculiar 
anatomoclinical  evolution  of  tumors,  they 
hesitate  to  speak  of  stable  improvements  or  of 
cures.  Owing  to  the  constant  supervision  of 
patients  that  is  necessary,  lead  therapy  may  be 
employed  only  in  thoroughly  organized  clinical 
ami  hospital  institutes  provided  Avith  well  equip- 
ped laboratories. 
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trkat:\ient  of  diabetic  coma* 

A.  T.  IIURST,  M.  U. 

Louisville. 

Diabetic  coma  should  not  be  considered  la 
less  serious  conditioix  even  with  the  modern 
methods  of  treatment.  It  require.s  constant 
intellig-ent  attentiou  until  the  patient  is  out 
of  danger.  At  the  present  time  death  should 
only  occur  from  extreme  exhaustion  or  in- 
tercurrent infection.  The  physieian  who  un- 
dertakes to  treat  the  ' ondition  must  be  p~re- 
])ared  to  remain  with  the  patient,  or  at  least 
in  very  close  touch  until  recovery  has  oc- 
curred. 

The  production  of  diabetic  acidosis  mu.st 
be  understood.  During  metabolism  acids  are 
instantly  being  formed.  The  carbon  present 
in  proteins,  fats  and  carbohyclhates  is  mostly 
burned  to  carbonic  acid ; sulphur,  contained 
in  protein,  is  converted  to  sulphuric  acid ; 
phosphorus,  derived  from  nucleoproteins  and' 
from  lecithin,  into  phosphoric  acid.  Various 
organic  acids  arise  diudng-  the  intermediary 
metabolism  such  as  fatty  acids  from  fat  and 
lactic  acid  from  carbohydrates. 

In  spite  of  the  constant  formation  of  these 
acids  the  blood  of  normal  individuals  main- 
tains a hydrogen  in  concentration  or  P II  of 
7.1  The  hydrogen  iron  concentration  of  the 
blood  depends  mainly  upon  the  ratio  of  the 
concentration  of  earbonic  acid  to  bicarbonate, 
expressed  as  an  equation  II=H,CO,  over 
K Na  II  CO3. 

The  neutrality  of  the  blood  is  maintaineil 
bj”  the  buffer  property  of  the  blood  and  bodlj' 
fluids,  the  excretion  of  COo  through  the 
lungs  and  the  excretion  of  acids  and  bases 
through  the  Iddnej^s.  Whenever  excessive 
amounts  of  acids  are  retained  the  value  of 
the  ratio  is  increased,  the  compensatory  me- 
chanism comes  into  play  but  is  never  quite 
conaplete  as  long  as  the  disturbing  factor  is 
active. 

In  uncontrolled  diabetes  the  normal  me- 
tabolism of  glucose  and  fats  is  disturbed. 
The  quantity  of  carbohydrate  burned  in  the 
body  is  insufficient  to  insure  the  complete 
combustion  of  fats,  ketone  bodies  being  form- 
ed in  large  quantities.  Every  protective 
mechanism  is  brought  into  play.  B-oxybutyric 
acid  is  replaced  by  the  weaker  carbonic  acid 
which  leaves  the  body  easily  through  the 
lungs.  A small  part  of  the  ketone  bodies  is 
volatilized  through  the  lungs.  The  kidney 
by  its  selective  ability  excretes  large  amounts 
of  B and  oxybutyric  acid,  conserving  the 
Itases  also  by  the  production  of  ammonia. 

Mhen  acid  production  overwhelms  the  pro- 
tective mechanism  the  acid  base  equilibrium 
is  disturbed  and  diabetic  acidosis  supervenes. 

•Read  before  the  Jefferson  County  Medical  Society 


'I’lie  degi’ce  of  acidosis  as  determined  by 
the  CO3  combining  power  of  the  blood  bears 
no  relation  to  the  degree  of  coma.  Clinically, 
the  condition  varies  from  a drowsj'  or  stu- 
porous state  to  complete  coma. 

The  treatment  of  diabetic  acidosis  should 
be  directed  primarily  to  the  underlying  con- 
dition, Insulin  being  the  chief  weapon.  After 
the  diagnosis  is  made  and  blood  is  obtained 
for  laboratory  tests  Insulin  should  be  given 
immediately.  The  amount  of  initial  dose  de- 
pends upon  the  depth  of  coma,  the  general 
appearance  of  the  patient  and  the  blood  sug'ar 
level.  10  to  50  units  may  be  given  as  the 
first  dose.  If  the  patient  shows  no  improve- 
ment in  one-half  to  one  hour,  this  may  be  re- 
peated. The  frequencj-  and  amount  of  sub- 
sequent doses  can  be  determined  by  the  prog- 
ress of  the  patient.  If  laboratory  facilities 
are  available  repeated  blood  sugar  examina- 
tions ami  estimation  of  the  COj  combining 
power  will  be  extremely  valuable  in  control- 
ling the  dosage.  No  patient  should  be  allow- 
ed to  die  without  having’  received  100  to  200 
units  of  Insulin  within  two  hours  of  death. 
There  is  no  limitation  in  the  amount  of  in- 
sulin that  can  be  given  providing  enough 
glucose  is  administered  to  burn  up  the  fats 
and  to  prevent  hyiioglycemia.  It  is  better 
to  give  frequent  small  doses  rather  than  large 
doses  at  long  intervals  since  some  of  the 
Insulin  may  not  be  utilized.  If  the  patient 
is  in  extremi.s  insulin  imay  be  given  intra- 
venously but  should  be  fortified  by  subcu- 
taneous injection  because  its  action  is  less 
transitory  when  slowly  absorbed. 

To  oliviate  the  necessity  of  frequent  blood 
sugar  determinations  the  examination  of  the 
urine  specimens  for  sugar  maj'  be  done  be- 
fore each  injection  of  insulin.  Care  must  be 
taken  when  catheteri/ing  the  patient  to  avoid 
producing  an  infection.  If  the  patient  has 
sufficiently  improve  I it  is  better  to  obtain 
a voided  specimen  if  possible. 

It  is  not  necessary  to  give  glucose  with  the 
first  fcAV  inj  'Ctions  of  insulin  since  the  blood 
then  contains  an  excess  of  sugar.  However, 
as  the  blood  sugar  leA’el  approaches  normal 
or  the  urine  sugar  lessens  in  amount  the  in- 
sulin administration  should  be  accomfpanied 
by  glucose  intravenously  or  per  rectxun  to  sup- 
]dy  carbohydrates  to  aid  in  the  oxidation  of 
the  fats  and  prevent  insulin  shock.  One  and 
one-half  to  two  grams  of  gluco.se  should  be 
given  for  each  unit  of  insulin. 

If  laboratory  and  hospital  facilities  are 
not  available  the  treatment  of  an  acidotic  pa- 
tient can  be  controlled  by  repeated  urinalysis 
for  sug’ar  and  ketone  bodies  and  by  the  gen- 
eral appearance  and  progress  of  the  patient. 
This,  however,  entails  greater  strain  upon  the 
attending  physician. 

The  general  synqxtoms  of  'dehydration,  ex- 
haustion and  shock  must  be  combated.  The 
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patient  is  considerably  dehydrated  because  of 
the  extreme  loss  of  fluids  due  to  excretion  of 
large  amoiuits  of  urine  and  to  nausea  and’ 
vomiting.  The  patient  also  as  he  becomes 
somnolent  loses  his  desire  for  liquids.  ]\Ieas- 
ures  must  be  actively  instituted  to  overcome 
this  condition.  Saline  can  be  given  by  proc- 
toclysis or  hypodermoclysis.  The  forcing  o 
fluids  not  only  overcomes  the  dehydration  but 
also  helps  to  protect  the  kidneys  from  damage 
and  to  aid  in  their  elimination  of  ketone 
bodies. 

Intravenous  fl'iids  must  be  reserved  for 
special  indications  because  there  is  danger  of 
overloading  a damaged  heart.  When  the  pa- 
tient is  overwhelmed  with  acidosis  and  other 
measures  have  fined  to  reduce  the  ket  me 
bodies  in  the  blood  the  intravenous  infusion 
of  glucose  is  of  greater  value  in  producing 
an  excretion  of  the  ketones  than,  other 
methods  of  administering  fluids.  There  is 
usually  some  kidney  injury  occurring  during 
severe  acidosis.  This  may  progress  to  com- 
I)lete  anuria.  Intravenous  fluids  are  then 
indicated  to  stimulate  the  kidneys  to  func- 
tioning. When  intravenous  infusion  is  insti- 
tuted, care  mirst  be  taken  to  admit  the  fluid 
very  slowly  to  avoid  circulatory  collapse. 

Exhaustion  and  .shock  must  be  combated 
by  blankets,  hot  water  bottles,  warm  drinks 
and  retention  enemas  of  coffee.  Caffeine 
sodium  benzoate  and  digitalis  are  of  value  in 
supporting  the  weakened  cardiac  muscula- 
ture. Good  nursing  care  is  essential. 

The  patient  has  usually  been  vomiting  be- 
fore coma  supervened  so  it  is  beneficial  to 
lavage  the  stomach,  taking  care  not  to  injure 
it  in  any  way.  This  procedure  Avill  also  relieve 
any  gastric  dilatation  present  and  put  the 
stomach  in  condition  for  the  reception  of 
fluids  when  indicated.  There  bas  been  a 
stasis  of  the  intestines  also ; therefore,  an 
enema  is  indicated.  Sodium  bicarbonate  may 
be  'given  to  aid  in  overcoming  the  acidosis. 
There  is  considerable  dispute  about  this 
procedure.  The  majority  of  cases  of  acidosis 
will  recover  on  insulin  alone  but  soda  may 
benefit  a feiv.  At  the  present  time  there  is  no 
proof  that  it  is  harmful. 

A very  careful  physical  examination  should 
be  made  to  determine  any  inciting  compli- 
cation or  infection.  If  such  are  found  they 
should  be  taken  care  of  as  soon  as  the  condi- 
tion of  the  patient  permits. 

After  the  patient  has  sufficiently  recovered 
he  is  given  a liquid  diet  of  either  milk  (1000 
ce)  or  orange  juice  with  sufficient  insulin  to 
cover  the  glucose  content.  When  the  acidosis 
has  been  alleviated,  he  should  be  given  an 
estimated  diet  and  placed  on  regulated  in- 
sulin dosage. 

This  paper  woubl  not  be  complete  without 
discussing  briefly  the  prevention  of  aeidosjs 
and  coma.  Coma  results  in  the  diabetic  from 


overeating,  infections,  injiii'ies,  liyjierthy 
roidism  and  the  omission  of  insulin.  The 
diabetic  patient  should  be  warned  of  these 
inciting  causes.  He  should  be  tauglit  to  force 
fluids,  keep  warm,  rest  in  bed  and  to  com- 
municate with  his  physician  for  advice  when 
he  feels  ill. 


SUKGICAL  ASPECTS  OF  DIABETES* 
M.  J.  Henry,  M.  D.,  F.  A.  C.  S. 

LouisviUe. 

There  is  no  diseased  condition  requiring 
a more  close  association  between  the  physical! 
and  the  smigeon  than  diabetes.  At  no  time 
has  this  co-operation  been  more  imperative 
than  at  the  present,  since  the  scientific 
management  of  diabetes  from  the  medical 
viewpoint  has  become  such  a complex  de- 
velopment. 

Peiv,  if  any,  surgeons  have  the  training 
and  experience  required  to  adequately  caiv 
for  diabetic  patients.  At  one  time  the  treat- 
ment was  considered  wholly  one  of  diet,'  but 
now  that  it  consists  oftentimes  of  diet  and 
insulin,  diet  is  all  the  more  a factor,  and  a 
complex  one.  So,  in  communities  where  there 
are  men  specially  qualified  to  carry  on  the 
medical  management  of  diabetes,  no  surgeon 
should  fail  to  give  his  patient  the  benefit  of 
this  skilled  attention.  Fortunately  for  the 
surgeon  and  the  patient,  diabetics  requiring 
surgery  have  usually  had  the  care  of  com- 
petent medical  clinicians  before  the  surgeon 
sees  them. 

The  advent  of  insulin  in  1922  not  only  re- 
volutionized the  treatment  of  'diabetics  but 
also  eliminated  mircih  of  the  surgical  risk  to 
which  sufferers  from  the  disease  were  ex- 
posed. 

At  the  present  time  surgery  in  the  pres- 
ence of  diabetes  is  not  materially  different, 
as  to  results,  from  surgery  in  the  non-diabe- 
tic with  similar  age,  habitus,  and  pathological 
hazards. 

In  considering  the  surgical  problems  pre- 
sented by  the  disease  it  is  well  to  look  at  them 
as  belongirg  to  two  groups.  In  the  first 
group  are  those  surgical  conditions  which  are 
not  the  result  of  a pre-existing  diabetes,  and' 
in  the  second  group  are  those  which  might  be 
classed  as  true  complications  of  diabetes. 

Thus  in  the  first  group  would  come  those 
diseases  which  are  commonly  met  with  in  the 
5th,  6th  and  7th  decades  of  life,  in  the  obese, 
and  in  those  leading  an  inactive  life. 

Nearly  all  the  cases  falling  into  the  second 
group  .show  the  lack  of  resistance  to  infec- 
tion so  often  present  in  the  diabetic  The  dis- 
covery and  wide  distribution  of  insulin  has 
brought  about  a great  change  in  the  mortality 
following  surgical  intervention  in  diabetes. 

*Read  before  the  Jefferson  County  Medical  Society, 
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Prior  to  the  use  of  insulin  some  of  the  best 
hos^titals  reported  mortality  rates  ,-v!aryin:g 
from  twelve  to  forty-five  per  cent.  Now  the 
mortality  rate  is  about  six  or  seven  per  cent 
in  hospitals  enjoying'  competent  medical  and 
surg'ical  services. 

Practically  the  only  way  in  which  the  pro- 
l)erly  controlled  diabetic  patient  differs  from 
the  non-diabetic  one  of  similar  age  and  phy- 
sical condition  is  in  his  reaction  to  the  pres- 
ence of  infection.  This  reaction  to  infection 
makes  every  operation  in  which  this  condi- 
tion is  a factor  a serious  procedure.  The 
known  fact  that  infection  tends  to  increase 
acidosis  demands  la  very  close  attention  to 
the  medical  management  of  the  case.  Those 
cases  requiring  insulin  will  need  an  increased 
dosage  when  infection  is  present. 

Second  only  to  infection  in  importance  in 
dealing  surgically  with  the  diabetic  patient 
is  the  problem  of  the  proper  anaesthetic  to 
be  used. 

Chloroform  because  of  its  pronounced  ef- 
fect on  glycogen  metabolism  should  never  be 
used. 

Ether — ^when  one  is  forced  to  use  this  agent 
every  effort  should  be  made  to  minimize  the 
quantity  used.  Ether  even  in  the  non-dia- 
betic will  cause  some  hyperglycaemia  and 
acetonuria  and  it  is  expected  that  this  effect 
will  be  more  pronounced  in  one  suffering 
from  faulty  carbohydrate  metabolism.  Since 
experiments  have  shown  that  the  action  of 
insulin  is  greatly  inhibited  by  the  presence 
of  ether  in  the  system  it  is  imperative  that 
the  surgeon  see  to  it  that  ether  be  given  in 
the  smallest  quantities  possible  and  for  the 
shortest  duration  of  time.  In  operating  rooms 
properly  equipped  to  care  for  the  hazards 
of  explosions,  ethylene  seems  to  he  the  best 
of  the  inhalation  anaesthetics.  This  agent 
is  more  desirable  than  nitrous-^oxide  especial- 
ly in  abdominal  work  because  of  its  power  to 
produce  greater  relaxation  and  the  fact  that 
such  saturation  is  not  necessary  as  is  the  case 
when  an  attempt  is  made  to  danse  muscle  re- 
laxation with  nitrous-oxide  oxygen.  How- 
ever, when  there  is  an  absence  of  ideal  faci- 
lities for  ethylene  anaesthesia,  nitrous-oxide 
oxygen  is  to  be  preferred  to  ether.  Both 
ether  and  nitrous  oxide  oxygen  often  produce 
postoperC'tive  vomiting  which  in  the  diabetic 
is  even  more  important  than  in  the  non-dia- 
betic as  this  conditioix  tends  to  procbiee  de- 
hydration and  increase  acidosis  or  alkalosis. 

Local  anaesthesia,  is  to  be  preferred  to  in- 
halation anaesthesia  when  practical.  It  is 
W'ell  used  when  emjf'loyed  in  eonjulnetion  with 
inhalation  anaesthesia  to  lessen  the  quantity 
of  such  anaesthetics  or  to  lessen  the  duratiofi 
of  their  laclministration. 

Local  anaesthesia  should  not  be  employed 
in  the  region  of  infected  tissues.  Even  in  the 
normal  individual  it  lessens  the  resistance 


ol’  I he  injected  tissues,  aiul  this  lowering  ot 
re.sistanee  is  jnuch  jiiore  pronounced  in  in- 
flamed tissues  due  to  the  presence  of  an  ex- 
cess of  blood  sugar. 

The  anaesthetic  of  choice  in  operations  of 
any  magnitude  on  the  lower  extremities  is 
spinal  anaesthesia.  In  fact  this  statement 
(,'ould  be  made  about  all  operations  below  the 
diaphragm.  Anaesthesia  produced  by  the  sub- 
arachnoid injection  of  novocain  or  allied 
drugs  has  become  increasingly  popular  dur- 
ing the  past  few  years  and  its  advantages  in 
the  diabetic  are  even  more  pronounced  than 
in  the  non-diabetic.  The  fact  that  it  blocks 
the  afferent  nerve  impulses  thus  lessening 
the  degree  of  shock  even  in  the  presence  ot 
lowered  blood  pressure,  aiul  the  iminimum 
amount  of  nausea  following  its  use,  are  fea- 
tures making  it  very  attractive  to  those  per- 
forming surgical  operations  qpon  diabetic 
subjects. 

The  most  frequent  condition  requiring  an 
abdominal  operation  in  the  presence  of  dia- 
betes is  disease  of  the  gall  bladder.  Joslin 
found  gall  stones  in  2.2%  of  3,382  eases  ot 
■diabetes.  Wilder,  in  necropsies  on  58  pa- 
tients dying  from  diabetes  found  16  cases 
of  gall  stones,  and  four  cases  of  severe  chole- 
cystitis without  stones. 

Rabinovitch,  from  the  statistics  of  the 
IMontreal  General  Hospital  found  that  gall 
bladder  disease  was  nine  times  as  common 
in  the  diabetic  as  it  was  in  a similar  group 
of  non-diabetics.  This  last  mentioned  find- 
ing stimulates  thought  along  lines  as  to  etio- 
logical relationship  between  eholeej'stitis  and 
diabetes.  Cholecystitis  is  often  associated 
with  pancreatitis  in  the  non-diabetic,  yet  in 
forty-eig''ht  proven  eases  of  pancreatitis  in 
Whipples  clinic  at  the  Presbyterian  Hos- 
pital in  New  Yoi-k,  but  three  cases  of  diabetes 
resulted.  In  nineteen  cases  showing  gross 
acute  pahereatitis  operated  upon  by  Dr. 
Abell  and  his  associates  but  one  showed  gly- 
cosuria and  in  that  one  a single  specimen  of 
urine  showed  .25%  sugar. 

As  acute  cholecystitis  is  rarely  an  emer- 
gency procedure  save  when  rupture  or  gan- 
grene is  impending,  the  surgeon  has  ample 
time  to  prepare  the  patient,  prefera,bly  with 
the  aid  of  a competent  internist,  before  insti- 
tuting surgical  measures  to  relieve  the  acute 
condition.  The  indications  for  operation  are 
the  same  in  the  diabetic  as  in  the  non-dia- 
betie  since  proper  medical  imianagement  can 
render  the  operation  as  safe  in  one  as  the 
other.  Allen  and  Joslin  have  reported  marked 
improvement  in  the  diabetic  condition  follow- 
ing the  clearing  up  of  gall  bladder  disease. 

Even  today  the  surgeon  .sees  many  ea.ses 
that  have  never  had  so  much  as  an  urinalysis. 
Thus  the  wisdom  of  all  hospitals  in  requiring 
an  urinalysis  on  all  cases  before  operation  is 
apparent. 
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In  I bo  presoiu-o  of  aouto  appondioitisi  or 
poid'oratod  poptic  ulcer,  operation  should  be 
performed  immediately,  preferably  under 
spinal  anaesthesia,  and  efforts  aimde  after 
operation  to  overcome  the  hyperglycemia 
and  acidosis.  Diabetes  complicates  about  1% 
of  the  cases  of  hyperthyroidism.  Ilyperthroid- 
ism  accentuates  an^-  diabetic  condition,  and 
thyroidectomy"  improves  this  condition.  Fol- 
lowing thyroidectomy  insulin  activity  is  in- 
creased and  several  writers  warn  those  re- 
sponsible for  the  medical  care  to  be  cautious 
in  the  use  of  insulin  to  prevent  a hypogly- 
cemia. 

The  diabetic  patient  and  particularly  those 
who  have  aiot  been  treated  are  iieculiarly 
prone  to  skin  and  shbcutaneous  infections. 
This  is  probably  due  to  the  dryness  of  the 
skin  which  is  deficient  in  sebaceous  material 
rendering  it  easy  for  bacteria'  to  gain  entrance 
into  the  hair  follicles  and  underlying  fat. 
These  boils  and  carbuncles  require  early 
drainage  as  they  tend  to  spread  very  ra,pidly. 
Incision  and  drainage  should  be  carried  out 
immediately  and  then  an  effort  made  to  con- 
trol the  diabetes  by  insulin  and  dietary 
measures. 

The  known  diabetic  shoiUd  pains-takingly 
care  for  the  skin  especially  that  about  the 
groins,  buttocks  and  lower  extremities  for  it 
IS  in  these  sites  that  the  most  .severe  infections 
are  likely  to  occur.  This  care  should  consist 
of  scrupulous  clea;nlines.s,  the  avoidance  of 
irritating  clothing,  and  the  gentle  rubbing 
of  the  diy  skin  with  some  non-irritating  oil. 

It  is  when  gangrene  is  present  with  an  ac- 
companying glycosuria  that  the  true  diabetic 
complication  is  thought  to  exist,  yet  Buerger 
says  “A  study  of  the  condition  of  the  arteries 
and  veins  in  limlis  amputated  for  so-called 
diabetic  gangrene  reveals  the  fact  that  in 
each  and  every  instance  we  are  dealing  not 
with  a gangrenous  process  due  to  diabetes  per 
se,  but  a mortifying  process  dependent  upon 
extensive  arterial  disease.” 

McKittrick  and  Root  classify  as  true  dia- 
betic gangrene  those  cases  in  whom  infec- 
tion has  taken  place,  usually  due  to  the  strep- 
tococcus, Avith  failure  of  infection  to  localize, 
and  a tendency  to  lymphangitis,  phlebitis,  and 
even  septicaemia.  IIowcA^er,  most  of  the  cases 
of  so-called  tliabetic  gangrene  are  in  reality 
arteriosclerotic  gangrene,  with  the  dial)etes 
having  some  influence  on  the  development  of 
gangrene  since  stati.stics  show  that  arterio- 
sclerotic ganigrene  occurs  about  ten  years  ear- 
lier in  the  diabetic  than  it  does  in  the  non- 
diabetic.  Iji  Wilder’s  .series  of  necropsies  on 
diabetic  patients  over  40  years  of  age  every 
one  shoAved  the  pre.sence  of  arteriosclero.sis. 
The  treatment  of  gangrene  in  the  medically 
controlled  diabetic  does  not  materially  differ 
from  the  treatment  of  gangrene  in  other 
individuals.  The  imi)ortant  point  being  to 


^'cciire  free  drainage  and  at  tlic  first  sign  of 
spreading  of  this  infection  to  institute  radi- 
cal measures  which  in  the  case  of  gangrene 
of  the  extremities  would  be  an  .amputation. 

Con.servative  treatment  of  gangrene  limited 
to  the  toes  and  iiuetatar.sal  areas  is  sometimes 
the  ti’catment  of  choice,  cA’en  though  the 
period  of  di.sability  is  cpiite  prolonged,  for  in 
some  in.stances  return  of  function  is  secured. 
The  economic  status  of  the  patient  will  .some- 
times be  a determining  factor  in  the  choice 
of  treatment,  since  the  conserA’ati\"e  measures 
often-times  have  to  be  followed  by  the  radical 
ones,  much  saving  of  time  and  its  consequent 
expense  Avill  be  obtained  by  an  early  ampu- 
tation. 

When  amputation  is  decided  upon  the  point 
of  election  is,  in  the  majority  of  instances, 
in  the  lower  third  of  the  thigh.  It  is  prefer- 
able to  use  the  Gritti-Stoke’s  technique  as 
this  operation  provides  a stump  Avhich  can 
bear  Aveight  on  the  end.  The  outstanding 
feature  of  this  operation  is  that  in  it  the 
patella  is  reflected  upwai-d,  its  articular  sur- 
face removed,  and  the  resulting  cut  surface 
is  attached  to  the  stump  of  the  femur  Avhich 
had  been  amputated  slightly  above  the  con- 
djdes. 

In  the  presence  of  ra,pidly  extending  infec- 
tions this  type  of  operation  is  contraindicated 
and,  desirable  as  it  is,  it  must  give  AAiay  to  the 
simpler  circular  incision  operatioh  Avhich  can 
be  much  more  rapidh’  performed  and  AA'hich 
affords  more  free  drainage  of  the  incised 
tissues. 

In  closing  I might  make  the  apparently 
paradoxical  .statement  that  the  surgical  prob- 
lems of  diabetes  are  medical  problems. 

DISCUSSION 

Frank  P.  Strickler:  I have  enjoyed  very  much 
indeed  all  the  papers  read  in  this  Sjnnposium 
on  Diabetes  and  I feel  that  the  subject  has  been 
coA'ered  in  a A'ery  masterful  manner.  I do  not 
think,  however,  that  any  surgeon  should  attempt 
to  treat  Diabetes  from  a medical  standpoint,  it 
is  purely  a problem  for  the  internist  and  per- 
sonally, I do  not  know  of  any  surgeon  Avho  is 
competent  to  treat  Diabetes  medically.  I fur- 
ther feel  that  all  surgery  on  diabetic  patients 
should  ’ e done  only  after  due  counsel  has  been 
taken  with  the  internist  and  any  surgery  done 
should  have  the  approval  and  indorsement  of  a 
very  competent  internist. 

Most  of  the  surgical  diabetic  cases  that  I haA'e 
seen  have  been  infections  in  the  lower  extremi- 
ties and  gangrene  of  the  lower  extremities.  Hoav- 
ever,  I recall  two  cases  in  w'hich  gangrene  occur- 
I'ed  in  the  upper  extremities  involving  the  fin- 
gers. I ha.A'e  also  seen  several  A'eiy  extensive 
carbuncles  of  the  neck  in  diabetic  cases.  In- 
fections in  the  lower  extremities,  generally 
speaking,  should  ibe  treated  from  a surgical 
standpoint  pretty  much  as  any  other  type  of 
infectious  case.  Regarding  gangrene  of  the 
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lower  extremities,  once  it  is  frankly  developed 
it  should  be  treated,  in  my  opinion,  by  radical 
Limputation  and  no  extremity  should  ever  be 
permitted  to  amputate  itself  as  advocated,  under 
the  jconsexvative  treatment  of  gangrene,  ;by 
some  men.  I believe  that  when  we  have  a defi- 
nite gangrene  a high  amputation  should  be  done, 
preferably  at  the  junction  of  the  middle  and 
lower  third  of  the  femur.  However,  if  the  pa- 
tient is  extremely  ill  at  is  probably  safer  to  do 
a disarticulation  at  the  knee  joint.  It  is  a well 
known  fact  that  there  is  much  less  shock  in  a 
disarticulation  through  the  knee  joint.  Then, 
later,  if  further  surgery  is  indicated,  it  can  be 
done  when  the  patient’s  condition  has  improved. 

In  treatment  of  carbuncles  of  the  neck  I have 
used  electrocoagulation.  Thoroughly  coagula- 
ing  the  entire  carbuncle  and  over  hanging  edges 
of  skin  and  curetting  out  all  of  the  coagulated 
tissue.  There  is  much  less  shock  to  this  type 
of  operation,  the  patient  is  more  comfortable 
and  the  wound  heals  quickly. 

Regarding  anesthesia,  I Avant  to  state  that  I 
do  not  ibelieve  that  ether  or  chloroform  should 
be  used  in  diabetic  cases.  I prefer  nitrous  oxide 
and  local  infiltration  of  1 per  cent  novocaine, 
well  away  from  the  area  Involved.  I also  use 
nei-ve  block.  I have  never  found  it  necessary 
to  resort  to  spinal  anesthesia  for  amputation  of 
the  lower  extremities.  Amputation  in  this  region 
can  easily  be  done  by  infiltration  and  blocking 
of  the  sciatic  and  anterior  crural  nerves  and  if 
it  should  be  necessary,  a small  amount  of  nit- 
rous-oxide can  be  given.  Any  amputation  of 
the  upper  extremities  can  be  done  under  bra- 
chial plexus  block  with  one  (1)  per  cent  novo- 
cain. In  cases  of  Diabetes  complicated  with  focal 
infection  in  the  abdomen,  I prefer  spinal  anes“ 
thesia  as  it  is  a well  estalblished  fact  that  the 
clearing  up  of  gall  bladder  and  pelvic  infections 
materially  assists  the  patient  in  combatting  his 
Diabetes.  However,  abdominal  operations  in 
these  cases  should  be  done  in  close  harmony  with 
the  opinion  of  the  internist,  as  I do  not  think 
that  these  cases  should  be  subjected  to  abdo- 
minal surgery  unless  there  is  a very  definite 
possibility  of  improving  the  patient’s  general 
condition.  Provided  that  a diabetic  surgical 
case  has  been  properly  handled  by  the  Internist 
and  the  surgeon  sees  these  cases  early,  there  is 
no  particular  reason  why  diabetic  patients  should 
run  an  excessively  high  mortality. 

Hays  Gailbreath:  When  you  look  up  the  lit- 

erature on  diabetes  mellitus,  you  are  amazed 
at  the  amount  of  experimental  work  being  done 
for  the  alleviation  of  this  disease.  Diabetes  is 
an  old  disease.  It  was  known  centuries  ago,  but 
in  spite  of  this  fact  there  has  been  vei’y  little 
progress  made  in  the  discovery  of  a cure. 

As  far  as  the  diagnosis  of  diabetes  mellitus 
is  concerned,  since  the  middle  of  the  nineteenth 
century  when  Fehling  di.scovered  bow  to  detect 
sugar  in  the  urine,  the  method  of  diagnosing  this 
disease  has  been  simple.  At  this  time  there  is 


very  little  excuse  for  one  not  being  able  to 
diagnose  diabetes.  All  cases  A\dth  sugar  in  the 
urine  should  be  considered  diabetic  until  proved 
otherwise. 

As  far  as  the  hospitalization  of  diabetes  is 
conceimed,  I believe  it  is  much  better  to  hos- 
pitalize a patient.  There  he  can  have  regular 
blood  and  urine  examinations  made  and  a main- 
tenance diet  determined.  However,  if  the 
symptoms  are  not  severe,  ambulatory  treat- 
ment may  be  tried. 

There  is  no  known  cure  for  diabetes,  and  all 
we  have  in  the  way  of  treatment  is  diet  and 
insulin. 

Pertaining  to  the  diet,  in  reviewing  the  litera- 
ture, it  will  be  found  that  practically  every  phy- 
sician has  has  own  diet  for  the  disease.  Some 
use  the  staiwation  diet,  some  the  high-fat,  oth- 
ers the  high-caloric  and  still  others  are  more 
liberal  with  their  carbohydrates.  All  have  their 
reasons  for  giving  a particular  type  of  diet,  and 
their  reasoning  seems  logical;  if  we  are  able  to 
prevent  an  acidosis,  prevent  glycosuria  and  can 
get  tho  blood  sugar  down  to  practically  a nor- 
mal level,  .any  of  the  diets  should  be  satisfac- 
tory. 

The  complications  of  diabetes  should  be  treat, 
ed  as  they  arise.  If  surgery  is  necessary,  pa- 
tient should  be  put  in  as  good  a condition  as  is 
possible.  As  muscle  tissue  requires  a storage  of 
glycogen,  and  it  is  very  important  that  this  food 
be  furnished — it  is  often  necessary  to  give 
glucose  and  insulin  preoperatively. 

In  regard  to  the  preferable  type  of  anesthesia, 
evei’yone  seems  to  be  in  accord.  Local  or  reg- 
ional, with  or  without  nitrous-oxide-oxygen  or 
ethylene-oxygen,  is  best;  spinal  can  be  used  if 
the  above  do  not  suffice.  Ether  or  chloroform 
should  never  be  given.  , 

Something  should  be  said  about  the  prophy- 
lactic treatment  of  the  diabetic  patient.  Often 
an  lobese  patient  is  seen  with  a high  normal 
blood  sugar  rnd  an  occasional  glycosuria.  These 
are  potential  diabetics.  These  patients  should 
be  watched  carefully  and  weight  reduced  by 
dietetic  measures. 

Frank  M.  Stites:  The  subject  has  been  pre- 

sented in  a very  commendable  way  and  has  been 
rather  thoroughly  covered.  However,  there  is 
one  fact  that  I bblieve  is  well  woibh  mention- 
ing; that  is  the  renal  threshold.  * 

When  a diabetic  comes  in  for  first  observa- 
tion, the  first  step  in  treatment  is  to  remove 
sugar  from  the  urine.  It  is  important  to  de- 
termine this  patient’s  renal  threshold  for  sugar. 
We  do  this  by  placing  patient  on  a weighed  oi 
restricted  diet,  at  the  same  time  making  blood 
sugar  determinations  and  urinalyses  This  treat- 
ment is  continued  for  several  days  and  if  the 
glycosuria  disappeai's,  then  we  make  a blooa 
sugar  determination.  If  the  glycosuria  does  not 
disappear  on  diet,  insulin  is  given,  until  there 
is  no  glycosuria  and  the  same  determination 
made.  The  renal  threshold  remains  the  same 
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for  a patient  over  a long  period  of  time;  how- 
ever, there  are  certain  conditions  that  cause  this 
to  vary.  Patient  may  have  an  acute  respiratory 
infection,  or  if  there  is  a nephritis  present  the 
threshold  is  more  apt  to  change  and  it  is  neces- 
ary  to  determine  the  new  renal  thi’eshold.  In 
view  of  this,  we  must  continue  on  our  reduced 
diet  and  increasing  do*es  of  insulin  until  our 
blood  sugar  reaches  a level  of  normal. 

I do  not  think  I have  ever  heard  a better 
synjposium  on  diabetes,  and  I heartily  commend 
the  committee  on  the  program  given  tonight. 

Woodford  B.  Troutman:  Dr.  Hurst,  in  his 

paper  on  the  ti-eatment  of  diabetic  coma,  spoke 
of  just  one  point  regarding  the  vascular  system, 
on  which  I would  like  to  amplify. 

We  recognize  two  distinct  and  definite  types 
of  coma  in  diabetics;  first  the  true  acidotic  type 
and  secondly  the  vascular  type.  I feel  that  all 
cases  of  the  first  type,  under  proper  manage- 
ment and  with  the  necessary  amounts  of  insulin, 
should  recover.  However,  in  the  second,  or 
vascular  type,  even  though  they  may  be  render- 
ed sugar  free,  many  of  these  cases  go  right  on 
to  the  fatal  outcome — the  result  of  circulatory 
failure. 

One  point  that  may  be  of  general  interest, 
which  is  more  statistics,  is  that  someone  (I  know 
not  who)  has  gone  to  the  trouble  of  estimating 
the  diet  among  peoples  of  all  nations  and  has 
found  that  it  averages  as  follows:  carbohydrates 
60  per  cent,  protein  20  per  cent,  fat  20  per  cent. 
Now  as  we  go  along  we  find  that  in  the  better 
classes  more  and  more  fats  and  proteins  are 
substituted  for  the  carbohydrates;  therefore, 
this  may  give  us  a lead  as  to  why  we  see  more 
diaibetics  among  the  middle  and  upper  classes. 

I have  recently  learned  that  dn  the  treatment 
of  diabetics,  more  carbohydrates  can  be  allowed 
than  I had  been  formerly  taught.  The  important 
point  is  to  give  enough  insulin  to  make  upl  for 
any  amount  of  sugar  given.  As  we  continue 
treatment,  less  and  less  insulin  is  required;  this 
is  apparently  due  to  the  fact  that  the  islands 
of  Langerhan  seem  to  be  stimulated,  or  we 
might  say  reactivated,  and  the  patient  can  there- 
fore take  care  of  more  carbohydrates  in  a nat- 
ural way. 

J.  Duffy  Hancock:  Dr.  Henry  has  given  us 

a most  thorough  summary  of  the  present  day 
treatment  of  surgical  diabetes. 

I want  to  emphasize  one  point  which  he 
brought  out  in  regard  to  the  conseiwative  treat- 
ment of  certain  lesions  of  the  lower  extremities. 
The  conservative  treatment  should  be  limited  to 
those  lesions  primarily  of  the  infectious  type. 
Most  of  the  lesions  occur  due  to  circulatory  dis- 
turbances, but  some  to  infection  primarily.  We 
must  first  then  differentiate  these  two  types 
of  lesions,  and  use  the  conservative  treatment 
only  for  those  primarily  due  to  infection. 

In  regard  to  history,  if  the  pain  is  not  out  of 
proportion  to  the  extent  of  the  lesion,  the 
chances  are  that  the  lesion  is  more  likely  pri- 


marily due  to  infection  rather  than  circulatory 
disturbance.  If  the  pain  is  considerably  greater, 
then  lesion  is  no  doubt  due  to  circulatory  im 
pairment.  If  it  is  of  the  infectious  type  there 
is  often  a histoi-y  of  pains  in  the  leg  followed 
by  periods  of  relief,  indicating  the  establishment 
of  an  adequate  collateral  circulation.  • 

As  far  as  the  examination  of  the  leg  itself  is 
concerned,  there  are  several  points  to  note. 
Ordinarily  the  foot  is  a little  cooler  than  the 
thigh.  If  there  is  not  too  great  a difference  in 
the  temperature  of  the  two  parts  and  if  there 
is  no  definite  level  where  there  is  a sudden 
change,  the  chances  are  that  the  circulation  ir 
faii’ly  adequate  in  that  leg.  The  palpation  of 
the  dorsalis  pedis  artery,  if  it  can  be  palpated 
although  feebly,  shows  a fair  degree  of  cir- 
culation. If  the  foot  after  being  elevated  and 
lowered  rather  rapidly  assumes  its  original  color 
when  plqced  at  body  level,  it  is  indicative  then 
that  the  circulation  is  rather  satisfactory. 

Such  cases  as  this  should  receive  the  conser- 
vative treatment.  The  primary  incisions  should 
be  long  enough  to  avoid  future  pus-pocket  for- 
mation and  the  planning  of  the  incisions  should 
be  such  as  to  avoid  injuring  any  blood  vessels 
which  are  functioning. 

Infiltration  anesthesia  at  the  site  of  the  lesion 
and  the  use  of  a tourniquet,  should  be  avoided. 
If  gangrene  is  extensive  or  if  there  is  a rela- 
tively small  amount  of  gangrene  present  but 
the  temperature  is  over  100°  F.,  (indicating  the 
profbability  of  beginning  septicem.ia)  the  radical 
amputation  at  lower  part  of  thigh  should  be 
done.  The  same  is  true  if  the  patient  is  ex- 
hausted physically,  or  as  Dr.  Henry  mentioned 
exhausted  economicallly,  since  the  period  of 
convalescence  will  be  much  shorter  with  the 
radical  operation. 

Frederick  G.  Speldel,  (in  closing)  : In  closing, 
I should  like  to  mention  the  advisability  of  ad- 
ministering sodium  bicarbonate  in  the  treat- 
ment of  diabetic  coma. 

This  seems  a small  matter,  yet  pages  upon 
pages  of  medical  literatui'e  ai’e  covered  with 
this  question  as  to  whether  insulin  alone  is  suf- 
ficient and  whether  soda  is  also  necessary. 
When  we  recall  that  carbon  dioxide  is  manu- 
factured in  the  tissues  and  is  brought  to  the 
lungs  in  solution  in  the  plasma,  combining  with 
the  sodium  carbonate,  it  gives  us  a better  ap- 
preciation of  the  subject  We  have  sodium  car- 
bonate in  solution  in  the  plasma  and  this  takes 
up  the  carbon  dioxide,  forming  sodium  bicar 
bonate.  If  we  produce  an  acidosis  Avdth  hydro- 
chloric acid,  the  acid  will  be  neutralized  by  the 
alkali  in  the  blood;  that  is,  the  sodium  will  com- 
bine with  the  chlorine  and  form  sodium  chloride. 
Naturally,  when  sodium  chloride  goes  to  the 
lungs,  it  can  not  give  up  its  chlorine  as  happens 
when  sodium  bicarbonate  goes  1o  the  lungs  and 
gives  uiP'  its  carbon  dioxide.  The  result  is  that 
this  sodium  chloride  is  eliminated  by  the  kiil- 
neys,  the  ultimate  result  as  far  as  our  bodies 
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are  concerned  being  that  we  have  lost  some 
sodium.  When  we  measure  the  carbon  dioxide 
carrying  capacity  of  the  blood  with  Van  Slyke’s 
apparatus,  Ave  measure  how  much  carbon  dioxide 
the  iblood  can  take  up  by  virtue  of  the  sodium 
carbonate  present.  In  other  words,  we  indi- 
rectly measure  the  amount  of  sodium  present. 
So  no  matter  how  much  of  the  acetone  bodies 
we  succeed  in  burning  up  with  glucose  and  in- 
sulin, we  still  must  replace  the  sodium  which 
has  been  lost  in  the  neutralization  of  the  acids. 
Thus  it  will  be  apparent  that  the  administration 
of  sodium  bicarbonate  is  a rational  and  valuab'e 
adjunct  to  insulin  in  the  treatment  of  diabetic 
coma. 

Armand  E.  Cohen,  (in  closing) : As  a member 
of  the  symposium,  I wi.sh  to  thank  you  for  your 
excellent  discussion. 

Mention  has  been  made  of  the  tendency  i 
recent  years  to  increase  the  carbohydrate  in  the 
diabetic  diet.  This  tendency  is  quite  apparent 
and  some,  as  Sansum,  in  California,  go  so  far 
as  to  prescribe  a normal  diet,  covering  the  ex- 
cess carbohydate  with  the  liberal  use  of  insulin. 
On  the  other  hand.  Marsh,  at  the  University  of 
Michigan,  continues  to  use  a high  fat  diet  ana 
apparently  finds  the  advantage  in  doing  so,  in 
that  a smaller  and  most  constant  dosage  of  in- 
sulin is  possible  and  the  fluctuation  in  the  blood 
sugar  level  is  less. 

Regarding  the  conseiwative  treatment  of 
gangrene,  it  will  be  interesting  to  learn  what 
part  cholesterol  plays  in  causing  arterio-sclero- 
sis,  the  predecessor  of  that  terrible  malady. 
Diabetics  treated  with  a well  controlled  diet  do 
not  develop  a hypercholesteremia. 

Dr.  Samuels,  of  the  Mount  Siani  Hospital. 
New  York,  is  an  advocate  of  conservative  treat- 
ment of  gangrene.  He  advocates  absolute  rest 
in  bed,  intravenous  saline,  and  permitting  the 
part  to  amputate  itself.  I have  followed  hir 
treatment  in  two  cases  with  very  little  success. 
If,  after  six  to  eight  weeks  of  conservative 
treatment,  the  patient  does  not  show  any  re- 
sponse, a mid  thigh  amputation  is  indicated. 
Pain  per  se  is  not  an  indication  for  amputation 
as  these  cases  can  often  be  relieved  by  nerve 
block.  Another  simple  procedure  is  the  utiliza- 
tion of  the  saline  test,  also  the  vaso-motor  tesr 
utilizing  spinal  ane.sthesia,  and  typhoid  injec- 
tions. 

A.  T.  Hurst,  (in  closing)  : I have  enjoyed 

the  papers  presented  by  the  other  physicians  in 
this  sympo.dum.  I appreciated  Dr.  .Speidel’s 
elaboration  of  the  subject  of  sodium  bicarbonate 
medication. 

We  must  always  remember  that  in  treating 
diabetics  we  are  treating  human  beings  who  are 
subject  to  various  whims  and  tastes.  Their  diet 
should  be  made  to  satisfy  these  variations  as 
much  as  possible  to  prevent  the  patient  from 
breaking  away  from  the  diet.  Any  one  of  you 
who  has  ever  attempted  to  follow  a restricted 


diet  can  realize  how  difficult  this  can  become 
at  times.  Therefore,  they  must  be  encouraged 
as  much  as  possible  and  taught  to  treat  them- 
selves. They  should  learn  to  figure  their  own 
diet  for  the  day  using  what  foods  they  desire, 
only  being  restricted  to  the  total  amount  of 
carbohydrate,  protein  and  fat  designated  by  the 
advisory  physician.  The  great  majority  of  these 
patients  are  intelligent  and  readily  learn  to  do 
this. 

No  matter  whether  the  treatment  instituted 
for  the  diabetic  is  ambulatory  or  hospital  in  type 
it  is  expensive  and  prolonged.  Therefore,  it  is 
up  to  us  as  physicians  to  try  to  conseiwe  the 
patient’s  resources.  This  can  be  done  much 
better  by  using  the  ambulatory  method  ana 
avoiding  the  added  expense  of  hospitalization. 
The  majority  of  patients  can  be  easily  handled 
in  this  way.  Of  course  there  are  some  few 
cases  that  require  hospitalization. 

As  physicians  we  obtain  a great  deal  of 
pleasure  in  satisfactorily  controlling  a diabetic 
patient. 


A UASR  OP  OCULOOLAXDULAR  TULA- 
RE.MIA,  WITH  BILATERAL  OPTIC 
NEURITIS,  RESULTING  IN 
COMPLETE  BLINDNESS- 

George  F.  Doyle,  IM.  D.,  F.  A.  C.  S. 

Winchester. 

While  a number  of  cases  of  the  ocnloglan- 
dular  form  of  tularemia  have  been  reported, 
as  far  as  I have  been  able  to  discover  froim 
a careful  search  of  the  literature,  the  follow- 
ing case  is  the  first  on  record  showing  in- 
volvement of  the  optic  nerve. 

fl.  B.  C.,  female,  Avhite,  aged  61  years,  con- 
.sulted  me  on  February  26,  1931,  giving  the 
following  history : 

Past  History : Has  had  intermittent  vertigo 
for  ten  years,  and  tinnitus  aurium  for  the 
past  two  years.  Has  suffered  from  headache 
for  several  years.  States  that  she  has  had 
muscular  rheumatism  for  seven  years,  af- 
fecting both  shoulders  aind  knees.  There  was 
no  history  of  previous  eye  trouble. 

Present  Complaint : On  Septeunber  29, 

1930,  while  dressing  a rabbit,  Avhich  had  been 
killed  on  the  road  by  lieing  run  over  by  an 
automobile  in  wdiich  she  was  riding,  she  cut 
the  index  fingler  of  left  hand'  at  the  outer 
side  of  the  distal  phalanx.  She  also  rubbed 
both  eyes  after  handling  the  rabbit  and  be- 
fore washing  her  hands.  On  October  l.st,  she 
had  a severe  chill,  developed-  high  fever,  the 
temperature  reaching  105  F..  severe  head- 
ache, nausea  and  vomiting.  The  fever  con- 
tinued for  a perio-d  of  four  days,  raging  be- 
tween 104  and  105  F.,  during  Avhich  time  .she 
was  delirious.  On  October  3rd,  the  site  of 

*Read  heforp  the  Clark  Tounty  Metiioal  Society. 
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tile  injury  on  tlic  index  linger  became  red 
and  swollen  and  in  the  course  of  a few  days 
a ileep  ulcer  appeared.  At  t'lie  same  time  the 
axiliaiy’  glands  of  both  sides,  as  well  as  the 
glatods  '01  the  lett  arm  and  lorear.m,  became 
greatly  swollen  and  extremely  tender.  The 
axillary  jglands  became  as  large  as  a hen’s 
egg.  The  preauricular,  submandibular  and 
cervical  glands  of  botli  sides  became  greatly 
enlarged  and  very  painful.  Suliseipiently, 
one  of  tlie  glands  an  the  anterior  surface  of 
the  left  foreann,  close  to  the  elbow  joint,  pro- 
ceeded to  suiipuration.  Both  the  ulcer  on 
the  index  finger  and  the  abscess  at  the  elbow 
joint  were  very  slow  in  healing.  At  times  dur- 
ing the  course  of  the  'disease  there  Avas  a 
macular  eruption  on  the  face  'and  body. 

On  October  4th,  almost  simultaneous  with 
the  appearance  of  the  ulcer  on  the  finger  and 
the  glandular  enlargement,  the  left  eye  be- 
came inflamed  and  very  painful.  The  lids 
were  greatly  swolktn  and  edematous,  and 
there  was  a.  profuse  mucO'-purulent  discharge. 
At  the  same  time  she  noticed  marked  impair- 
me.it  of  vision  in  the  left  eye,  accompanied 
by  flashes  of  light,  Avhieh  annoyed  her  to  such 
an  extent  that  she  had  to  keep  the  eye  cov- 
ered. The  following  day,  the  right  ej’C  also 
lieeame  involved  in  the  same  manner.  At 
first  the  vision  was  hazy,  the  patient  describ- 
ing it  as  if  .s'lie  were  looking  through  a cloud 
of  .smoke.  !She  could  distinguish  objects  and 
recognize  faces  inside  the  house,  but  Avhen 
taken  outside  she  could  hardly  see  at  all.  The 
im])airment  of  vision  gradually  increased  un- 
til at  the  end  of  eight  Aveeks  she  Avas  totally 
blind  in  both  eyes.  The  SAvelling  of  the  lids 
and  mueo-purulent  discharge  continued  for 
a period  of  five  Aveeks,  when  they  gradually 
began  to  subside.  During  all  this  time  she 
continued  to  have  severe  headaehe  a!nd  this 
had  continued  until  the  }) resent  time,  but  is 
now  less  severe  and  intermittent  in  character. 
She  still  complained  of  occasional  pain  in  the 
eyes.  She  also  complained  of  pain  and  Aveak- 
ness  in  the  left  shoulder,  ann  and  hand. 

Phj'sical  Examination ; The  patient  AAtas  a 
Avell  nourished,  though  somcAAdiat  alnemie, 
adult  female.  TemjHu-ature  98.6  F. ; pulse 
100 ; respiration  18.  The  lungs  Avere  normal. 
The  heart  shoAved  a very  short  and  very  faint 
.systolic  murmur,  AAihich  AA'as  not  transmitted. 
Blooid  pressure  shoAved  systolic  158,  diastolic 
90.  Abd'Ominal  viscera  normal.  There  Avas  a 
small,  slightly  dei)ressed  sear  on  the  outer 
side  of  the  distal  phalanx  of  the  left  index 
finiger,  and  a similar  scar  on  the  internal  sur- 
face of  the  left  forearm  near  the  elboAV  joint. 
There  AA'as  no  glandular  enlargement,  AA’ilh  the 
exception  of  multiple,  small  subcutaneous 
nodules  on  both  the  anterior  and  jmsterior 
surfaces  of  the  left  arm  and  foreann.  The  left 
arm  shoAved  some  muscular  Aveakuess,  but  she 
Avas  able  to  move  it  freely  in  all  directions. 


I'rinalysis;  Clear;  yelloAv;  no  sediment; 
1,024;  stroingly  acid;  no  albumin;  no  sngtir ; 
amorphous  urates;  tcAA'  leukocytes;  an  oc- 
casional scpiamous  epithelial  cell;  no  crystals; 
no  easts. 

Blood  Exammation : ilemoglobiin,  70^0 ; 

red  cells,  3,560,000 ; Avhite  cells,  8,200.  Differ- 
ential: lh)lynuclear  neutrcyphiles,  61%;  lym- 
phocytes, 38*%;  basophiles,  i%.  Wassermann 
negative.  The  agglutination  test  for  Bacter- 
ium tularense  AA'as  positive  in  dilutions  of 
1 :320. 

Ear,  Nose  and  Throat  E.xamination ; Both 
ears  shoAved  slight  retraction  of  the  membrana 
tymjp/ani,  but  otherAvise  Avere  normal.  There 
Avas  a deflection  of  the  nasal  septum  to  the 
left,  AA'ith  some  obstruction.  The  nasal,  naso- 
pharyingeal  and  ])haryngeal  mucosa  shoAved 
a mild  catarrhal  inflammation.  The  tonsils 
AA'ere  small  and  shoAA'ed  no  evidence  of  dis- 
ease. The  larynx  Avas  normal.  Transillumina- 
tion shoAved  the  frontal  sinuses,  ethmoid  cells 
and  antra  of  Highmore  perfectly  clear.  X-r.ay 
films  shoAA'ed  all  of  the  accessory  sinuses 
normal,  and  no  evidence  of  any  intracranial 
lesion. 

Hearing'  Tests : 

-A.  1).  A 1 A ()  Ac) — Be X'.  C4  good  AA'eber -|- Pol.  — 

(.Calton  0.4 

.A  S.  1 0 Ac)  — Be X.  good  — — 

0.4 

Eye  Examination ; There  Avas  complete 
blindne.ss  in  both  eyes,  as  there  Avas  no  per- 
c-eption  of  light.  The  eyes  Avere  straight,  and 
the  motility  AA'as  normal.  The  tension  in 
both  eyc'S  Avas  plus.  There  AA'as  slight  orbital 
tenderness  upon  'deep  pressure  upon  the  eye- 
balls. There  Avas  imoderate  congestion  of  the 
tarsal  ennjunetiva  of  both  eyes,  Avith  (decided 
thickening  in  the  retrotai-sal  folds.  Upon 
everting  the  loAver  lids,  the  congested  conjunc- 
tiA'a  .shoAved  a nnmber  'of  small  yelloAvish 
areas,  Avhic'h  Avere  probably  the  scars  left  by 
previously  existing  uleers.  The  bulbar  con- 
junctiva of  both  eyes  Avas  slightly  congested 
The  cornea  of  each  eye  aaihs  clear,  the  anter- 
ior chamber  normal  in  di'ptli  and  the  aiiueous 
clear.  There  AA'as  no  anesthesia  'Of  the  cornea 
of  either  eye.  The  pupils  Avere  Avidely  dilat- 
ed and  the  iris  Avas  immobile.  There  AA'as  no 
discoloration  nor  apparent  atrophy  of  the 
iris.  The  lacrimal  apparatus  of  both  eyes  AA'as 
normal. 

The  ophthalmoscopic  examination  shoAA'cd 
both  eyes  the  same.  The  media  Avere  clear. 
The  ojAtie.  disc  Avas  round,  'decidedly  prom- 
inent, grayish-AA'hite  in  color,  and  the  mar- 
gins AA'ere  irregular  and  slightly  blurred.  The 
.simall  A’essels  of  the  i)ai)illa  Avere  partially 
ob.scured  by  exudate.  The  retina  shoAved 
slight  haziness  aronnd  the  'disc,  the  arteries 
Avere  someAvbat  diminished  in  calibre  and 
there  Avas  thickening'  of  the  jieriA'ascnlar 
lymph  sheaths.  There  Avas  no  evidence  ot 
hemorrhage  into  the  retina,  mor  Avere  any 
areas  of  deg'eneration  discerned.  The  opn- 
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tlialmoscopic  i)icturo  was  that  ut  papilledema 
which  was  1)0811111111"  to  pass  into  tlie  stage 
of  iiost-papillitie  atrophy. 

The  condition  progressed  to  complete 
atrojiliy  of  -both  oi>tic  nerves,  and  ivhen  la.st 
seen  the  optic  disc  was  round,  with  irregular 
imargins,.  perfectly  flat,  -chalky  white  in  color 
and  the  small  vessels  of  the  papilla  had  en- 
tirely -disappeared.  The  retinal  vessels  were 
markedly  contracted  with  streaks  of  light  ac- 
coippanyiiig  them. 

THE  SYNDROMES  OP  CHRONIC  EPI- 
DEMIC ENCEPHALITIS* 

John  J.  Moren,  M.  D. 

Loni.sville. 

The  pathology  in  chronic  encephalitis  is 
degeneration  and  inflammation  as  found  in 
the  acute  stage.  Hence,  the  objection  to  the 
term  secpilae.  IMany  believe  this  disease  to 
be  a chronic  progressive  process.  Nearly  al’ 
of  those  cases  presenting  s^miptoms  do  grow 
worse,  some  not  so  rapid  as  others.  One  adult 
seen  in  1920  with  tremor  and  rigidity  is  not 
so  m,-uch  worse  off  toiday.  In  those  cases 
remaining  more  or  less  stationary  are  evi- 
dently suffering  from  the  effects  of  the  acute 
attack  instead  of  chronic  encephalitis.  As  in 
syphilis  of  the  nervous  .system,  the  symptonijs 
are  multiple  and  vary  according  to  the  par- 
ticular portion  of  the  central  nervous  .system 
involved,  therefore,  .syndx’omes  are  hard  to 
de.scribe. 

The  time  at  which  .symptoms  of  the  chronic 
type  appear  vary.  Some  observers  have  noted 
them  along  Avith,  and  immediately  following 
the  acute  attack,  however,  the  larger  per  cent 
shoAv  signs  three  or  four  years  after  appar- 
ently recovering  from  the  acute  attack. 
Often  the  typical  picture  is  seen  without  any 
history  of  a-n  acute  illne.ss  or  the  symptoms 
Avcre  so  slight  they  .pla.ssed  xuinoticed.  One 
adult  had  double  vi.sion  for  only  a few  hours, 
and  then  later  developed  the  typical  Park- 
insonian .syndrome. 

We  are  confronted  Avith  -a  di.sease  Avhich 
limits  its  process  to  the  cerebrospinal  system, 
co-nsequently  the  presenting  symptoms  are 
cerebral,  cerebellar  or  .spinal. 

On  account  of  the  frequency  of  this  dis- 
ease attacking  the  mid-brain,  an  area  lea.st 
under.stowl, , it  is  difficult  to-  say  Avhether  the 
symptoms  arise  from  loss  of  function  of  this 
particular  -area  or  whether  they  arise  from 
a release  or  lack  of  control  of  -other  portions 
of  the  brain. 

The  most  common  symptoms  are  those 
found  with  the  Parkinsonian  .symdrome,  -ey(‘ 
symptoms,  choreiform,  nqvoclonie  mOvemenis, 
mental  symptoms  and  sleep  disord e r s . 

■*Read  before  the  Kent\ickr  State  Medical,  A.ssociation  at 
Ijexingtoii.  September  7-10,  1931. 


The  I'arkiusonian  syndrome  is  typical  of 
this  ilisea.se.  It  is  a clinical  picture  I’csem- 
blin-g  i)aralysis  «gitans  or  Parkinson’s  dis- 
ease. It  usualh'  begins  in  one  arm,  slight 
rigidity  or  stittnes.s,  or  it  might  be  a slight 
tremor.  The  patient  notices  some  difficulty 
in  u.sing  his  hand.  The  position  of  the  arm 
attracts  attention,  the  elboAV  is  fle.xed,  fingers 
usually  extended  and  the  -arm  is  held  to  the 
body.  These  .symptoms  increase  and  the  arm 
movements  become  s'low.  In  the  cour.se  of 
months  the  leg  becomes  involved,  presenting 
an  atypical  hemixilegdc  gait.  These  symp- 
toms may  remain  -on  one  side  for  a,  variable 
length  of  time,  Avhen  the  other  arm  and  leg 
shoAV  the  same  signs,  usually  one  side  is  -more 
scA^erely  affected  than  the  other.  The  face 
shoAvs  the  typical  lack  of  expression,  masked 
face,  speech  is  sIoav,  Avith  difficulty  of  the 
li]>  sounds.  The  neck  muscles  may  be  in- 
voIahhI,  leading  to  difficulty  in  swall-OAving. 

In  the  advanced  or  of  long  duration  there 
may  appear  attacks  of  disturbance  of  the 
associated  eye  moA'ements,  in  looking  to  one 
side  the  eyes  become  fixed,  the  -most  common 
disorder  is  an  upAvard  movement  of  the  eyes. 
The  eye  lids  may  close.  During  these  attacks 
the  patient  has  no  control  for  the  time.  They 
cannot  right  the  eyes  at  all.  The  attacks  la.st 
from  a few  minutes  to  hours.  The.se  mani- 
fe.stations  are  termed  oculogyrics.  Incre-as  • 
of  saliva  is  a common  and  annoying  symp- 
tom. The  .skin  may  become  very  oily,  and 
.shoAv  acne.  These  patients  are  ahvays  so 
tired  and  Aveak  and  Avant  to  keep  quiet.  They 
will  sit  or  lounge  -on  the  bed  for  hours  Avith- 
out  moving. 

As  the  proce.ss  advances  their  gait  becomes 
that  of  la  paralysis  agitans,  sIoav,  shuffled, 
short  step^s,  losing  the  SAving  of  the  arms. 
Tliere  i.s  a tendency  to  flexion  of  the  ktnees, 
elboAvs  and  bending  fonvard  of  the  spine. 
These  patients  eat  and  sleep  and  maintain 
-their  nutrition,  often  inclined  to  obesity. 
The  physical  examination  may  be  disappoint- 
ing. General  })hysical  signs  are  lacking. 
There  are  no  heart,  lung,  and  kidney  syuip- 
toms,  unle.ss  from  some  complication — they 
are  not  associated  Avith  this  disease.  The 
neurological  signs  are  often  A'ery  f-eAV.  The 
pupils  shoAV  the  most  consistent  change. 
Loss  of  accomimodation  ds  most  -common, 
sometimes  even  loss  of  light  reflex,  less  fre- 
quent a-n  inecjuality  -of  the  pupil.  FeAV  shoAV 
.scpiint,  and  Inystagmoid  movements,  others 
cranial  nerves  esea.pe  injury.  The  deep  re- 
flexes are  lively  Avithout  a Babinski  or 
typical  clonus.  If  the  jiyramidal  tracts  are 
involved  a Babinski  may  be  pre.sent. 

The  abdominal  reflex  is  often  al)sent  or 
unequal.  Bladder  and  rectal  reflex  not 
changed,  no  sensory,  no  paralj’sis  or  atrophy. 
The  striking  .symptom  is  the  rigidity,  .stiff- 
ness of  all  of  the  muscles.  It  is  not  spasticity 
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as  seen  in  pyramidal  tract  lesions  Avhich  a£- 
i'ects  principally  the  flexor  muscles.  The 
patient  seems  unable  to  use  his  muscles,  but 
on  a quick  effort  the  motion  is  very  good. 
They  walk  very  slow,  but  can  run  or  jump 
very  well. 

This  picture  is  typical  and  when  once  .seen 
you  oan  appreciate  the  statement  that  the 
diagnosis  is  imade  from  what  you  see  more 
than  from  the  finding  on  physical  examina- 
tion. 

Precpiently  we  see  these  .symptoms  remain 
in  one  arm,  one  arm  and  leg.  In  .some  the 
tremor  is  more  pronounced  than  in  others, 
but  all  show  the  rigidity  beginning  early  and 
increasing.  The  tremor  is  not  the  “pill 
rolling”  as  seen  in  jiaralysis  agitans,  often 
it  occurs  on  motion  and  at  rest,  again  the 
fingers  are  most  likely  to  be  extended  rather 
than  flexed. 

As  an  illustration  how  these  vary  in  their 
onset,  recently  an  adult  repoided  on  account 
of  his  hand  and  arm.  Ills  hand  is  closed  and 
he  opens  it  with  difficidty,  the  elbow  is  flexed 
and  arm  is  held  to  the  body.  This  man  is  a 
railroad  brakeman  and  does  not  hesitate  to 
grasp  the  handle  bars  on  a moving  train. 
On  quick  movement  he  oj^ens  his  hand  per- 
fectly. iSoime  four  or  five  years  ago  he  had 
a peculiar  illnes.s,  which  confused  his  father, 
a physician. 

You  may  ask  what  percentag'e  suffer  from 
this  syndrome.  The  mortality  of  the  acute 
cases  is  approximately  twenty-five  per  cent, 
approximately  twenty  per  cent  recover  with- 
out .symptoms.  Of  tho.se  recovering  from  the 
acute  attack  forty  to  fifty  per  cent  will  show 
.symptoms  of  the  Parkinsonian  .syndrome. 

Another  interesting  syndrome  are  those 
who  suffer  from  chorieform  myoclonic  move- 
ments andi  tics,  a quick  incoordinate  move- 
ment limited  to  one  arm,  leg  or  both  arms  and 
legs.  In  walking  the.se  patients  will  jerk  the 
leg  forward  or  backward,  causing  a very  pe- 
culiar gait.  These  spasmodic  movements  may 
occur  in  the  diaphram,  chest,  or  facial  mus- 
cles, in  fact  in  any  muscle.  Rapid,  slow’  and 
irregular  breathing  may  result.  These  man- 
ifestations, as  a rule,  are  not  seen  in  the 
Parkinsonian  .syndrome,  w’hich  is  character- 
ized by  ‘‘poverty  of  motion.” 

About  ninety  per  cent  show  sleep  dis- 
orders, as  insomnia,  lethargy,  and  inversion 
of  sleep,  that  is,  .sleep  during  the  day  and 
awake  at  night.  In  the  acute  attacks  man^* 
get  but  little  sleep,  even  with  hypnotics,  and 
these  are  the  cases  who  usually  suffer  from 
insomnia  or  inversion. 

Those  who  have  lethai’gy  in  the  acute  at- 
tack can  doze  at  any  time.  Those  with  in- 
version of  sleep  are  very  annoying  to  the 
other  members  of  the  home.  A boy  would 
start  his  pranks,  throwing  pillows,  running 
from  room  to  room,  whistle,  talk,  restless  and 


alert  when  others  wanted  to  sleep.  About 
four  or  five  a.  m.  he  would  go  to  sleep. 

In  the  past  few  years  a great  deal  has  been 
written  about  narcole.p'S3^  There  is  no  doubt 
about  the  increase  in  the  number  of  ca.ses. 
Many  have  followed  an  acute  attack  of  en- 
cephalitis. The.se  ca.ses  resemble  idiopathic 
nareolejj.sy,  even  presenting  the  cataleptic 
symptoms. 

The  internal  secreting  glands  have  been 
.studied  and  hyper  and  hypo-functions  have 
been  reported,  but  to  .say  they  are  connected 
with  encephalitis  more  than  any  other  debil- 
itating state  is  a question.  One  syndrome 
which  resembles  hypopituritary  increased 
weight  and  polyuria  is  very  interesting. 
Many  of  the.se  patients  have  a tendency  to 
inci’ease  in  weight,  become  fat,  but  no  par- 
ticular glandular  deficiency  has  been  found 
at  fault. 

Alteration  of  reflexes,  motio'n  and  sen.sa- 
tion  are  lacking  in  most  cases.  The  clinical 
picture  in  chronic  encephalitis  is  spoken  of 
as  an  extra  pyramidal  or  mid-brain  syn- 
drome. It  does  not,  as  a rule,  attack  the 
pyramidal  tracts,  hence,  absence  of  reflex 
and  motor  defects.  However,  there  is  a dis- 
turbance* of  the  tone  of  the  general  muscular 
system  which  causes  the  .symptoms  of  rigid- 
ity. poverty  of  motion,  and  hyper-mobility 
states.  These  are  accounted  for  by  the  path- 
ology found  in  the  basil  ganglia. 

Comparatively  few'  cases  have  show'u  or- 
ganic nervous  syndromes,  anaesthesia  has  oc- 
casionally been  found  in  the  area  of  the  fifth 
nerve.  A clinical  picture  resembling  any 
ti’ophic  lateral  sclerosis  has  been  described. 
Recent  .studies  indicate  a disturbance  of 
vibi'atory  sense. 

Small  hemorrhages  may  ocenr  and  lead  to 
hemiplegia,  but  this  is  the  exception  and  not 
the  rule. 

Whether  chronic  encephalitis  is  an  etiolo- 
gical factor  in  other  organic  nervous  diseases 
is  speculative.  Epileptic  convulsions  h a v e 
been  attributed  to  it,  but  as  epilepsy  is  so 
frequently  noted  following  any  infection  it 
is  a que.stion  wdiether  it  is  a particular  indi- 
vidual and  not  a particular  virus,  however, 
it  is  worthy  of  consideration. 

Very  few  present  painful  conditions — facial 
neuralgia  has  been  mentioned,  a ci’amp-like 
pain  in  the  foot  after  walking  has  been  seen. 

Many  of  those  of  long  .standing  have  aches, 
possibly  from  position  and  fatigue,  it  may  be 
of  cerebral  origin,  the}'  want  to  get  up  lyid 
walk  or  move.  In  the  terminal  stages  tliis 
aching  pain  is  mo.st  distressing. 

Cerebellar  and  eighth  nerve  syndromes 
have  been  reported. 

Abont  t\venty  per  cent  show  some  foim  of 
mental  .symptoms.  These  patients  are  be- 
ginning to  require  institutional  tivatment. 
In  .some  states  more  .patients  are  admitted 
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as  psychoses  with  chronic  encephalitis  than 
others.  There  is  no  special  mental  picture 
that  is  characteristic.  Age  determines  the 
type  'more  than  anything  else. 

Jn  children  it  is  a question  of  behavior, 
while  in  adults  it  may  be  behavior,  impulsive 
compulsions,  depression,  confusioiij  dementia 
praecox  and  paranoia. 

Bromberg-Manhattan  State  Hospital  in 
a study  of  135  cases  classified  them  as  fol- 


lows : 

Behavior  problems  70 

Affective  disorders  27 

Paranoia  conditions  13 

Dementia  Praecox  9 

Intellectual  enfeeblement  2 

Hallucinatory  states  1 

Impulses  1 

Compulsions  1 


In  adults  the  larger  number  show  behavior 
problems,  -noted  in  sexual  perversion,  im- 
pulsiveness. 

Recently  a ybung  man  who  had  enceph- 
alitis some  ten  years  ago  Avas  placed  in  an 
institution  because  of  attempts  to  kill  his 
parents.  The  patidnt  is  a tyiMcal  Parkin- 
sonian, not  mentally  weak,  but  has  these 
periods  of  temper  tantrums. 

From  their  lack  of  expression,  interest  and 
energy,  just  sit  and  gaze,  Avould  lead  one  to 
believe  they  Avere  mentally  Aveak,  but  they 
are  not.  A man  Avith  a responsible  position 
Avas  a pitiable  sight  to  look  at,  but  he  Avas 
able  to  hold  'his  position  for  several  yeai’s. 

The  children  Avith  belia\dor  problems  arc 
not  of  the  lethargic  type.  These  children 
are  restless,  hyperactive,  move  around  with- 
out am  objective,  cough,  sniff,  and  A\diistle. 
They  tell  stories,  etc.,  scrap  Avith  play- 
mates, etc.,  etc. 

As  they  groAv  older  they  become  more 
troublesome.  All  these  sj-imptom  groups 
tend  to  progress,  regardless  ofl  treatment 
they  grow  Avorse.  All  have  a tendency  to 
shoAV  the  rigidity  in  later  staJges.  Those  be- 
ginning Avith  rapid  breathing,  oculogyrics, 
some  Avith  choreiform  movements  have  been 
seen  to  terminate  in  Parkinsonian  syndromes. 
In  the  terminal  stage  they  are  almost  help- 
less, confined  to  bed,  swallowing  becomes 
more  difficult,  sleep  is  broken.  Exhaustion 
atnd  inanition  is  the  greatest  factor  in  the 
cause  of  death. 

DISCUSSION 

W.  E.  Gardner,  Louisville:  Moron’s 

paper  has  been  most  interesting’,  as  ail  of  his 
papers  usually  are,  and  I have  been  particularly 
interested  in  folloAving  his  discussions  of  enceph- 
alitis for  the  past  several  years.  I think  Dr. 
Moren  has  had  moi'e  than  an  avei'age  interest 
in  the  manifestations  of  this  disease,  especially 
in  the  syndromes  of  the  chi’onic  type.  . They  tax 
one’s  patience,  and  any  thing  that  offers  even 


partial  relief  is  worthy  of  our  most  favorable 
consideration. 

The  type  of  rigidity  in  the  Parkinsonian  man- 
ifestation referred  to  by  Dr.  Moren  seems  to 
be  one  of  extra-pyramidal  rigidity,  which  is  due 
to  lesions  essentially  outside  of  the  motor  path- 
way, including  the  motor  cortex,  internal  capsule, 
crus  cerebri  and  crossed  pyramidal  tracts  of  the 
cord.  Here  we  have,  as  Dr.  Moren  intimated, 
possibly  an  overactiVity  of  the  extra^pyramidal 
system  which  becomes  released  from  cortical  con- 
trol not  because  of  any  lesion  in  the  pyramidal 
system  itself,  but  on  account  of  diseased  pro- 
cesses in  the  extra-ipyramidal  system  about  the 
basal  ganglia,  the  corpus  striatum,  and  other 
portions  of  the  midbrain. 

It  has  been  held  recently  by  some  students  of 
this  disease  who  have  done  extensive  autopsy 
investigations  in  a great  many  cases,  that  there 
is  involvement  of  the  hypothalamic  area,  or  the 
tuber  cinereum,  also  in  some  instances  perhaps 
involvement  of  the  pituitary  body,  which  was 
referred  to  by  Dr.  Moren  in  touching  upon  the 
possibility  of  changes  in  some  of  the  glands  oi 
internal  secretion.  Degenerative  areas,  evidence 
of  hemorrhages,  and  other  changes,  ai'e  some- 
times found  in  these  areas,  especially  the  hypo- 
thalamic region  as  well  as  the  substantia  night, 
Avhich  latter  is  said  to  be  the  most  common  site 
of  the  degenerative  process. 

There  is  a tendency  tOAvard  flexion  rigidity 
that  we  see  in  other  types  of  Parkinsonian  man- 
ifestations, even  dh  pre-senile  Parkinson’s  dis- 
ease. We  sometimes  see  this  same  tendency  to 
flexion  rigidity  in  chronic  epilepsy.  In  most 
of  these  types  of  extra-pyramidal  rigidity  it  is  in- 
teresting to  note  the  beneficial  effects  of  hyoscin, 
stramonium,  and  even  belladonna  in  soma  cases; 
at  any  rate,  all  of  these  included  in  the  bella- 
donna group. 

Dr.  Moren  did  not  go  into  the  question  of 
treatment  of  encephalitis  of  the  chronic  types. 
I know  at  this  time  however  he  is  very  en- 
thusiastic about  the  use  of  stramonium,  as  a 
great  many  other  men  have  been  as  shown  in 
the  recent  literature,  especially  within  the  past 
two  or  three  years.  For  a number  of  years  it 
has  been  known  that  the  use  of  hyoscin  was 
beneficial  in  pre-senile  Parkinson’s  disease,  or 
the  old  cases  of  paralysis  agitans,  and  for  this 
reason  hyoscin  was  the  first  drug  of  the  bella- 
donna group  used  in  the  treatment  of  the  post- 
encephalitic parkinsonism.  It  is  remai  Kable  how 
beautifully  in  a certain  small  percentage  of 
cases  there  is  response  to  the  use  of  hyoscin  in 
large  doses,  as  well  as  to  stramonium.  It  i: 
also  surprising  what  large  doses  of  these  drugs 
can  be  tolerated.  There  is  something  about  the 
stiffness  and  rigidity  of  these  individuals  that 
seems  to  neutralize  the  toxic  effect  of  these 
drugs.  The  average  dose  that  would  be  toxic 
to  any  one  of  us,  perhaps,  has  little  or  no  effect 
upon  the  case  of  parkinsonism.  Not  Infrequently 
we  use  as  much  as  eight,  ten  or  twelve  hun- 
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dredths  of  hyoscin  a day  in  the  treatment  of 
these  cases  of  post-encephalitic  parkinsonism. 
Dr.  Moren  gives  perhaps  as  much  as  60  or  90 
minims  of  the  tincture  of  stramonium.  I know 
he  gives  as  much  as  eight  or  ten  grains  ot 
stramonium  leaves  in  some  cases.  If  any  bene- 
ficial effects  are  to  be  expected,  it  is  necessary 
that  the  drug  be  gradually  stepped  up  to  full 
doses,  and  I am  convinced  that  it  helps  to  con- 
trol the  unrestrained  activity  of  the  extra-pyra- 
midal system. 

In  pyramidal  lesions  the  belladonna  group  of 
drugs  has  no  effect,  sometimes  may  perhaps  do 
harm,  even  in  moderate  doses.  In  cases,  for 
instance,  of  old  hemiplegia,  due  to  lesion  of  the 
internal  capsule,  such  as  hemorrhage  or  throm- 
bosis, one  gets  no  beneficial  effects  from  the 
belladonna  group. 

Time  will  not  permit  me  to  discuss  the  be- 
havior disorders  in  children,  and  other  chronic 
manifestations  of  encephalitis,  referred  to  by 
Dr.  Moren,  but  I am  particularly  pleased  to 
have  had  the  opportunity  to  hear  his  paper.  I 
am  sure  it  has  been  of  immense  value  to  all 
of  us. 

C.  D.  Townes,  Louisville:  Encephalitis  is  in- 

teresting to  ophthalmologists  because  eye  symp- 
toms occur  rvith  great  frequency  in  the  course 
of  the  disease.  It  is  extremely  doubtful  whether 
encephalitis  ever  runs  its  course  without  at 
sometimes  showing  eye  symptoms.  So  frequent 
are  the  eye  symptoms  that  infectious  O'phthal- 
moplegia  or  toxic  ophthalmoplegia  are  among 
the  names  applied  to  this  disease. 

Chief  among  these  eye  symptoms  is  paralytic 
involvement  of  the  ocular  muscles.  Those  of 
the  third  nerve  group  are  most  often  affected. 
In  the  acute  stages  of  the  disease  these  para- 
lyses may  be  evanescent,  intermittent,  giving 
rise  to  fleeting,  diplopias  and  disturbances  of 
the  eye  movement.  Ptosis  is  also  a frequent 
symptom. 

While  these  paralyses  occur  more  frequently 
in  the  acute  stages,  and  are  fleeting  and  evan- 
escent, they  may  also  be  among  the  last  symp- 
toms to  disappear  in  the  course  of  encephalitis. 
In  one  case  which  I had  occasion  to  observe, 
complete  paralysis  of  the  third  nerve  had  per- 
sisted for  a period  of  over  two  years. 

Dr.  Moren  called  attention  to  a prominent 
symptom  that  occurs  in  the  Parkinsonian  syn- 
drome, and  that  is  a tendency  for  the  eyes  to 
deviate  upward.  In  1926,  Lehrfeld  of  Philadel- 
phia reported  five  cases  that  came  under  his 
observ'ation  in  which  this  phenomenon  was 
noted.  It  was  a conjugate  movement  of  the 
eyeball  upward  until  half  of  the  pupil  was 
covered  by  the  upper  lid.  The  patients  were 
all  able  to  move  their  eyes  from  side  to  side. 
A great  many  times  it  was  noticed  by  the  nurses 
and  attendants  that  the  attack  of  upward  devia- 
tion could  be  terminated  by  covering  tlie  eyer 
or  by  attracting  the  patient’s  attention  by  an 
order  to  look  down  or  by  giving  him  something 


to  read.  This  fact  that  the  patients  could  be 
brought  out  of  the  attack  led  Dr.  Lehrfeld  to 
discard  the  theory  that  it  was  due  to  paralysis 
of  the  neiwe  which  occurred  in  the  acute  stage 
of  the  disease,  and  to  attribute  the  phenomenon 
to  an  irritative  process  that  involved  the  basa, 
nuclei  and  associating  fibers  which  have  to  do 
with  the  upward  movement  of  the  eyes. 

Pupillary  findings  are  frequent  in  cases  ol 
encephalitis,  but  there  is  no  feature  of  pupillary 
action  that  is  characteristic  of  the  disease. 
Miosis,  mydriasis,  inequality,  loss  of  reaction  to 
light  and  loss  of  reaction  to  accommodation  have 
all  been  reported. 

'Cadwallader  reported  a case  of  bilateral 
sympathetic  ophthalmoplegia.  This  condition  is 
not  known  to  occur  in  any  other  disease. 

Fundus  findings  are  reported  on  rare  oc- 
casions. They  are  thought  to  be  present  in  those 
cases  where  hemorrhagic  infaixtion  into  the 
brain  substance  has  taken  place,  giving  rise  to 
increased  cerebral  pressure. 

In  pathological  studies,  no  distinctive  finding 
has  been  made.  They  consist  of  degeneration 
of  the  cells  of  the  nuclei,  cellular  infiltration 
and  small  areas  of  hemorrhage.  Within  the 
past  few  years  Elder  and  some  of  his  associates 
have  been  working  on  the  subject  of  the  etiology 
of  encephalitis,  and  they  are  inclined  to  believe 
that  it  is  due  to  a filtrable  virus,  probably 
identical  with  that  causing  herpetic  lesions. 

John  J.  Moren,  (in  closing)  : The  only  ad- 

ditional statement  that  I should  like  to  make  is 
that  I am  very  suspicious  of  these  young  peo'ple 
coming  in  wearing  a very  strong  magnifying 
glass.  Only  recently  I saw  an  adult  about 
twenty  beginning  to  complain  of  a lot  of  irregu- 
lar nervous  manifestations,  and  I found  that 
she  was  wearing  a much  stronger  glass  than  I 
do  when  I read.  I noticed  that  there  was  a 
disturbance  of  the  accommodation. 

I went  back  into  the  hi.story  of  this  patient 
and  found  that  she  suffered  from  what  was 
called  a “sleeping  flu”  about  eight  or  ten  years 
ago.  I look  upon  that  case  now  with  a great 
deal  of  apprehension.  I feel  that  her  future 
is  certainly  in  jeopardy;  she  is  likely  to  develop 
the  Parkinsonian  manifestations  sooner  or 
later. 

Fever  and  Tachycardia  Produced  by  Cerebral 
Tumors. — On  the  basis  of  an  extensive  review 
of  the  literatui’e  and  a consideration  of  the 
clinical  history  of  his  patient.  Lafora  states  that 
the  tumor  of  the  sensory  region  led  to  irritation 
of  the  cortical  vasomotor  centers  and  a rise  in 
temperature  ensued.  Spinal  puncture  and  the 
withdrawal  of  8 cc.  of  fluid  caused  a temporary 
drop.  Although  the  site  of  the  true  thermo- 
regulatory centers  is  in  the  infundibulum  of  the 
third  ventricle  as  has  been  demon.stratod  by 
experiments  and  clinical  observations,  his  case 
gives  proof  of  the  existence  of  additional  ther- 
moregulatory centers  in  the  cortex. 
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PKOPEK  USE  AND  SELECTION  OE 
DIURETICS* 

Oakland  Dyer,  IM.  D. 
liuechel. 

For  clinical  purpose  a Diuretic  is  any  sub- 
stance which  increases  the  flow  of  urine  or 
tlie  output  of  any  of  tlie  constituents  of 
the  urine.  The  objects  of  producing  diuresis 
are  to  reiiinove  from  the  body  umdiesirable 
aecumulations  wliich  may  be  divided  into ; 
First,  Toxins  resulting  from  infections  dis- 
eases or  following'  surgical  operations ; Sec- 
ond; Toxic  retention  products  Avhich  are  the 
result  of  acute  or  chronic  nephritis,  or  cir- 
culatory failure  in  carddo-renal  disease  or 
])ortal  vein  obstruction  in  hepatic  disea.se; 
Third,  Water.  In  the  first  class,  Avater  in 
copious  amounts  or  if  jvatient  is  unable  to 
ingest  sufficient  amounts  of  water,  normal 
saline  by  hypodermoclysis,  intravenously  or 
])roctoclysisr  Or  ten  per  cent  glucose  solu- 
tion intravenously  or  ten  ])er  cent  glucose 
Avith  ten  per  cent  sodiinu  bicarbonate  solu- 
tion by  proctoclysis.  Any  of  these  or  all 
of  them  Avill  usually,  by  flushing  the  kidneys, 
suffice,  if  there  is  no  cardio-renal  disease,  in 
the  second  cla.ss,  retention  of  nitrogenous 
Avaste  due  to  arterio-cardio-renal  or  he])atic 
disease,  it  is  necessary  to  use,  in  addition  to 
copious  amounts  of  fluids,  various  renal  cell 
stimulants,  such  as  Theophyllian,  Theobro- 
mine, Sodium  Salicylate,  Tlieobromine  Cal- 
cium Salicylate;  the  citrates  and  acetates  of 
Ammonium  and  Potassium  andl  the  Caffein 
compounds  such  as  Caffein  Sodium  Benzoate 
and  Citrate  also  Cream  of  Tartar  may  be  used. 
At  same  time  Diaphoresis,  Venesection  and 
free  Catharis  with  bland  non-irritatinig  diet 
Avill  be  of  advantage.  Care  must  be  exer- 
cised to  avoid  further  injury  to  an  already 
diseased  kidney.  Digitalis  should  be  used  in 
cases  Avhere  Ave  have  cfardiac  insufficiency 
due  to  chronic  myocardial  and  endocardial 
lesions.  In  the  third  class  Avhere  Ave  liaA^e 
Avater  retention  in  .subcutaneous  tissues  or  in 
the  cavities;  in  other  Avords  oedema  AAdicther 
local  in  the  tissues  or  ascites  or  pulmonary 
oedema.  The  treatment  of  these  conditions 
in  most  cases  demands  diuretics  together  Avith 
other  measures.  For  clinical  purposes  Ave  AA’ill 
divide  oedema  into  cardiac,  hepatic,  renal, 
nutritional  and  anemia.  Most  cases  lof  oedema 
are  due  to  a coimbination  of  two  or  more  of 
these  factors.  For  example,  we  often  find 
Chronic  Nephritis,  Arterio-sclerosis,  Chronic 
Endocarditis  or  IMyocarditis  Avith  marked 
cardiac  Aveakness  in  the  same  case.  We  also 
find  in  some  cases  that  the  kidneys  Avill  not 
eliminat(‘  the  chlorides  of  Sodium  a n d 
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Potassium,  thereby  cau.sing  accumulation  of 
chlorides  in  the  tissues  Avhieh  fact  in  itself 
causes  oedema  of  the  tissues.  In  cases  of  this 
sort  the  fluid  intake  should  be  closely  checked 
Avith  the  fluid  output ; Digitalis  and  other 
heart  .stimulants  should  be  employed;  a salt 
free  diet  should  be  enforceldi.  IMetaiAhyllin 
in  one  and  a half  grain  dosage,  three  times 
dail}";  Digitalis  in  sufficient  dosage  to  main- 
tain the  circulation  throughout  the  body ; 
ISalyragan  in  dose  of  Vi  to  1 cc  of  ten  per  cent 
solution  intravenouslj’  or  intramuscularly  at 
36  to  72  hour  intervals ; or  Novasural  in  Vi 
to  1 cc  doses  subcutaneously  at  48  hour  in- 
tervals Avill  proA'e  of  great  value  in  increasing 
AA^ator  excretion.  In  eases  Avliere  Ave  hav'e 
Hepatic  Cirrhosis  Avith  portal  vein  obstruc- 
tion Avith  Ascites;  many  clinicians  have  found 
that  the  addition  of  Ammonium  Chloride, 
grains  75  to  150  daily,  increases  the  diuretic 
effect  of  Salyrgan  very  markedly  but  is  con- 
traindicated if  Dy.si)iioea  be  pi*esent.  It  has 
been  found  that  Decholin  Avhich  is  the  Sodium 
salt  of  dehydrochloric  acid  in  idosalge  of  30 
grains  intravenously  Avith  Salyrgan,  greatly 
increa.sed  the  diuretic  effect  of  the  Salyrgan 
in  cases  of  a.scites  due  to  Ile])atic'  disease. 
Salyrgan  in  dose  of  Cz  to  1 cc  of  ten  i)er  cent 
eondtions  due  to  its  being  a toxic  irritant 
mercury  comi)ound.  In  the  third,  class  of  cases 
the  urine  excreted,  in  the  aA^erage  case,  has 
been  increased  from  300  ec  daily  to  3000  or 
more  daily  Avith  progressive  and  rapid  re- 
dtucticml  of  body  Aveight.  (iMajorj . Care  must 
be  exercised  in  using  Salyrgan,  Novasurel  and 
other  imercurial  Diuretics  for  the  reason  that 
you  may  gx*t  symjAtoms  of  mercurial  poison- 
ing; viz  Stomatitas  ptyalism,  diarrhea,  etc. 
Ascites  due  to  hepatic  disease  has  often  been 
cleared  up  by  use  of  Salyrgan  Avith  Decholin 
and  Ammonium  Chloride.  Oedema  due  to 
pernicious  aenemia  and  neutriorial  distur- 
bances must  of  course  be  treated  by  appro- 
priate measures. 

DISCUSSION 

John  W.  Scott,  Lexington:  A great  deal  of 

h.irm  may  be  done  by  forcing  water  as  a diure- 
tic. I think  it  is  very  im'portant  to  bear  in  mind 
that  the  kidney’s  inability  to  excrete  water 
should  not  thus  be  taken  by  storm,  so  to  speak. 
If  the  kidney  is  not  able  to  put  out  more  than, 
let  us  say,  500  c.  c.  or  1,000  c.  c.  of  fluid,  it  is 
not  wise  to  put  2,000  c.  c.  in  twenty-four  hours 
into  such  a patient,  for  the  reason  that  the  kid- 
ney’s function  in  that  respect  has  been  demon- 
strated to  be  bad.  It  has  been  shown,  particu- 
larly by  Fay,  perhaps  by  others,  that  many  a 
patient  in  uremia  has  gone  over  the  blink  with 
edema  of  the  brain  who  has  been  Avater-logged 
by  persistent  effort  to  increase  the  urinary 
output  by  forcing  fluid  upon  a kidney  which  is 
incapable  of  excreting  fluid.  It  seems  to  me 
to  address  itself  to  our  common  sense  that  the 
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patient,  being  oedematous,  already  has  too 
much  fluid;  if  the  kidney  is  not  capable  of  put- 
ting out,  in  the  presence  of  all  this  fluid,  more 
than  a certain  amount  of  urine,  it  does  not 
seem  logical  to  add  water.  It  seems  to  me  dis- 
aster in  such  a case  could  easily  be  forecast. 

In  my  experience,  salyrgan  has  been  so  ex- 
tremely useful  in  combination,  as  has  been 
said,  with  ammonium  chloride,  which  raises  the 
level  of  blood  urea  and  works  with  it  as  an 
acidifying  diuretic,  that  I confess  we  are  not 
using  the  milder  diuretics  such  as  diuretin  and 
theocin. 

I think  that  moderate  impairment  of  kidney 
function  in  the  absence  of  acute  nephritis  is  not 
a contraindication;  if  there  is  considerable  im- 
pairment one  should  approach  the  use  of  salyr- 
gan  rather  tentatively,  and  it  is  better  to  use 
as  little  as  25/100  of  a c.  c.  at  first  rather  than 
half  a c.  c.,  which  is  the  ordinaiy  initial  dose; 
otherwise  mercurial  poisoning  may  result. 

These  diuretics  are  tremendously  helpful  in 
the  failing  heart  which  does  not  respond  to 
rest  and  digitalis  and  sedative  drugs.  If  .5  c c. 
is  not  exceeded  as  the  initial  dose  and  1 c.  c.  in 
subsequent  doses  and  the  intervals  kept  at  three 
days  or  more,  I think,  that  harm  will  rarely 
result. 

Frank  M.  Stites,  Louisville:  The  subject  of 

diuretics  is,  of  course,  quite  a large  one,  and 
one  that  is  being  investigated  daily.  Recent 
work  has  been  extensive,  and  in  the  past  few 
yeai's  we  have  seen  many  changes  in  our  opin- 
ions regarding  the  use  of  diuretics.  One  of  the 
most  important  things  to  understand  before 
selecting  our  diuretic  is  to  determine,  if  pos- 
sible, what  structures  the  diuretic  needs  to  act 
on.  As  we  know,  diuretics  act  on  various 
structures,  the  tissues  of  the  body,  tissue  fluids, 
capillary  walls,  renal  vessels,  glomeruli,  tubules, 
and  other  structures  of  the  body,  and  if  pos- 
sible, it  is  a decided  advantage  to  determine 
which  structures  need  the  diuretic  action. 

Very  frequently,  however,  the  selective  ac- 
tion of  our  diuretics  is  not  understood,  and  to 
determine  such  action  is  rather  a difficult  prob- 
lem. Water  we  know  is  our  prime  physiological 
diuretic.  Dr.  Dyer  mentioned  digitalis,  one  of 
our  oldest  diuretics.  Today  there  is  some  dis- 
cussion as  to  whether  digitalis  is  a true  diuretic. 
We  do  know,  however,  that  greater  effect  is 
secured  from  our  digitalis  usually  in  combina- 
tion with  other  diuretics. 

Dr.  Dyer  mentioned  the  various  groups  of 
diuretics  that  we  have  been  in  the  habit  of  us- 
ing for  past  years.  We  know  how  our  salts 
act,  but  we  have  found  another  use  for  our 
salts  in  recent  years,  as  he  mentioned,  in  com- 
bination with  the  mercurial  preparations,  name- 
ly, novasurol  and  salyrgan.  By  preparing  our  pa- 
tients first  with  the  salts,  such  as  ammonium 
chloride,  and  ammonium  nitrate,  we  secure  much 
better  results  in  using  our  newer  preparations. 


One  other  diuretic  that  has  been  used  recently 
rather  extensively  that  I don’t  believe  was  men- 
tioned, is  the  bismuth  combinations,  particularly 
potassium  bismuth  tartrate,  prepared  originally 
as  an  antisyphilitic  measure,  and  after  con- 
tinued use  we  found  our  patients  frequently 
would  respond  with  profuse  diuresis,  so  much 
so  that  today  in  some  of  our  cases  potassium 
bismuth  tartrate  seems  to  be  the  diuretic  of 
choice. 

I think  probably  the  group  of  diuretics  used 
most  extensively  is  the  purine  derivatives,  name- 
ly, theocin  and  diure'-in,  caffeine  coming  in  the 
same  group,  its  action  being  somewhat  more 
questionable. 

We  find  frequently  in  our  patients  where 
diuresis  is  needed,  that  we  may  try  a certain 
diuretic  over  a length  of  time  with  very  ques- 
tionable results,  and  then  changing  for  no  appre- 
ciable reason  except  that  we  have  not  secured 
the  results  desired,  we  secure  excellent  results 
with  another  diuretic.  When  we  do  not  secure 
the  proper  diuretic  effect  from  a certain  drug, 
we  should  not  become  discouraged,  but  try  some 
other  preparations  used  in  such  conditions.  It 
is  frequently  encouraging  to  see  the  results. 

One  other  substance  that  is  used  in  a measure 
that  is  not  entirely  understood  is  urea.  Fre- 
quently in  our  cases  of  chronic  nephritis  where 
we  have  run  our  blood  urea  and  there  is  prob- 
ably some  elevation  in  the  urea  of  the  blood, 
when  those  patients  are  given  urea  in  fairly 
large  doses  we  see  copious  diuresis,  apparently 
due  to  an  osmotic  action,  and  I think  it  be- 
hooves us  to  bear  this  preparation  in  mind  in 
our  cases  where  other  diuretics  have  failed.  I 
have  seen  very  encouraging  results  in  the  use 
of  this  preparation. 

Garland  L.  Dyer,  (in  closing)  ; I want  to 
thank  the  gentlemen  for  their  courtesy  in  dis- 
cussing the  paper. 

Sometimes  calcium  chloride,  (15  gr.  dosage) 
when  other  diuretics  fail,  intravenously  or  per 
mouth  has  a splendid  effect  and  is  of  great  aid 
in  increasihg  elimination  of  the  fluid  from  the 
tissues. 

Convenient  Marker  for  Thyroid  Incision. — Ty- 
ler has  found  that  bismuth  violet  is  excellent  for 
marking  the  line  of  incision  for  thyroid  opera- 
tions. With  the  trial  necklace  in  place,  the  pro- 
posed incision  is  outlined  with  the  dye.  When 
it  has  dried,  painting  the  field  with  dilute  tinc- 
ture of  iodine  or  5 per  cent  alcoholic  solution 
of  trinitrophenol  will  not  O'bliterate  the  mark. 
It  remains  a black  line  easily  distinguished.  If 
alcohol  alone  is  used  to  sterilize  the  skin,  the 
mark  may  be  obliterated,  but  not  completely  so. 
Though  indistinct,  enough  of  the  dye  may'  re- 
main to  identify  the  line  of  incision. 
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A renewed  interest  in  this  subject  is  indi- 
cated by  two  recent  events ; viz : The  Louis- 
ville Medical  Society  spent  almost  an  evening 
discussing  it,  and  one  of  the  largest  medical 
societies  in  New  York  City  invited  a general 
practitioner  from  North  Carolina  to  read  a 
paper  upon  a similar  subject  at  one  of  "its 
meetings  a short  time  ago.  This  is  a question 
of  ethics;  and  since  ethics  is  the  science  of 
moral  duty,  it  imight  be  assumed  that  it 
would  be  governed  liy  laws  that  change  but 
little ; however,  it  is  seldom  absolute,  and 
changing  human  relations  may  change  the 
rules  that  govern  these  conditions. 

It  is  the  purpose  of  this  paper  to  present 
the  views  of  the  general  practitioner,  or,  to 
be  more  exact,  to  show  the  unsatisfactoiy 
situation  of  the  country  doctor. 

It  is  the  opinion  of  the  general  practi- 
tioners with  whom  I have  associated  that  the^' 
are  not  receiving  their  part  of  the  loaves  and 
fi.shes  that  accrue  to  the  medical  profession. 
They  have  always  felt  that  they  occupy  tin 
place  in  the  imedieal  profession  that  the  his- 
torian, when  enumerating  the  causes  that  led 
to  the  bVeneh  Revolution,  assigned  to  tin* 
Ccnumon  people.  He  .said  at  that  time  there 
were  four  classes  in  Prance,  the  Royal 
Family,  the  Nobility,  the  Clergy,  and  the 
Common  people ; the  la.st  were  numerous  but 
' unimportant. 

1 A few  years  ago  there  were  many  peojile 
who  assumed  that  the  days  of  the  general 
practitioner  were  nearly  over,  as  there  Avas 
I no  place  at  this  time  in  the  medical  jirofes- 
j sion  for  a class  of  doctors  who  knew  so  muoh 
! about  everything  and  so  little  about  anj^  one 
I thing  in  particular;  but  the  general  practi- 
I tioner  remains  with  us,  and  it  wouhl  seem 
' to  be  nece.s.sary  to  have  some  group  to  cor- 
relate the  findSigs  and  in  many  cases  to 
administer  the  treatment  unless  it  is  to  be 
I done  by  the  Sears  Roebuck  method. 

The  changing  order  of  things,  hoAvever, 
has  gradually  reduced  the  work  done  by  the 
general  practitioner,  and  probably  the  end 
has  not  come  yet.  The  advances  in  jireven- 
j tive  medicine  have  been  the  prime  factor  in 
cutting  down  his  income.  Typhoid  fever. 
Dysentery,  IMalaria  and,  in  many  coiinmuni- 
ties.  Diphtheria  have  been  cut  down  to  a 
! decimal  point  of  what  they  once  were.  When 
the  writer  of  this  paper  began  his  practice, 
the  bulk  of  his  work  was  Typhoid  fever  and 
enterocolitis;  now  sometimes  a year  inter- 

*Read  before  the  Kentucky  State  Medical  Association  at 
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venes  between  cases  of  Typhoid  fever.  The 
health  nurse  and  full  time  health  officer, 
where  they  are  employed,  are  said  to  limit 
the  general  practice  further.  The  clinics  ami 
increasing  number  of  small  town  hospitals 
take  'another  .slice  off  his  income. 

There  is  an  ever  increasing  demand  for  the 
ho.spitalization  of  serious  cases;  and,  Avhere 
possible,  tlic  general  practitioner  should  re- 
tain these  cases  under  his  control  after  they 
are  taken  into  the  hospital,  but  this  is  not 
always  practical.  Tlve  only  class  that  fur- 
nishes any  income  to  the  doctor  is  the  ela.ss 
that  is  able  to  pay,  and  this  grou[)  more  and 
more  demands  equi])ment  that  is  beyond  the 
ability  of  the  general  practitioner  to  supply. 
The  financial  dejircssion  has  added  an  acute 
/luijstxa-ojd  B o;  uot4R(i.ir)nnx,  chronic  condi- 
tion; and  while  the  family  ])hysician’s  serv- 
ices are  much  needed,  an  income  sufficient 
to  maintain  the  doctor  and  his  family  is  not 
always  attainable.  Guite  a number  of  gen- 
eral practitioners  Avliom  1 know  are  conse- 
(piently  considering  giving  up  general  prac- 
tice and  going  into  other  fields  of  endeavor. 

Nearly  all  general  practitioners  have  three 
cla.sses  of  jiatients;  those  who  pay  nothing, 
those  who  can  pay  moderate  bills  and  those 
who  are  wealthy.  The  first  and  last  need 
not  be  considered,  as  the  .state  can  take  care 
of  the  first,  and  the  last  will  take  care  of  it- 
self. The  great  bulk  of  the  practice  is  made 
up  of  those  who  can  pay  their  bills  as  long  as 
they  are  not  excessive ; but  prolonged  illness, 
operations,  funerals,  and  other  misfortunes 
soon  exhau.st  their  ability  to  pay,  and  the  man 
who  gets  there  first  is  tlie  onh'  man  Avho  gets 
much. 

A great  deal  has  been  written  on  this  sub- 
ject in  the  last  twenty  years,  but  nearly  all 
of  it  in  the  interest  of  the  competent  sur- 
gecin,  and  comparatively  little  for  the  benefit 
of  the  general  practitioner.  IMucli  has  been 
written  in  condemnation  of  the  disreputable 
and  incompetent  surgeons  Avho  have  beePj 
divided  by  their  critics  into  two  classes,  the 
“half-baked”  and  the  “fee-siditters ;”  and 
for  this  occasion  1 am  going  to  divide  the 
competent  surge.oins  into  two  groups,  the 
“hard-boiled”  surgeon  and  the  humanitarian. 
No  reflection  is  intended  upon  the  ability 
of  the  one  designated  as  “hard-boiled,”  nor 
upon  his  honesty,  but  simply  upon  his  at- 
titude tOAvard  finance.  The  “fee-splitter” 
is  usually  a city  surgeon  Avho  has  a iiolitical 
pull  or  in  some  way  gets  a hospital  staff 
appointment  which  gives  him  an  o])portunity 
to  pose  before  the  public  as  a real  surgeon. 
The  “half-baked”  has  his  surgery  thrust  uj)- 
011  liiiin!,,  as  1 have  ipersonally  had  an  oppor- 
titnity  to  know,  or  in  some  way  conceives  the 
idea  that  he  is  a bit  talented  in  that  Avay 
and  does  some  surgery  as  a side  line. 

These  groups  are  jiretty  well  iinder.stood. 


A'A’.vrrr/vr  mkdk'm,  jorhWM, 
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i'or  about  twenty  years  ago  tlie  lay  press 
waged  la,  vigorous  oanipaign  against  ttiein. 
The  daily  pajpers  and  ipo])uiar  inagaziines 
were  so  hill  of  referenees  to  the  “half  haked’ 
surgeon  that  many  jieople  wondered  whether 
it  was  a sudden  spasm  of  the  news  writers 
or  a well  financed  campaign  in  some  one’s 
interest.  This  question  has  never  been 
settled. 

There  is  seldom  an  address  made  by  an 
official  of  one  of  our  national  societies  that 
these  men  do  not  come  in  for  unfavorable 
mention,  but  reference  is  almost  never  inmde 
to  the  selfishne.ss  that  the  geneial  practi- 
tioner sometimes  meets  when  he  takes  his  pa- 
tient aivaj’  somewhere  for  surgical  treatment. 
The  family  of  the  patient  will  usually  aecept 
the  home  doctor’s  choice  of  .surgeon;  if  the 
doctor  selects  a “half-baked”  surgeon  and 
gets  back  a corpse,  as  he  sometimes  does,  he 
is  both  legally  and  unorally  responsible  for  the 
dereliction.  The  real  surgeon  or  the  hnm- 
a/nitarian  as  1 have  termed  him,  has  a morai 
right  to  denounce  siudi  aids,  for  .some  times 
the  doctor  succeeds  in  switching  these  cases 
to  an  inferior  surgeon  against  the  will  of  the 
family,  and  1 do  not  know  of  anything  that 
gives  the  doctor  a.  better  argument  than  to 
say  that  the  family’s  choice  is  hard-boiled 
and  none  of  the  doctors  (-an  get  along  with 
him.  The  family,  'however,  will  not  always 
permit  the  attending  jihysician  to  choose  for 
them  without  protest,  and  in  over-riding 
justifiable  objections  on  their  part  he  is  most 
culpable. 

If  the  patient  finally  gets  into  the  hands 
of  the  “hard-boiled”  surgeon,  he  sometimes 
comes  out  a financial  corjise ; and  it  matters 
not  who  made  the  choice  of  surgeon  if  diffi- 
culties arise,  such  as  loss  of  the  patient,  un- 
■satisfactory  results  of  the  operation,  or  exces- 
sive or  unexpected  expense ; the  doctor  is 
nearby,  and  he  nearly  always  hears  more 
conqdaint  than  the  surgeon.  IMany  times  has 
the  paymaster  in  the  family  said  to  me, 
“Doctor,  Avhy  did  you  not  take  care  of  me 
in  this  case?  I am  nearly  ruined.” 

It  is  not  the  intention  of  this  paper  to 
charge  all  unfairness  to  the  surgeon,  be  he 
“fee-splitter,”  “half-baked,,”  or  “hard- 
boiled,”  for  some  extremely  irritating  things 
are  done  by  the  selfish  general  jiractitioner 
in  his  relationship  with  the  .surgeon,  such  as 
switching  the  patient  against  his,  the  pa- 
tient’s will,  holding  the  patient  till  he  is 
hopele.ss,  or  failing  to  carry  his  j)art  of  the 
load  when  the  o])eration  results  unfavorably; 
but  sufficient  pid)licity  has  long  since  been 
given  the  genei'al  pi-actitioner,  tlu‘  “fee-split- 
ter,” and  the  half-baked”  sungeon.  Especial- 
l.v  has  so  /much  been  said  about  the  general 
practitioner  and  his  love  for  “fee-splitting” 
surgeons  that  he  is  almost  afraid  at  the  time 


of  operation  to  -say  aindhing  about  his  fee 
lest  he  be  considered  unprofessional.  The 
surgeon  seldom  fails  to  a.sk  the  general  prac- 
titiOi.er  about  his  own  fee  and  expects  his 
aid  in  getting  it;  but  when  the  situation  is 
rever.sed,  it  immediately  becomes  unprofes- 
sional. 

Let  me  recite  this  true  story  of  a surgeom, 
a general  practitioner,  and  a patient.  The 
iloctor,  upon  writing  to  a surgeon  for  his 
price  for  jierfonimng  a certain  operation  on 
a man  of  moderate  means,  was  informed  that 
it  would  he  seventy-five  (lollars.  The  doctor 
told  the  patient  to  jirocure  one  hundred  dol- 
lars to  pay  his  medical  hill,  and  he  would 
g.o  with  him;  after  the  operation  the  doctor 
told  the  surgeon  that  the  patient  had  a check 
for  one  hundred  dollars  Avhicih  would  be 
given  the  surgeon,  and  that  he,  the  doctor, 
was  to  have  tAventy-five  dollars  of  that 
amount.  The  surgeon,  flying  into  a rage, 
asked  the  doctor  if  he  took  him  for  a “fee- 
splitter.”  The  doctor,  going  to  the  patient 
and  asking’  fur  the  hundred  dollars,  Avent 
back  to  the  surgeon,  gave  him  seventy-five 
dollars,  and  said  to  him,  “This  is  the  last 
patient  1 shall  ever  bring  you.”  Thus  ended 
a p,iofe.ssional  friendship  of  many  years’ 
standing,  and  the  surgeon  Avondered  AAdi.v. 

In  a large  southern  city  a.  Avealthy  Avoman 
recently  left  a fund  of  three  hundred  thou- 
.sand  dollars  to  build,  equip,  and  finance  a 
memorial  ho.spital.  .She  selected  five  men  to 
carry  out  her  Avishes.  After  months  of  care- 
ful inve.stigation  the  hea.l  of  the  committee, 
one  of  tlie  leading  cotton  factors  in  the 
city,  filed  their  rejiort  and  then  asked  to  be 
discharged  from  further  service  on  the  boai’d 
as  his  inve.stigation  had  revealed  the  existence 
of  such  uns;itisfactory  relations  betAveen  the 
surgeons  and  the  general  practitioners  that 
he  could  not  see  Iioav  a ho.spital  of  that  kind 
could  be  I'un  AAithout  ruinous  friction.  The 
surgeon,  he  had  discovered,  Avould  not  even 
accept  a check  in  pa.vment  of  his  fee  if  it 
embraced  any  portion  of  the  fee  of  the  doc- 
tor Avho  hrought  the  })atient  to  the  hospital. 
It  Avas  a condition  unheard  of  in  any  other 
business  nr  jirofession,  for  busine.ss  men  have 
ahvays  been  careful  lAOt  to  kill  the  goose  that 
lays  the  golden  egg.  When  a doctor  takes  r 
])atient  to  a surgeon  Avho  acce])ts  the  patient, 
the  surgeon,  in  all  fairness,  becomes  a part- 
ner in  the  case  and  is  under  aln  ethical  ob- 
ligation to  do  the  best  he  can  for  the  patient 
and  to  be  fair  Avith  the  doctor.  The  .surgeon 
need  not  take  the  patient  if  he  does  not  Avisl 
to;  but  AAhcn  he  accepts,  he  iMul  the  doctor 
become  mutually  bound  as  partners  so  far 
as  that  case  is  concerjied. 

To  illustrate  further  the  attitude  of  the 
“hard-boiled”  surgeon,  the  folloAving-  exjAer- 
iences  Avill  serA'e.  Hecently  an  clderl.v  jvi- 
tient  of  mine  a\  Ika  had  a famih’  and  avIiosc 
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earning'  days  wore  nearly  over  askeil  me  to 
find  out  what  a certain  operation  would  cost 
him.  In  one  citj*  -a  surgeon  wanted  three 
liundred  dollars;  since  that  seemed  too  much, 
two  other  surgeons  in  different  cities  were 
asked  about  it,  and  in  each  case  the  charge 
was  identical — three  hundred  dollars.  When 
they  were  told  the  man  was  unable  to  pav 
that  fee,  the  r(\pl}'  was,  “That  is  my  price 
and  1 can  make  no  concessions.”  In  an- 
other case  of  a different  character  a surgeon 
was  asked  for  his  price  for  a certain  opera- 
tion ; he  set  five  hundred  dollars,  and  added, 
“If  the  man  cannot  afford  to  pay  this  price, 
he  had  better  go  elsewhere.” 

Several  weeks  ago  a medical  friend  of  mine 
called  upon  some  iirofessional  friends  in  one 
of  the  large  clinics  in  the  south,  and  the  busi- 
ness manager  of  the  clinic  told  him  the  fol- 
lowing experience  which  had  occurred  dur- 
ing a recent  collecting  trip.  He  had  a debtor 
in  a town  of  a few  thousand  inhabitants  up- 
on whom  he  had  intended  to  call  but  before 
doing  so  he  stopped  to  see  the  doctor  who  had 
originall\-  sent  this  patron  to  the  clinic, 
to  solicit  his  aid  in  collecting  the 

balance.  The  local  doctor  was  polite  to 
him,  but  told  him  that  he  could  be  of  lit- 
tle service.  The  doctor  then  showed  him 
his  books,  which  revealed  that  the  patient 
had  been  directed  to  the  clinic  five  years  pre- 
viously ; and  although  the  local  doctor  had 
done  the  family  practice  during  the  inter- 
vening years,  he  had  never  collected  a cent 
for  the  work.  To  ])ay  the  clinic,  a mortgage 
had  been  placed  on  the  patron’s  home  the 
first  year  for  its  full  value  and  remained 
unpaiid.  This,  the  business  'in-analgier  said, 
was  not  an  isolated  case,  but  that  numerous 
incidents  of  a similar  character  had  come  u]) 
dcirinig  the  trip. 

In  1916,  by  the  eomdesy  of  this  associa- 
tion, 1 was  chosen  to  deliver  the  oration  on' 
general  medicine.  i\Iy  paper,  upon  “The 
Future  of  Medicdne  in  Kentucky,”  ])rophe- 
sied  that  conditions  in  this  state  would  lean 
to  the  establishment  of  numerous  small  hos- 
pitals in  county  sites  in  Kentucky  which 
would  be  OAvned  by  doctors,  and  that  grouj) 
practice  was  certain  to  folIOAv.  At  that  time 
there  was  one  private  hoJ^iAtal  west  of  the 
Tennessee  river  in  this  state,  and  now  there 
are  eight.  A large  portion  of  the  major  sur- 
gery in  that  section  Avent  elscAvhere,  and  noAV 
surely  98%  of  the  surgery  originating-  in  that 
section  is  finally  and  suGoessfully  treated 
there. 

The  “hard-boiled”  attitude  Avhich  has  hast- 
ened this  development  may  not  be  unethical, 
and  the  surgeon  may  be  entirely  within  his 
rights  to  assume  it ; but  surely  it  does  not 
seem  humane.  Money  alone  has  never  been 
the  sine  qua  non  of  the  surgeon,  and  neaidy 
fifty  years  of  experience  and  observation  in 


the  study  and  practice  of  medicine  has  led 
the  writer  of  this  paper  to  believe  that  such' 
an  attitude  is  good  for  neither  the  surgeon, 
the  doctor,  nor  the  patient;  that  the  surgery 
of  the  country  is  gradually^ drifting  aAvaj’ 
from  surgeons  of  this  type ; and  that  the 
humanitarian,  the  man  Avho  considers  the 
other  person,  is  getting  the  benefit  of  the 
drift.  As  fairly  convincing  evidence  of  this, 
the  mo.st  successful  and  popular  medical  units 
of  t h i s country  maintain  an  efficient 
credit  department  and  consider  a patron’s 
financial  ability  in  all  cases  of  any 
magnitude  before  fixing  a fee  for  their 
services,  for  surgery  is  ki  some  respects 
like  busine.ss  in  general — it  goes  to  the 
place  that  has  the  largest  number  of  ad- 
vantages; and,  other  things  being  equal,  a 
pleasing  personality  and  a reputation  for 
fair  dealing  with  both  doctor  and  patient 
Avill  in  a large  proportion  of  eases  dominate 
the  selection  of  hospital  and  surgeon. 

This  paper  is  not  intended  as  an  ill  natured 
criticism  of  the  consulting  portion  of  the 
medical  profession,  but  a plea  for  a sympa- 
thetic attitude  of  those  in  poAver  toAvard  the 
general  practitioner  class,  Avhich  is  made  ii[) 
largelv  of  couiitrv  doctors. 

DISCUSSION 

John  W.  Scott,  Lexington:  I am  in  rather 

a neutral  position  in  this  matter.  Limiting  my 
work  to  internal  medicine  here  in  a city  even 
as  small  as  Lexington,  the  question  of  the  doc- 
tor in  the  country  district  referring  the  pa- 
tient to  the  surgeon  doesn’t  exactly  “come  into 
my  life.’’  While  the  individual  sui'geon  in  most 
instaru-es  has  a splendid  and  humanitarian  at- 
titude in  the  matter,  I have  the  impression  that 
the  organized  bodies  of  surgeons  do  not  have 
a sympathetic  attitude  toward  the  general  prac- 
titioner, particularly  the  general  practitioner  in 
the  country. 

It  is  well  for  one  to  try  to  visualize  in  his 
own  mind,  if  that  is  not  a mixed  metaphor,  the 
situation  that  presents  itself  to  the  practitioner 
in  a remote  town  who  has  to  bring  a patient  to 
the  surgeon.  Suppose,  for  instance,  a common 
occurrence,  that  of  a man  attacked  by  acute 
abdominal  pain  where  the  practitioner  has  to 
determine  whether  he  has  to  deal  with  appendi- 
citis which  needs  immediate  operation  or 
whether  it  is  perhaps  a neurosis  or  some  other 
thing  that  is  not  at  all  comipelling  or  does  not 
require  surgery.  Those  of  us  in  the  city  who 
have  to  make  such  decisions  send  the  patient  to 
the  hospital  and  observe  him  having  all  of  the 
facilities  at  hand.  The  surgeon  is  within  an 
hour’s  call,  and  we  don’t  have  much  tension 
of  decision.  On  the  other  hand  the  man  who  has 
to  bring  the  patient  fifty  or  sixty  miles  tq  the 
hospital — often  a patient  of  limited  means — is 
confronted  with  a tremendous  responsibility.  I 
he  brings  him  unnecessarily  and  the  surgeon  de- 
cides that,  after  all,  operation  is  not  required, 
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the  practitioner  is  charged  with  a mistake;  the 
patient  didn’t  need  surgery  and  would  have 
done  just  as  well  at  home.  In  such  cases  jfter 
perhaps  one  or  two  visits  taking  his  reputation 
in  his  hands,  he  has  sent  the  patient  to  the  hos- 
pital. It  is  hard  for  the  patient  and  his  family 
to  realize  that  the  physician  has  earned  more 
than  the  price  of  one  or  two  calls.  Yet  we  all 
know  that  when  we  reach  decisions  with  that 
amount  of  responsibility  involved,  we  earn  a 
great  deal  more  than  that  amount  of  money. 

The  general  practitioner,  particularly  in  the 
counti-y  districts,  who  sends  his  patient  to  the 
.surgeon  in  the  di.stant  city,  should  have  a con- 
siderable .share  of  the  emoluments  ari.sing  from 
that  case.  It  is  all  very  well  to  .say  that  the 
practitioner  can  charge  for  what  he  does  and 
the  surgeon  will  charge  for  what  he  does,  but 
the  patient  cannot  see  it  that  way  and  does  not 
realize  the  relatively  high  value  of  the  practi- 
tioner’s service.  I am  perfectly  aware  of  the 
fact  that  no  plan  is  feasible  which  will  not 
stand  the  light  of  day,  in  others  words  that  no 
plan  is  proper  or  feasible  which  involves  decep- 
tion of  the  patient,  which  means  that  no  share 
of  the  surgeon’s  fee  can  be  paid  to  the  practi- 
tioner. At  the  same  time,  I believe,  if  the 
mental  acumen  and  enthusiasm  which  the 
surgeons  use  in  the  development  of  their  art 
and  science  were  diverted  in  some  degree  to  this 
problem  and  if  it  were  viewed  more  sympathe- 
tically, some  plan  could  ibe  devised  by  which  the 
physician  under  these  conditions  could  get  his 
fair  share  of  the  fee. 

Irvin  Abell,  Louisville;  I feel  that  Dr.  Stevens 
in  drawing  a picture  of  the  hard-boiled  surgeon 
draws  a picture  of  a type  of  man  one  finds  in 
every  profession.  I should  like  very  much  to 
reclassify,  if  he  will  permit  me.  Let  us  allow 
the  hard-boiled  surgeon  to  stand  with  the  pic- 
ture that  he  has  given  us.  Let  us  contemplate 
the  humane  surgeon,  for  he  is  the  one  I should 
picture  as  the  ideal,  and  beyond  that  let  u. 
eliminate  the  incompetents  and  the  fee  dividers 
from  the  discussion  as  unworthy. 

Altruism  in  medicine  has  come  down  to  us 
through  the  centuries.  May  I go  back  for  a 
moment  and  call  your  attention  to  the  time  ot 
the  schools  of  Avignon  and  Bologna  and  va- 
rious others  contemporary  with  them,  when 
practically  all  the  teachers  in  those  schools  haa 
taken  certain  degrees  of  holy  orders. 

As  a result  of  religious  inculcation  into  the 
.principles  of  the  early  periods  of  the  medicm 
piofession  has  come  down  to  us  to  this  day,  tht 
altruism.  There  is  no  group  of  men  in  the 
world  with  which  I am  familiar  who  so  fre- 
quently give  of  their  time  and  talent  and  abilitj 
to  mankind  as  doctors.  The  hard-boiled  surgeon 
certainly  has  not  any  of  that  feeling  which  to 
me  is  one  of  the  most  beautiful  heritages  whic. 
has  come  to  be  identified  with  the  medical  pro- 
fession. Surely  the  medical  practitionei  shouh 


receive  his  just  due.  Ihe  surgeon  who  unvit 
tingly  takes  all  that  the  patient  has  to  pay 
may  be  a good  surgeon,  but  he  is  not  a human- 
itarian one.  Humanitarianism  in  the  practice 
of  medicine  is  just  as  essential  as  science. 

May  I illustrate  that  to  you  by  something  Dr 
McCormack  told  me  of  a personal  observation 
of  Noguchi,  with  whose  wonderful  work  ii. 
medicine  you  are  all  familiar.  Noguchi  was  • 
real  scientist;  he  was  a Japanese  and  not  a 
Christian,  hence  did  not  have  the  regard  fo^ 
human  life  that  we  have.  When  he  developer 
his  .serum  for  yellow  fever,  none  of  the  labora- 
ory  animals  being  susceptible  to  this  disease  it 
was  necessaiy  for  him  to  find  human  animals 
upon  which  to  conduct  his  experiments.  Goinj. 
down  to  Ecuador,  in  Guayaquil,  he  obtained  per- 
mission of  the  government  to  carry  out  his  tests 
upon  a company  of  soldiers.  He  was  supplii 
vith  150  men.  He  said,  “I  give  to  fifty  of  these 
a complete  and  protective  dose  of  serum.  If  m^ 
idea  is  correct,  none  of  them  will  have  yellow 
fever.  I give  to  the  second  fifty  an  incomplete 
dose  of  serum.  If  my  idea  is  correct,  some  oi 
those  will  have  yellow  fever,  some  won’t;  some 
will  die  of  it.  I give  to  the  third  group  sterile 
water.  If  my  idea  is  correct,  all  of  those  will 
die.”  The  experiment  turned  out  as  he  had  in- 
dicated. That  ils  the  scientist.  I wouldn’t  want 
such  a one  for  my  physician.  I wouldn’t  want* a 
man  to  sit  at  my  bedside  and  be  willing  to  con- 
sider only  the  scientific  aspect  of  medicine  in 
so  far  as  how  it  affected  me  and  care  nothing 
for  the  humanitai’ian  side. 

Judging  from  Dr.  Stevens’  description  of  the 
hard-iboiled  surgeon,  he  is  the  scientist  in  so 
far  as  monetary  consideration  is  concerned,  and 
to  be  perfectly  frank  with  you,  I woudn’t  want 
that  surgeon  to  have  the  welfare  of  my  body 
in  his  care  when  his  greatest  interest  was  the 
$300  he  was  to  get  for  his  surgery. 

Personally  I feel  that  the  doctor  is  entitled 
to  his  remunei’ation,  and  I feel  as  does  Dr.  Scott 
that  the  physician  who  promptly  recognizes  a 
perforated  appendix,  a perforated  stomach  or 
duodenal  ulcer,  or  a ruptured  tubal  pregnancy, 
has  rendered  to  that  individual  patient  a service 
greater,  possibl,y,  *-ban  the  surgeon,  renders 
when  be  closes  the  perforation  or  takes  out  the 
ruptured  tube  since  early  recognition  is  a sine 
qua  non  for  successful  treatment.  Unfortunate- 
ly the  practice  of  medicine  in  most  localities  has 
been  based  on  time  and  visits,  which  goodness 
knows  is  an  unfair  method  of  establishing  re- 
muneration for  service.  A service  that  permits 
.saving  of  a human  life  may  not  take  but  thirty 
minutes,  as  in  the  instances  mentioned  and  fi- 
nancial remuneration  should  be  based  upon  the 
service  rendered  rather  than  upon  the  time  con- 
sumed in  seeing  the  patient. 

As  I look  at  it,  the  best  way  to  correct  the 
evil  under  discussion  is  by  a joint  comsideration 
on  the  part  of  the  surgeon  and  the  doctor  of  the 
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sei'vice  which  each  renders,  'ihere  is  every 
reason  why  the  family  doctor  should  charge  for 
the  services  he  renders,  and  there  is  every  rea- 
son why  the  surgeon  should  back  him  up.  The 
surgeon  must,  in  large  measure,  depend  upo 
the  family  practitioner’s  judgment  as  to  the 
ability  of  the  patient  to  pay.  The  doctor  i's  in 
contact  with  the  patient  and  knows  his  financial 
circumstances;  the  surgeon  is  not,  and  he  must 
rely  upon  the  general  ipractitioner  for  knowl- 
edge of  this.  If  he  has  any  humanitarianism  in 
him,  he  will  not  only  apply  fair  treatment  to  the 
patient  in  his  charges,  hut  at  the  same  time  will 
place  those  charges  in  such  a way  as  to  leave 
an  abundance  to  take  care  of  the  family  prac- 
titioner, and  certainly  stand  back  of  him  in  his 
charges  so  far  as  the  value  of  his  services  to 
that  patient  is  concerned. 

When  that  time  comes  we  will  have  human- 
itarianism on  both  sides  and  your  hard-boiled 
surgeon  will  disappear. 

Arthur  T.  McCormack,  Louisville:  I wish 

vei*y  much  I might  have  written  this  paper  my- 
self, and  might  have  said,  myself,  the  things  that 
have  been  said  in  the  discussion,  because  they 
are  ail  so  excellent.  Dr.  Stevens  is  always 
thoughtful  and  thought  provoking  when  he  pre- 
sents a paper  to  this  Association. 

When  I began  to  practice  medicine  I had  the 
advantage  of  having  my  father  for  my  mentor. 
He  had  done  a very  large  consultation  practice 
during  most  of  the  years  of  his  practice,  and  he 
always  said  to  me:  “When  you  are  called  in 
consultation,  remember  that  the  most  important 
thing  you  are  going  to  do  is  to  leave  with  that 
family  a greater  confidence  in  the  physician 
who  called  you  than  they  had  before  you  went. 
If  you  fail  to  do  that  you  have  done  them  more 
harm  than  if  you  fail  to  make  a diagnosis  of 
the  case,  because  the  loss  of  confidence  in  their 
family  physician  is  the  gi’eatest  loss  that  can 
occur  to  a family  except  the  loss  of  one  of  its 
members.” 

He  said  to  me  very  frequently:  “If  a physician 
sends  a case  to  you  in  consultation  and  you 
find  subsequently  that  that  patient  comes  back 
to  you  instead  of  to  the  family  physician  for 
future  services,  you  must  remember  that  you 
1 ave  failed  in  your  obvious  duty  to  your  pa- 
tient.” I think  it  is  important  for  us  to  remem- 
ber that. 

There  is  another  thing  that  seems  vital  in  this 
day,  when  consultation  is  becoming  so  much  more 
common,  should  be  even  more  common,  than  it 
ever  was  before  because  the  specialists  have  de- 
veloped for  the  comparatively  small  percentage 
approximately  10  ‘’1 , of  patients  who  need  their 
services  such  remarkable  technic  and  facilities 
that  they  are  essential  in  certain  classes  of  cases, 
and  that  is,  the  consultant,  after  he  has  ex- 
amined and  car?d  for  a patient,  should  fully 
inform  the  physician  referring  that  patient  as 
tc  the  condition  when  the  patient  returns  to 
him,  verbally  if  possible,  in  conference  and  con- 


sultation; but  if  not,  when  he  returns  from  the 
hospital  a full  statement  of  the  treatment  and 
condition  in  which  the  patient  leaves  the  hos- 
pital should  be  sent  to  the  family  physician  so 
that  he  knows  exactly  what  has  (been  done  and 
has  the  best  possible  knowledge  of  conditions 
to  guide  him  in  the  after  treatment  of  the  case. 
This  is  too  frequently  overlooked,  and  I believe 
that  it  is  one  the  essentials  in  the  development 
of  the  harmonious  medical  organization  in  the 
future  that  we  hope,  and,  in  Kentucky  propose 
to,  develop,  because  what  we  do  we  are  going 
to  do  right  in  this  state.  We  have  before  us 
always,  not  only  in  this  matter,  but  in  every- 
thing confronting  Kentucky,  our  state  motto: 
“United  we  stand,  divided  we  fall.”  If  we  are 
united  fairly  and  squarely  we  will  stand;  if  we 
are  divided,  as  we  have  been  too  frequently  in 
the  past  to  our  hurt,  we  will  fall.  We  have  been 
living  under  the  last  half  of  that  motto  quite  too 
frequently,  and  I believe  in  the  future  after  such 
thoughtful  discussions  as  this,  in  which  I hope 
many  of  the  other  members  will  take  part,  that 
we  will  be  united  because  we  are  determined 
to  deal  with  each  other  and  ourselves  squarely, 
that  we  may  be  the  representatives  of  the 
greatest  calling  that  serves  the  public,  the  phy- 
sician. 

J.  L.  Toll,  Lawrencebuig:  I have  (been  at- 

tending the  meetings  of  this  society  about  one- 
third  of  a century  and  I have  made  it  a point 
never  to  allow  an  opportunity  to  pass  of  saying 
something  when  the  status  of  the  general  prac- 
titioner was  under  discussion. 

Having  spent  my  whole  life  in  a small  com- 
munity without  a local  hospital;  having  givc’^ 
all  my  time  to  the  work  as  a general  practi- 
tioner I feel  I am  fairly  confident  to  speak  on 
the  subject  before  us  at  this  time. 

It  is  generally  conceded  by  all  of  the  profes- 
sion, I believe,  that  the  general  practitioner  is 
not  adequately  compensated  for  his  labor.  I 
am  referring  to  physicians  in  the  small  com- 
munities, however,  I cannot  place  the  blame  on 
the  surgeon.  My  relations  wdth  the  surgeon 
have  been  agreeable,  and  if  the  surgeon  was 
foolish  enough  to  divide  fees  with  me  I could 
not,  with  approval  of  my  conscience,  accept  a 
fee  from  the  surgeon,  for  under  the  present 
status  of  the  public  mind,  they  do  not  approve 
of  such  an  act,  and  because  the  surgeons  of 
good  repute  of  this  State  condemn  such  a pro- 
cedure. 

If  the  public  were  educated  to  such  an  act 
and  knew  when  a physician  recommended  sur- 
gery and  after  the  case  was  over  that  one  bill 
would  ibe  presented  which  covered  all  the  pro- 
fessional services  rendered,  the  bill  to  be  pre- 
sented by  either  the  surgeon  or  physician,  and 
the  patient  knew  that  there  was  a working 
agreement  between  the  best  of  physicians  and 
surgeons  then  I cannot  see  the  wrong  in  such 
an  act. 

Something  mu.st  be  done  to  improve  the  con- 
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ditions  of  the  physicians  in  the  i-ural  communi- 
ties in  order  that  the  community  may  have  a 
local  man  to  look  after  the  needs  of  the  families 
away  from  the  centers. 

If  agitation  of  this  sort  comes  from  the  rural 
physician  it  would  not  have  the  force  and  effect 
that  it  would  if  it  came  from  the  surgeons 
themselves  so  it  appears  that  educating  the  pub- 
lic, and  keeping  this  subject  before  them  is 
finally  to  be  left  to  the  various  surgeons. 

I feel  that  the  local  physician  should  demand 
reasonable  compensation  and  should  educate  his 
patients  to  the  fact  that  his  services  are  not  so 
many  dollars  a call,  but  should  be  determined 
by  the  character  of  the  services  rendered. 

I suggest  to  the  leaders  of  this  society,  your 
duty  to  the  State  and  to  the  'profession  demands 
that  you  give  serious  thought  to  the  subject 
under  discussion. 

H.  L.  McLean,  Wilmore:  I am  one  of  those 

country’  doctors  who  lives  down  where  the 
buckberry  bushes  grow  red  and  we  bask  in  the 
shimmering  sunshine  at  the  foot  hills  of  heaven 
— a glorious  place  to  contemplate  the  city  sui’t 
geon. 

I want  to  congratulate  Dr.  Stevens  on  his  able 
paper,  on  behalf  of  the  country  doctor,  and  to 
second  the  remarks  of  Dr.  Scott  about  the  at- 
titude of  the  country  doctor  and  the  city  sur- 
geon. There  may  be  some  hard-boiled  surgeons, 
no  doubt  we  have  them — but  we  must  “bear 
the  ills  we  have”  and  be  charitable,  for  they 
have  missed  their  calling  — they  should  have 
been  lawymrs.  It  may  be  that  many  of  us  have 
missed  our  calling  and  stand  not  so  well,  even 
as  do  our  so-called  hard-boiled  city  brothers. 

I have  been  referring  patients  to  surgeons 
for  a third  of  a century.  Sometimes  they  get 
the  money,  sometimes  I get  mme.  and  sometimes 
neither  one  of  us  gets  it.  I think  if  the  sur- 
geons to  whom  I have  referred  these  patients 
would  square  up  their  books  and  count  their 
expenses  their  balance  would  show  in  the  red 
today,  as  I know  mine  would. 

Knowing  the  surgeons  of  Louisville  and  Lex- 
ington as  I do,  I never  hesitate  a moment  when 
it  becomes  necessary  to  refer  a patient.  Dr. 
South  struck  the  keynote  fair  and  square  when 
she  said  that  the  countiy  doctors  know  the 
patient,  and  his  financial  condition,  better  than 
any  one  else.  They  do. 

Many  times  a patient  will  say,  “Doctor,  how 
much  will  this  cost  me?  I have  no  money  in  the 
bank.”  If  I know  the  man  is  good  I make  ar- 
rangement at  the  bank  for  him,  let  him  borrow 
the  money,  go  to  the  surgeon  and  say,  “This 
man  can  pay  you  one  hundred  and  fifty  dollars,” 
(or  what  ever  amount  fits  the  case).  He  will 
have  a nurse  and  a room  and  all  together  it  will 
possibly  amount  to  $500.00.  I say  to  the  pa- 
tient “Dr.  Smith  will  charge  you  so  much  and 
1 will  charge  you  so  much.”  When  he  is  thi-ough 
T give  the  surgeon  a check.  There  is  no  fee 
splitting;  in  many  cases  it  can  be  handled  no 


other  way.  If  I let  him  go  to  the  surgeon  and 
he  makes  his  charge  and  I say  nothing  about  it 
he  gets  it  all  and  I get  nothing.  Many  times 
I get  mine  and  let  the  surgeon  collect  his — and 
there  is  nothing  wrong  in  that. 

Occasionally  the  subject  of  the  country  doc- 
tor comes  up.  I think  Dr.  McCormack  be- 
lieves we  haven’t  enough  doctors  in  the  country. 
I am  for  him  when  he  is  right — I was  for  his 
father  right  or  wrong — I never  found  him 
wrong.  In  the  horse  and  buggy  era,  when  I 
started  practice  and  when  some  of  you  were  al- 
ready busy,  we  had  to  go  horse  back  or  wade 
the  mud,  and  you  didn’t  get  far.  There  were 
more  doctors  in  the  country  then  than  now. 
It  was  necessary  and  right  there  should  be.  It 
took  you  all  day  to  make  a ten  mile  drive  and 
get  back.  You  took  your  biscuit  in  your  pocket 
to  munch  as  you  rode  along.  Now  you  make 
that  twenty  mile  drive  in  an  hour’s  time  and  get 
home  in  time  for  your  lamb  chops  and  hot  frit- 
ters. We  don’t  need  as  many  doctors  in  the 
country  now  as  formerly,  and  we  try  to  be  as 
'efficient  as  you  city  fellows,  often  we  fail,  and 
we  wonder  if  the  city  doctor  ever  makes  a mis- 
take. 

Some  one  brought  up  the  question  of  the 
responsibility  of  the  country  doctor.  The  coun- 
try doctor  must  make  his  diagnosis,  devoid, 
many  times,  of  the  laboratory  paraphernalia 
which  is  so  essential,  and  his  reputation  is  staked 
on  whether  or  not  he  is  correct  when  you  open 
the  abdomen.  I sometimes  hide  behind  what 
the  Mayos  said,  and  tell  the  patient;  “You  go 
to  the  Mayos  and  they  won’t  tell  you  what  is 
the  matter  until  after  they  operate,  and  they  are 
the  greatest  surgeons  in  the  world.” 

The  country  doctor  must  make  his  own  diag- 
nosis. In  ninety-nine  cases  out  of  a hundred  it 
must  be  right  or  he  may  be  discredited  at  home. 
He  studies  hard  to  make  that  diagnosis.  He 
takes  the  case  to  the  surgeon,  and  the  surgeon 
doesn’t  always  give  an  oipinion.  Often  he  says 
to  the  patient,  “Well,  you  have  an  acute  abdo- 
men.” What  does  that  mean  to  a patient?  He 
might  as  well  have  told  him  he  had  alopecia 
areata  for  all  he  knows  about  it.  Yet  you  go 
ahead  and  operate,  and  if  the  surgeon  finds  that 
your  diagnosis  at  home  was  correct,  you  are 
all  right.  He  gets  his  fee — and  we  wait  for  ours. 

At  the  same  time,  when  all  is  said  and  done  I 
think  the  city  surgeon  is  the  standby  of  th 
country  doctor.  What  would  we  do  without 
those  capable  and  efficient  surgeons  and 
those  painstaking  internists  in  the  city?  The 
roads  are  good,  our  automobiles  are  fairly 
comfortable,  and  a patient  with  an  acute  ab- 
domen is  'better  sitting  up  in  your  little  Ford 
car  than  in  an  ambulance — and  you  can  get 
along  better;  you  can  drive  with  one  hand  and 
hold  him  in  the  car  with  the  other.  You  get 
him  to  the  hospital  and  turn  him  over  to  the 
surgeon  and  .say,  “Here,  Dr.  Smith  is  this  pa- 
tient. He  is  throwing  U'p  and  he  has  an  “acute 
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abdomen.”  Help  him  out.”  The  surgeon  stands 
by  you,  relieves  the  patient,  and  the  country 
doctor  goes  home  feeling  that  satisfaction  that 
goes  "with  duty  well  performed  and  knowing  hi., 
patient  is  in  the  professional  care  of  a capab  4 
surgeon. 

•We  know  that  in  these  days  of  good  roads 
and  quick  transportation,  the  patient  is  in  no 
danger.  But  in  the  long  ago  when  we  couldn’t 
get  him  to  the  hospital,  when  we  had  to  ice-bag 
him,  to  poultice  him,  and  to  get  him  out  the 
best  way  we  could,  that  is  what  makes  our  hair 
get  white  early.  Now  we  have  the  surgeon  to 
help  us,  we  put  the  responsibility  on  him,  the 
surgeon  may  get  the  money  but  the  patient  is 
saved  and  we  get  the  relief. 

C.  M.  Eckler,  Williamstown : I am  a country 
physician  myself.  Down  where  I live,  about 
fifty  miles  north  of  here,  we  don’t  have  any 
friction  between  the  surgeon  and  the  practi- 
tioner. We  are  friends.  When  I see  a case  is 
surgical,  I turn  it  over  to  my  surgeon.  Most  of 
our,  surgery  there  is  done  at  Covington  and  Cin- 
cinnati on  account  of  distance.  They  take  care 
of  it,  and  when  they  are  through  they  turn  the 
case  back  to  me.  There  is  no  splitting  of  fees. 
I have  practiced  medicine  for  twenty-two  years 
and  I never  have  had  a man  ask  me  or  suggest 
to  me  that  a fee  be  split,  nor  have  I done  so. 

The  country  practitioner  is  the  essence  and 
bulwark  of  the  profession.  Let  him  be  qualified 
to  render  good  and  efficient  service,  and  you 
don’t  ever  have  to  worry  about  him.  From  these 
ranks  come  your  good  surgeons  and  your  good 
specialists.  Our  surgeons  and  specialists  are 
capable,  honest  men  of  stilling  character  and 
integrity  and  we  are  all  friends,  and  there  is 
no  use  of  having  any  hard-boiled  man  anywhere 
in  the  profession. 

W.  L.  Tyler,  Owensboro:  I have  gotten  a 

great  deal  of  information  from  this  discussion. 
1 don’t  know  of  a thing  that  has  been  said  here 
that  I don’t  approve  of,  but  there  are  some 
things  tlia'^  we  can  see  from  our  side  of  the 
fence  that  maybe  the  other  fellow  doesn’t  see. 

I appointed  myself  on  a committee  down  in 
the  community  where  I practiced  medicine  a 
good  many  yuars  ago,  to  furnish  the  ipublic  with 
some  information  that  I thought  they  were  en- 
titled to.  I tried  to  school  the  public  and  the 
people  for  whom  I practiced  medicine  in  the 
real  value  of  the  service  that  the  general  prac- 
titioner gives. 

One  of  my  closest  neighbors  said  to  me  not 
long  ago:  “You  charged  me  for  your  service 
more  than  the  surgeon  who  performed  the  op- 
eration.” I convinced  that  fellow  fully  and  sat- 
isfactorily that  my  services  were  worth  it. 

In  a public  meeting  not  long  ago  when  I was 
asked  to  say  something,  I wondered  what  I 
could  say  to  impress  the  lay  ipeople  with  some 
facts  that  I thought  they  were  entitled  to.  I 
! said  to  the  president  of  the  organization  and 
to  the  people  who  represent  the  activities  of  the 


health  work  of  the  State  of  Kentucky:  “I  want 
to  commend  you  in  the  particular  work  which 
you  are  doing.  Personally  I ought  to  feel 
malicious  to  you,  from  the  simple  fact  that  when 
I began  the  practice  of  medicine,  the  first  year 
I practiced  I had  nineteen  cases  of  typhoid 
fever,  and  last  year  I had  one.  Somebody 
skinned  me  out  of  eighteen  cases  of  typhoid 
fever,  and  if  they  had  been  worth  only  $50  apiece, 
it  would  have  been  an  income  of  $900.  The  same 
year  that  I had  nineteen  cases  of  typhoid  fever, 
there  must  have  been  500  cases  of  typhoid 
fever  in  my  county.  Ten  percent  of  all  the  cases 
of  typhoid  fever  died.  Ten  per  cent  of  500 
would  make,  50  cases,  and  the  undertaker  ought 
to  have  a grievance  against  you,  because  you 
skinned  some  undertaker  out  of  a fee.” 

I have  tried  to  get  before  the  laity  the  serious 
consideration  of  the  fact  that  the  man  who  ad- 
ministers diphtheritic  antitoxin  and  saves  the 
life  of  the  child  has  rendered  just  as  great  a 
service  as  has  any  surgeon. 

I made  the  statement  to  a friend  of  mine 
not  long  ago  that  there  is  not  a general  practi- 
tioner in  the  town  where  I live  but  has  saved 
more  lives  than  any  surgeon  in  the  town.  1 
think  that  was  fair.  The  public  likes  spectacu- 
lar things.  A man  with  a gown  on  and  a knife 
in  his  hand,  who  cuts  up'  somebody,  does  a 
great  operation,  and  the  patient  wants  to  talk 
to  you  all  the  rest  of  his  life  about  that  opera- 
tion. It  is  up  to  the  general  practitioner  who 
comes  in  contact  with  the  public  to  school  them 
and  furnish  them  with  the  information. 

I approve  of  everything  that  has  been  said 
here.  Dr.  Stevens’  paper  was  a wonderful 
•paper,  but  it  rather  occun-ed  to  me  that  for 
every  fee-splitting  surgeon,  we  have  a whole 
lot  of  fee-splitting  general  practitioners. 

Edwin  A.  Stevens,  (in  closing)  : I have  made 
no  effort  to  defend  secret  fee-splitting.  I dis- 
miss that  with  that  statement,  that  is  all  there 
is  to  it. 

You  may  feel  I am  a little  egotistical  in  mak- 
ing the  talk  I have  made,  but  I believe  I am 
thoroughly  entitled  to  draw  the  conclusions 
indicated  in  my  papei-.  With  the  exception  of 
the  army  service,  I believe  I have  had  as  va- 
ried a service  as  any  man  in  Kentucky.  I 
started  on  a horse;  then  I got  a buggy;  then  1 
got  a car.  I am  now  ipart  owner  of  a 40-bed 
hospital,  and  I believe  I have  made  as  many 
consultations  in  the  home  as  any  man  in  Ken- 
tucky.That  is  some  of  my  experience,  and  1 
adhere  to  the  statements  I have  made. 

I want  to  thank  especially  these  men  who 
have  commented  on  the  paper.  I have  got  the 
reaction  that  I wanted.  I wanted  to  call  the 
attention  of  the  profession  to  these  things.  I 
find  that  some  of  them  have  had  a different 
experience  from  mine,  which  is  all  right;  they 
seem  to  have  enjoyed  it,  and  I have  nothing  to 
say  against  it.  tout  my  own  experience  has  been 
that  there  are  some  rather  “hard-boiled”  sur- 
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geons,  and  I am  not  going  to  take  it  back. 

I am  going  to  tell  you  a little  story  and  quit. 
I was  reared  in  the  country,  and  while  I was 
growing  up,  one  day  I was  at  the  dinner  table  in 
a home  where  there  was  a number  of  visitors. 
The  crowd  was  rather  large,  and  the  chicken 
was  rather  small.  There  was  a little  girl  there, 
and  another  visitor  besides  myself.  The  other 
visitor  got  hold  of  the  dish  of  chicken  first,  a 
he  was  very  slow  about  helping  himself,  and  he 
took  a very  large  (piece.  The  little  girl,  five 
years  old,  stood  it  as  long  as  she  could  and  then 
said,  “Mister,  please  don’t  take  it  all.” 

HEl’ENT  ADVAXt’ES  IN  PKEANES- 
THETU’  .MEDICATION'' 

Haki’er  E.  Richey,  ]\r.  D. 

Eouisvillc. 

IModcrn  iiifaticnts  seem  lo  have  little  fear 
of  the  oiieration  before  time  but  are  over- 
wrought a.s  to  the  aue.stbetie.  IMany,  par- 
ticularly those  who  are  neurotic  ami  easily 
up.set,  prefer  a general  anesthetic,  'fearing  the 
noises  of  the  operating  room  ami  its  sur- 
roundings. Much  of  this  can  he  eliminated 
by  the  jiroper  jrsyehic  approach  of  the  anes- 
thetists some  time  before  the  iirojio.sed  opera- 
tion. Talk  to  theim;  of  their  general  condi- 
tion, take  ,a  eomiplete  history,  and  make  a 
thorough  ])hysieal  examination,  and  make 
them  feel  that  you  are  omitting  nothing  in 
jireparation  for  this  oQi^erative  ordeal.  Sit 
and  talk  Avith  them  for  a feAV  minutes  after 
your  examination  is  finished  and  talk  of  triv- 
ial matters.  Be  their  friend  and  im'ake  them 
feel  that  you  have  their  interest  at  heart. 
Ex])lain  evhat  they  are  to  expect.  If  a pre- 
liminary hypnotic,  is  to  be  given,  explain  its 
effect  (if  the  patient  is  the  type  to  whom  you 
can  explain  such),  Avhether  they  are  to  be 
droAvsy  before  going  to  the  operating  room, 
or  mildly  satisfied,  or  asleep.  If  a general 
anesthetic  is  to  be  given,  assure  them  that  you 
will  be  Avith  them  constantly,  AAmtching  their 
condition  carefully,  and  that  they  Avill  aAA'ake 
before  returning  to  their  room  or  after  re 
turning. 

If  the  anesthetic  is  local  or  spinal,  explain 
your  procedure  and  calm  their  worries.  It 
is  a good  trait  to  be  a good  conversationalist 
as  Avell  as  an  anestheti.st  in  some  cases.  Some 
require  constant  A’oeal  encouragement  and 
others  desire  to  be  left  alone  entirely.  Some 
need  a constant,  lively,  cheery  conversation 
and  others  must  have  absolute  quiet  not  only 
from  the  ane.sthetists  but  from  the  surgeon 
and  operative  team  of  niu’ses  and  assistants 

Much  outside  of  drugs  can  aid  the  mental 
attitude  of  your  patient— cracked  ice  at  hand, 
cold  water  to  drink  Cnrovided  there  is  no  eon- 
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traindication j,  cold  toAvel  on  the  face,  com- 
fortable position  on  the  table ; with  spinal 
small  pilloAV  under  the  back  and  .softly  cush- 
ioned shoulder  braces. 

Every  method  possible  should  be  sought  to 
make  our  patients  come  to  the  operating 
room  satisfied,  (piiet,  and  Avith  the  utmast 
confidencie  in  our  ability  to  a\mid  pain  by 
AvhatcA'er  method  and  bring  them  through  to 
a speedy  recovery  and  health  Avith  as  little 
inconvenience  as  po.ssible. 

To  date,  no  one  method  of  anesthesia  has 
been  ideal  and  we  are  still  seeking.  General, 
rectal,  spinal,  intravenous,  local — -all  have 
their  advocates.  i\ly  dutj^  is  to  present  some 
recent  advances  in  pre-anesthetic  medication. 

Many  ncAV  hypnotics  of  the  barbituric  acid 
family  have  been  ])ushed  before  the  medical 
profession  Avith  little  or  no  chemical  or  phar- 
mocological  research  background.  The.v  are 
each  iind  everyone  ex;])loited  as  the  be.s't  and 
all  in  various  do.sagie.s  and  with  Amrious  re- 
sults. Before  ado])ting  any  Ave  should  knoAv 
their  coni|)o.sition — something  of  results 
achicA’cd  in  various  clinics  elscAvhere  and  cost 
as  compared  with  results. 

Preanesthetic  medication  is  indicated  not 
(inly  for  the  relief  of  anxiety  and  fear  of  the 
patient  but  it  is  of  definite  value  in  the  in- 
duction and  conduct  of  anesthesia.  Properly 
used,  Ave  have  an  ea.sy  induction  and  smooth 
course  during  the  entire  operation.  Less  anes- 
thetic is  reijuired  and  more  oxygen  may  be 
used  thus  avoiding  a dangerous  concentration 
of  the  anesthetic  agent  as  when  no  supple- 
mentary depression  is  used. 

Morphine  aind  scopalomine,  a combination 
frequently  used,  are  still  used  frequently  be- 
cause of  the  case  in  gi\dng  and  because  of 
years  of  use  Avith  nothing  better  in  vieAv. 
IMorphine  has  many  objections,  namely : 
Tendency  to  constipation  Avhich  hampers  post 
operative  course,  depresses  respiration  and 
interferes  Avith  rapidity  of  induction  of  anes- 
thesia, disturbs  cardohydrate  metabolism,  in 
that  it  dcter.s  the  blood  sugar  and  acid  base 
balattices  of  the  blood. 

Hyoscine  is  said  to  synergize  Avitli  mor- 
phine increasing  its  depressent  effect  on  the 
cortex  especially,  but  such  is  not  ahvays  the 
case  as  miany  patients  become  corifused  and 
at  times  maniacal. 

A study  of  such  drugs  has  been  made  by 
Leake  from  their  effects  upon  the  Basal  Me- 
tabolic rate,  tactile  discrimination,  respira- 
tion, pulse  rate,  and  blood  pressui'C.  As  a 
result  of  bis  observ'ations  on  barbital  and  its 
common  derivatives,  he  concluded,  “That  bar- 
bital by  mouth  may  be  used  as  a possible 
substilnt(‘  for  morphine  as  a pi‘c-ancstheti.‘ 
hypnotic  if  no  ])ain  is  iprtkscnt."  Barbital 
produces  reliiT  from  fcai-  and  anxiety,  tends 
to  produce  shaq),  relaxation  and  amnesia  in 
dos('s  of  one  to  one  and  <eic-iialf  grams  or 
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higher.  Basal  Metabolic  rate  is  idepressed  as 
with  morphine  but  there  is  no  residual  stimu- 
lation and  no  psychic  disadvantage  from 
hypodermic  administration.  A rash  may  be 
produced,  hoAvever,  and  with  presence  of  pain 
It  is  of  no  advantage. 

Leake  finds  that  any  of  the  derivatives  of 
phenobarbital,  as  amytol,  dial,  ipral,  neonal, 
phanodorn,  have  no  advantage  over  barbital 
as  hypnotic  agents.  May  1 again  reiterate 
a statement  previously  inmde.  “Very  few  new 
drugs  reach  clinical  trial  in  an  ideal  scien- 
tific manner.” 

Leake  found  barbital  tire  more  .satisfactory 
depresserrts  in  so  far  as  lorvering  of  basal 
metabolic  rate,  dulling  of  tactile  diserirrrina- 
tion,  and  tenderrey  toward  sleep  are  corr- 
cerrred.  Arrrjdol  arrd  pherro''arital  increased 
the  basal  metabolic  rate  especially  in  high 
doses. 

The  Gerrrrans  have  exploited  many  corrr- 
mercial  derivatives  of  urea  such  as : Adaliri. 
allonal,  amytol,  brorrrural,  cibalgin,  dial,  i^rral, 
Irrrnirral,  rrredirral,  pharrodorrr,  pyranrirrql, 
veranol,  etc.,  which  have  no  great  advantage 
over  barbital.  Such  cornbinatiorrs  as  allonal, 
cibalgin,  or  pyrarninal  Avlrich  corrtain  barbital 
or  its  derivatives  with  arrridopyrine  are  to  be 
•condemned.  Such  a combirration  is  a viola- 
tion of  rational  therapy  and  since  the  arral- 
gesic  coirrpo'nerrt  is  elrrrrinated  rrrore  rapidly 
than  the  hypnotic  there  is  danger  of  the  crr- 
rnrrlative  effect  of  the  latter,  particularly^  if 
repeated  doses  are  given  for  continued  anal- 
gesic actioin. 

Kfx'Taij  Paraldehyde  in  Tonsillectomy  in 
Children 

Rectal  administration  of  paraldehyde,  a 
drug  which  induces  a condition  very  similar 
to  deep  sleep,  giAxn  as  enema  in  bed,  neces- 
sitates very  little  anesthetic  but  delays  return 
to  consciousne.ss  considerably  although  anes- 
thesia is  light. 

Routine. 

(1)  Patient  admitted  the  night  before  the 
operation. 

(2)  Soap  suds  enema  in  the  morning. 

(3)  BoAvels  washed  out  one  hour  later. 

(4)  Paraldehyde  one  hour  be.fore  send- 
ing to  the  operating  room. 

Dosage. 

One  dram  paraldehyde  per  fourteen  pounds 
body  weight.  Paraldehyde  is  dissolved  in 
a solution  of  lukewarm  saline ; one  and  one- 
half  ounces  of  saline  per  one  teaspoonfull  of 
paraldehyde. 

-Method. 

Solution  .should  not  be  Avarmcd.  It  is  run 
in  slowly.  A well  lubricated  catheter  is 
pas.sed  into  the  rectum.  The  air  is  expelled 
from  the  fimnel  and  the  tubing  is  cliiiped. 
The  catheter  is  connected  to  the  tubing,  the 
clijp  is  I'eleased,  and  the  solution  is  run  in 


sloAvly,  ten  minutes  being  consumed  for  the 
Avhole  procedure.  When  all  the  solution  i.'^ 
in  the  rectum,  the  catheter  is  removed,  a pad 
is  placed  on  the  child’s  perineum  and  the 
nates  strapped  together.  The  child  is  placed 
on  back  with  legs  together  and  is  usually 
asleep  within  one-half  hour. 

Anesthetic. 

Open  ether  is  the  safest  and  best  anesthetic, 
requiring  a very  small  amount  and  is  taken 
Avith  very  little  struggle.  It  tends  to  raise  the 
blood  pressure  thus  counter-acting  the  fall 
that  paraldehyde  produces.  Ethyl  chloride 
is  safe  but  a large  amount  may  be  adminis- 
tered if  the  patient  .struggles  and  is  there- 
fore dangerous. 

Sodium  Iso-Amyl  Ethyl  Barbiturate 
(Sodium  Amytol) 

A basic  anesthetic  producing  comfort  to 
the  patient  during  induction  and  recovery, 
it  is  used  in  conjunction  AA’ith  inhalation, 
local,  and  spinal  anesthesia. 

Advantages. 

(1)  Induction  easy  and  painless,  uncon- 
sciousne.ss  comes  on  as  a natural  sleep,  res- 
piration quiet,  post  oji'erative  sleep  is  tAvelve 
to  seventy-tAA’o  hours,  total  lo.ss  of  memory 
for  events  and  pain. 

(2)  Small  amount  of  supplementary 
anesthetics  give  complete  anesthesia  and 
satisfactory  relaxation. 

(3)  Convalescence  more  comfortable. 

(4)  Helpful  in  poor  risk  cases  as  it  give.s 
light  anesthesia  and  requires  small  quantity 
of  inhalation. 

(5)  The  drug  is  antispasmodic  and  hyp- 
notic. 

(6)  Detoxifies  anesthetics  e, specially  local. 
DisadAAantages. 

(1)  Time  of  induction. 

(2)  Nece.ssity  O'f  supplementary  anes- 
thesia. 

(3)  Drop  in  blood  pres.sure  and  onore 
Avork  for  anesthetists. 

(4)  Requires  careful  ])OSt  operative  nurs- 
ing care. 

(5)  Contraindlicatecl  in  pulmonary  sup- 
puration, chronic  productive  cough  because 
of  danger  of  pulmonary  edema.  Old,  obese, 
debilitated  men  are  especially  apt  to  develope 
such. 

(6j  Delirium,  edema  of  the  lungs,  and 
nausea. 

Method. 

Tlu'  drug  is  in  crystaline  form,  a soluble 
alkaline  salt  Avith  a Ph  of  9.5  to  9.8,  fifteen 
grains  to  lan  ampule.  The  contents  of  the 
ampules  are  dissolved  in  ten  c.  c.  of  sterile 
di.stilled  Avater  and  if  the  solution  is  clear, 
it  is  ready  for  injection.  Before  the  injec- 
tion of  the  solution  it  is  Avell  to  advise  the 
patient  that  you  are  taking  a sample  of  blood 
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for  analysis  to  allay  any  fear  they  iniprn 
have. 

The  injection  is  made  nnJer  sterile  pre- 
caution, as  with  any  intravenous  injection. 
It  is  be.st  done  in  the  patient’s  room.  The 
blood  pressure  instrument  is  attached  to  the 
other  arm  and  the  blood  pressure  taken  about 
every  two  to  five  minutes  with  very  close 
supervision  of  the  patient. 

Dosaige. 

The  dosage  is  determined  by  first,  the  gen- 
eral condition  of  the  patient ; second,  the 
rate  of  onset  of  unconsciousness;  third,  fall 
in  systolic  blood  ])re.ssnre ; fourth,  the  age  ot 
the  patient ; fifth,  the  metabolic  rate  ; children 
and  adults  with  liwperthyroid  condition  re- 
quire more  drug  as  do  nervous,  apprehen- 
sive patieiats,  more  apathetic  patients,  less; 
elderly,  chronic,  debilitated,  shock  cases  re- 
quire a smaller  dose.  The  dosage  eonsequent- 
I3’  varies  but  the  average  normal  dose  is  fif- 
teen grains  for  a complete  sound  sleep.  Some 
give  one  and  one-half  to  three  grains  more 
than  the  amount  necessary  to  produce  sleej). 
The  solution  is  injected  at  the  rate  of  one  c.  c. 
]ier  minute  as  timed  by  a watch  to  avoid  too 
rapid  a drop  in  blood  pressure  or  a period 
of  apnea.  Should  the  lilood  pressure  drop, 
injection  is  discontinued  and  the  blood  pres- 
sure rises  or  may  give  one-half  c.  c.  1 :100t) 
adrenalin  intrannuscularly  and  usually  the 
blood  pressure  will  rise,  or  as  has  been  sug- 
gested by  one  writer,  to  prevent  such  a fall, 
give  1000  c.  c.  of  b'/o  glucous  with  one-half 
c.  c.  of  1:1000  adrenalin  one-half  hour  before 
sodium  amytol  is  injected  with  one-half  c.  c. 
Ej^hedrine  six  minutes  after  sodium  amytol 
unle.ss  blood  pressure  was  150  or  over  in 
young  people.  However,  the  blood  pressure 
was  mot  always  unaltered  by  this  method  but 
never  <lroj)ped  more  than  ten  to  twenty  IM.  31. 
General  Effect. 

The  patient  falls  a.sleep  during  the  admin- 
istration of  the  drug.  They  talk  and  are 
coherent  for  awhile  but  the  woials  become 
slower  and  more  drawn  out  and  suddenly 
they  fall  asleep  between  words.  Drowsiness 
ensues  three  to  five  minutes  after  the  injec- 
tion, then  profound  sleqp,  often  snoring 
respiration.  Thei-e  is  no  nausea,  vomiting, 
laryngospasm  or  excitement  before  sleep 
comes  on.  However,  apnea  or  Cheyne-Stokes 
respiration  may  occur  in  large  do.ses.  Pupils 
are  normal  in  size  or  slightly  contracted.  A 
gag  reflex  remains.  A sliiaht  relaxation  of 
rectal  and  vesicle  sphincters  occurs,  corneal 
reflex  abolished,  skin  reflex  is  practically 
never  absent.  The  blood  ])ressure  always  falls 
the  amount  depending  upon  the  condition 
of  the  cardio  vascular  system  and  is  more 
in  debilitated,  aged  and  hypertensive  cases. 
It  usually  falls  from  five  to  thirty  31.  31. 
systolic  and  five  to  twenty  diastolic.  The 
higher  the  pressure  the  greater  the  fall. 


Such  a fall  has  no  great  untoward  effect  and 
does  not  contraindicate  use  of  spinal  as  long 
as  the  patient  is  in  trendelenberg  position. 
Pulse. 

The  rate  is  slightly  increa.sed,  full  bound- 
ing, regular  and  never  dicrotic. 

Respiration. 

The  respiration  is  depressed,  shallow  and 
slow.  In  soTue  few  patients  there  is  pallor, 
some  cyanosis,  but  only  when  care  has  not 
been  taken  to  turn  the  head  to  the  side  or 
to  ])idl  up  the  jaAV  or  insert  an  airway.  The 
respiration  is  slow  until  consciousness  re- 
turns. Some  imucous  may  be  present  in  the 
throat  which  requires  removal. 

Genito  Urinary. 

There  i.s  no  disturbed  renal  function. 
Gathetei’ization  is  no  more  frequent  than 
after  other  operative  procedures. 

Gastro  lnte.stinal. 

The  patient  is  free  from  nausea  and  vomit- 
ing. The  drug  seems  to  depress  the  vomit- 
ing center  or  deerea.ses  gastro  intestinal  se- 
cretions. 

Nervous  Sy.stem. 

There  is  partial  muscular  relaxation  at  the 
time  of  unconsciousness.  The  reflexes  are  not 
abolished.  The  knee  jerks  and  the  pupils 
vary  in  activity.  Restlessness  of  recovery  is 
a reflex  activity  with  some  disorientation. 
3Ietabolie  Effects. 

There  is  a negligible  change  in  the  blood 
sugar,  COo  combining  power  and  N.  P.  N. 
Urine  is  normal  except  for  a trace  of  acetone 
and  a slight  decrease  ka  twenty-four  hour 
volume  out])ut  the  first  day  j)ost  operative. 
Recovery. 

The  recovery  is  slow.  The  first  twenty- 
four  hours’  sleep  is  in  naps,  lethargic  for  the 
next  twenty-fouic  31omory  of  the  first  three 
]K)st  operative  days  is  vague.  The  period  of 
uueonsciousness  is  variable  dei)ending  upon 
tlie  patient’s  condition  and  the  size  of  the 
dose,  a large  dose  causes  prolonged  sleep. 
Elderly  patients  are  slower  to  recover,  while 
active,  thyrotoxic  patients  recover  rapidly. 
Sixty  per  cent  of  the  patients  awake  enough 
to  talk  and  sip  Avater  in  four  and  one-half 
hours.  Thirh'-three  per  cent  awake  in  ten 
liours.  Seven  per  cent  are  unconscious  over 
10  hours.  None  sleep  longer  than  15  hom's. 
Restle.ssness  is  often  evinced  by  aimle.ss  moA'e- 
ment  of  the  arms  and  legs,  mogning,  talking, 
and  singing.  Some  require  restraint,  and  all 
respond  to  small  doses  of  morphine.  Rest- 
les.sness  often  seems  related  to  a full  bladder 
but  morphine  will  also  relieve  such  until  a 
later  spontaneous  evacuation  of  the  bladder. 
A iminimum  of  morphine  is  required  for  pain 
during  this  period  and  there  is  a definite  re- 
duction in  gas  pains. 

Indications. 

(1)  Spinal  when  indicated  as  best  anes- 
thetic at  hand  for  the  ca.se  when  patients 
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refuse  such. 

(2)  Local  aneasthetics  in  amounts  suffi- 
cient to  produce  drowsiness  by  vein.  Best 
used  by  mouth  in  local. 

(3)  General  inhalation  in  aipprehensive, 
nervous,  excitable  patients  and  children. 
Preliminary  Medication. 

It  is  best  to  use  no  other  drug,  Morphine 
has  been  used  but  it  seems  to  depress  respira- 
tion to  such  an  extent  that  cyanosis,  apnea 
or  cessation  of  breathing  may  occur  requir- 
ing artificial  respiration  or  carbon  dioxide 
and  oxygen  inhalation. 

Supplementary  Anesthetics.  Ether,  Nitrous 
Oxide  and  Oxygen. 

A few  cases  of  minor  nature  require  none 
other. 

Complications. 

(1)  Pulmonary’-  edema. 

(2)  Broncho  pneumonia. 

Other  Methods  of  Administration.  Oral, 
Rectal,  Intramuscularly. 

(1)  Oral,  As  used  orally  it  is  a valuable 
adjunct  Avith  NLO.  and  0^  in  cases  requiring 
little  or  no  muscular  relaxation. 

Dose. 

Adults  six  to  nine  grains  one  and  one-half 
to  two  hours  before  operation.  The  average 
patient  is  asleep  in  one-half  to  one  hour  and 
it  is  important  that  thej^  be  not  disturbed 
during  this  time.  There  should  be  no  \dsitors, 
the  ears  should  be  plugged  with  cotton  and 
silence  maintained  in  the  patients  room  and 
in  the  qperating  room.  The  patient  may 
awaken,  but  as  a rule  is  too  sleejiy  to  notice 
the  procedit)re  going  on  ai’onnd  him.  lie 
therefore  Avill  not  Avorry  much.  The  induc- 
tion of  the  anesthesia  Avill  be  easy.  Pre- 
quentlj",  however,  in  elderly  patients  there  is 
a marked  disturbance  of  the  heat  regulating 
center  and  patients  complain  qf  extreme  cold 
and  the  body  temperature  drops  to  ninety- 
six  to  ninety-five  degrees  Centigrade.  No 
blood  pressure  readings  are  required.  It  is 
less  time  consuming.  Post  operating  nausea 
and  vomiting  is  diminished  a:nd  po.st  opera- 
tive sleep  is  three  to  four  hours. 
Disadvantages  in  Rectal,  Oral,  and  Intramus- 
enlarly  Rates. 

Disadvantage  lies  in  variable  rate  of  ab- 
sorption. Cumulative  effect  of  large  doses 
occurs,  so  if  loss  of  eonsciousness  is  desired, 
the  intravenous  route  is  the  safest  and  most 
satisfactory,  as  results  are  more  uniform  and 
consciousness  is  regained  imore  quickly. 

Use  in  Local  or  Regional  xVnesthesia. 

In  fifty  per  cent  of  the  cases  sodium  amytol 
and  local  gave  satisfactory  results.  The 
patients  Avere  asleep  and  lelieved  of  excite- 
ment, free  of  apprehension  and  mental 
trauma.  Patients  in  .shock  wei'e  operated  with 
from  four  and  one-half  to  seven  and  one-half 
grains  intravenously  and  local.  From  the 
experience  of  IVIeCallum  and  Zerfas  it  is  best 


to  emploA'  various  general  anesthesia  ana 
spinal  in  preference  to  large  doses  of  sodium 
amj-tol  intravenously  and  local.  Four  and 
one-half  to  seven  and  one-half  grains  of 
sodium  plus  one-sixth  to  one-fourth  of  mor- 
phine one-half  to  one  hour  before  the  opera- 
tion giA’e  satisfactory  sedath'e  effects. 

Rectal  Administration  in  Children. 

Dose — Less  than  one  year,  one-half  grain. 

One  to  tAvo  years,  one  grain. 

Tavo  to  three  years,  three  grains. 

The  contents  of  the  eap.sule  are  dissolved 
in  clear  solution  in  distilled  Avater  and  given 
as  enema  one-half  hour  before  the  operation. 
If  the  child  is  old  enough  to  swalloAv,  give 
by  mouth  if  dose  is  less  than  ten  ggains. 
If  larger,  give  intravenously. 

Aa'ertin  (Tribrojiethyl  Alcohol) 

A Avhite  crystaline  solid  soluble  in  Avater 
to  the  extent  of  three  and  one-half  per  cent 
at  body  tenqAerature.  If  heated  above  forty 
degrees  Centigrade  or  exposed  to  light,  it 
(leeomip'oses  to  dibromacetaldehyde  and  hy- 
drobromic  acid  Avhich  are  very  irritating  to 
the  boAvels.  It  is  readily  absorbed  and  eli- 
minated by  liA’er  and  kitlneys  aind  appears 
in  the  urine  Avith  glycoronic  acid.  The  ex- 
cretion is  sloAV  and  fifty  to  scA'enty  per  cent 
is  excreted  in  urine  and  recovered  as  bromine 
diu'ing  the  firtt  twenty-four  hours.  The 
drug  should  be  used  as  a basal  anesthetic 
only ; complete  anesthesia  ncA’er  being  at- 
tempted alone.  It  is  of  definite  A'alue  in 
children,  avoiding  physical  shock,  and  in- 
ducing sleep  in  the  room. 

Indications. 

(1)  Highly  nervous,  hysterical  patients. 

(2)  Thyroid  operations. 

(3)  Fractures  of  the  aged,  lessening  the 
chances  of  pneumonia. 

(4)  Operations  on  the  mouth  or  face  Avith 
cautery. 

(5)  Children. 

( 6 ) Re.spiratory  conditions. 
Contraindications. 

(1)  Impaired  kidney  funetions  as  eA'inced 
by  (a)  iirinalysis  (b)  P,  S.  P.  (e)  Blood 
chemistry. 

(2)  Cachexia. 

(3)  Septicemia  Avith  marked  anemia. 

(4)  iMarked  hypertension. 

(5)  Inflammatory  or  ulcerated  rectum. 

ffi)  Hepatic  Lesions. 

(7)  Acidosis  and  blood  dyscrasias. 

(8)  Hypofnnctionintg  thyroid  (does  not 
eliminate  drug  readily). 

AdA^antages. 

(1)  Base  of  induction. 

(2)  Better  relaxation  than  is  po.ssible 
Avith  other  light  anesthetics. 

(3)  hloderately  prolonged  post  operative 
sleep. 

(4)  Reduction  in  post  anesthetic  nausea 
and  A'omiting. 
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(5)  .Small  aiuouaii  oi'  inlialatiou  aiios- 
thesia  involved. 

Administi'ation. 

The  routine  is  as  for  any  other  anesthetic. 
A cleansing  enema  in  the  evening.  Morphine 
one-sixth  grain  one  hour  before  the  opera- 
tion and  avertin  one-half  hour  after  mor- 
phine. In  .small  children  one  may  omit  the 
enema  as  it  makes  no  igreat  difference.  Aver- 
tin is  obtained  in  a .solution  of  anylene  hy- 
drate one  e.  c.  containing  one  gram  avertin 
with  distilled  -water  Q.  S.  to  make  a three 
j)er  icent  solution  and  heateil  to  forty  degrees 
Centigrade.  The  avertin  in  calculated  dosage 
is  added  to  the  .solution  and  shaken.  Be  .sure 
not  to  heat  the  solution  after  the  avertin  has 
been  added.  A few  c.  e.  of  the  .solution  is 
placed  in  a test  tube  and  a few  congo  reel 
1 :1000  added.  If  the  color  is  unchangea* 
the  enema  is  ready  for  use.  Instillation  is 
given  in  the  patient’s  room.  The  patient  is 
})laced  on  his  sitle  in  Simms  position.  A small 
rectal  tube  is  passed  six  to  eight  inches.  The 
solution  is  allowed  to  run  in  by  gravity.  If 
the  jiatient  is  nervous,  assure  them  that  the 
jirocedure  is  only  a test  enema  to  be  retained 
for  a few  minutes  and  by  the  time  they 
realize  the  situation  they  are  too  drow.sy  to 
care. 

Dosage. 

As  with  amytol  see  the  patient  beforehand; 
males,  thyroids,  extremly  nervous  patients, 
children,  fat  patients  require  a large  do.se 
and  old  people,  hypertensions  require  less 
than  normal  doses.  Great  pain  naturally 
reejuires  a large  dose  to  induce  sleep.  The 
usual  dose  is  eighty  to  one  hundred  mg.  per 
kilogram  body  weight  in  a two  and  one-half 
to  tliree  per  cent  solution.  The  dose  is  usual- 
ly six  to  eight  grams.  If  the  content  is  not 
.sufficient  to  produce  sleep  add  fifteen  to 
twenty-five  mg.  per  kilogram  body  weight, 
but  such  is  not  usually  neces.sary. 

Anesthesia  During  Operation. 

Often  operations  of  minor  nature  may  be 
carried  f>n  withoiit  supplementary  anesthesia. 
Before  beginning  the  operation  saturate  a bit 
of  gauze  with  ether  and  hold  it  before  the 
patient’s  nose;  with  no  change  in  respiration 
the  operation  may  proceed  without  any  fur- 
ther anesthe.sia,  but  if  the  patient  coughs  or 
holds  the  breath  a supplementary  anesthetic 
is  required.  NoO,.  is  u.sually  sufficient  though 
ether  may  be  necessary  when  relaxation  is 
reejuired.  It  is  given  slowly  and  when  cough- 
ing occurs  the  amount  is  le.ssened.  As  a rule 
the  amount  required  for  major  operations 
is  one  to  three  drams  and  is  sufficient  to  give 
complete  relaxation. 

General  fdianges. 

Naus(‘a,  vomiting  and  distention  is  infi*e- 
(pient.  Dost  operative  urine  shows  le.ss  ace- 
tone than  with  ether.  There  are  slight  blood 
changes.  The  fall  in  blood  pressure  is  seldom 


[March,  19:52 

alarminjg  if  drug  is  used  in  moderate  doses. 
As  with  amytol  the  greatest  drop  is  in  hy- 
perten.sion  cases.  It  usually  occurs  fifteen 
minutes  after  sleej)  ensues  and  ranges  from 
ten  to  thirty  i\I.  M.  depending  on  age,  ori- 
ginal blood  pre.s.sure  and  general  physical 
condition.  Fifteen  minutes  after  the  blood 
])ressure  drops  there  is  a gradual  return  to 
normalcy.  If  delayed,  adrenaline  is  given 
followed  by  eplKulrine.  The  respiration  is 
shallow,  but  tjie  rate  is  normal  or  increased. 
Slight  cyanosis  may  occur  pjnrticularly  in  pa- 
tients with  preoj)erative  imuridiine.  Such 
cyanosis  depends  upon  ])atient’s  condition, 
anato:my  of  air  passages,  and  the  diose  of  aver- 
tin. The  jHipils  are  contraeded  and  react  to 
light.  Conjunctival  reflex  is  absent,  slight 
corneal  reflex  is  pre.sent,  and  skin  reflex 
intact. 

Post  Operative  Care. 

(1)  Morphine  for  i)ain. 

(2)  Elevate  foot  of  the  bed  about  ten 
inches  until  patient  is  conscious  to  prevent 
shock. 

(3)  Keep  the  jaw  elevated. 

(4)  With  prolonged  recoverj^  give  epbe- 
drine  or  thyroxin. 

Rectal  Ether 

An  anesthesia  pi’oduced  by  absor]>tion  of 
ether  from  the  lower  intestinal  tract. 
Indications. 

j[l)  Pulmonary  conditions. 

(2)  Obstetrics. 

(3)  Surgery  of  the  face,  neck,  brain,  and 
.spinal  cord. 

Advantages. 

(1)  Access  to  face  is  difficult  for  ane.s- 
thetists  under  inhalation  anesthesia.  Such  is 
avoided  by  use  of  rectal  ether. 

(2)  The  amount  of  ether  compares  favor- 
ably with  that  given  by  inhalation. 

(3)  Anesthetists  able  to  chart  blood 
'pre.ssure,  pulse,  and  respiration  during  the 

operation. 

Technique  of  Administration. 

Two  days  before  the  operation  an  aperient 
is  given.  The  day  before  a light  diet.  In  the 
morning  enema,  and  a bowel  wash  in  the  eve- 
ning. On  the  day  of  the  operation  one  and 
one-half  hours  jirior  to  the  ojieratio]!  the  first 
injection  is  given  consisting  of  chloretone 
twenty  grains,  ether  one-half  ounce,  paralde- 
hj'de  two  to  four  teaspoonfuls,  paraffin  one 
ounce,  followed  in  forty-five  minutes  by  sec- 
ond injection  of  seventy-five  per  cent  ether 
in  paraffin  (ether  six  ounces,  paraffin  two 
ounces).  The  patient  is  drowsy  before  the 
second  injection,  in  fact,  may  be  .sound  asleep. 
Twenty  minutes  after  the  second  injection 
the  patient  is  .sleepy,  in  thirty  minutes  he 
is  asleep  and  anesthetic  in  forty  minutes. 
Should  there  be  any  difficulty  in  the  reten- 
tion of  the  second  injection,  drop  a few  drops 
of  chloroform  on  tlie  mask  and  when  the 
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inixtiu'e  is  being'  introduced  let  patient  in- 
hale  and  they  relax  and  the  solution  runs 
in  easily.  Such  an  anesthetic  affects  all  peo- 
])le  differently  and  one  cannot  foretell  when 
supplementary  anesthesia  may  be  necessary. 
Intra  pharyngeal  ether  may  be  used  but  is 
rarely  nece.ssary.  Anesthesia  is  light  but  at 
all  times  only  an  analgesia.  The  rate  of  ab- 
sorption of  ether  is  one  and  one-half  to  two 
ounces  per  hour  thus  such  even  absorption 
products  an  even  anesthesia  without  danger 
of  overdosage.  The  patient  is  asleep,  face 
flushed,  breathing  quiet,  jaw  seldom  relaxed 
enough  to  obstruct  airway.  The  pupils  re- 
act to  light,  the  pulse  is  slower  than  in  in- 
halation ane.sthe.sia.  Slight  movements  of  the 
ipatient  may  occur.  It  has  little  effect  on 
the  blood  pre.ssure  even  after  prolonged  use. 
rienerally  a .slight  rise  at  first,  then  a drqj^ 
to  a steady  level  uidess  a shock  or  a hemor- 
rhage occurs. 

Post  Operative. 

The  color  is  good.  The  jiulse  and  condi- 
tion of  the  patient  is  good.  There  is  no  ex- 
haustion present.  Sleep  is  from  two  to  four 
hours.  There  is  no  vomiting  and  few  res- 
piratoiy  complications  and  infrequent  bowel 
complications. 

Sodium  Ethyl  Methyl  Butyl  Barbiturate 
(Sodium  Embutol  or  Nembutol) 

This  drug  is  essentially  an  antispasimodic 
anesthetic.  It  differs  from  sodium  amytol 
in  that  there  is  less  delirum  and  the  same  ef- 
fect can  be  produced  by  one-half  the  dosage. 
The  period  of  recovery  is  only  one-half  as 
long  and  there  is  less  restle.ssness.  It  is  more 
valuable  for  ^ireparing  patients  for  operation 
because  of  its  sedative  value,  consequently  it 
is  valuable  in  local  anesthesia.  The  solution 
for  intravenous  use  is  6.66  jier  cent  or  one 
gram  to  one  c.  c.  The  maximal  dose  is  seven 
and  one-half  grains,  the  average  dose  is  three 
aiul  one-half  grains.  Sedation  is  obtained  by 
giving  one  and  one-half  grains  to  four  grains 
by  imouth  with  one-sixth  to  one-fourth  mor- 
jihine  by  hyiT*erderm.ic'  thirty-five  to  forty- 
five  imjnute.s  before  the  operation.  It  may  be 
given  the  night  before  and  repeated  in  the 
morning  one  and  one-half  hours  before  the 
operation  thus  allaying  fear  and  keeping  the 
patient’s  tolerance  normal  for  the  anesthetic, 
ancl  allaying  serious  morbidity  and  mortality 
incident  to  the  administration  of  igieneral  and 
local  anesthesia.  In  the  Mayo  Clinic  during 
the  year  1930  this  drug  was  used  more  than 
sodimm  amytol  and  Avith  better  success. 
Sodium  Secondary  Butyl  Beta  Bromallyl 
Barbituric  Acid  (Pernocton) 

A complex  syntlictic  bjirbitiirate  Avhich  is 
less  cflecliv'i'  Ilian  sodium  amytol  or  nembu- 
O'b  It  is  used  intravenously  (‘XclusiA'ely. 
Induction  is  rapid  and  similar  to  that  of 
sodium  amytol.  The  patient  is  sleepy,  slow 
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in  answering  que,stions,  (piiet,  natural  sleep. 
There  is  no  change  in  the  pulse  or  blood  pres- 
sure. The  respiration  is  sIoav  but  the  am- 
plitude is  greater.  The  pupils  are  the  same 
as  with  sodium  amytol.  The  jaw  is  relaxed 
necessitating  an  aii-AA-ay.  The  post  operative 
sleep  resembles  normal  sleep.  Deep  sleep 
Cihanges  to  semi-consciousness  and  the  pa- 
tient can  be  aroused  to  ansAver  questions  and 
take  fluids,  but  if  left  alone  lapses  into  sleep. 
The  memory  of  jiast  events  is  nil  Avhen  fully 
awake.  Restlessness  occurs  only  occasionally  ; 
rai’ely  chronic  muscular  contractions  of  one 
to  two  hours  duration.  No  delirium,  excite- 
ment, hallucinations,  respiratory  or  circula- 
tory depression  is  present. 

Determination  of  Dosage. 

It  is  given  in  a ten  per  cent  soluticwi.  It  is 
put  u(p|  in  ampules  of  2.2  c.  c.  each  ready  for 
injection.  The  avei'age  hypnotic  dose  is  4.5 
grams,  the  average  A’olume  is  only  three  c.  c. 
It  is  given  at  the  rate  of  one  c.  c.  per  minute 
for  if  given  more  rapidly  it  may  cause  toxic 
.symiitoms  from  precipitation  of  barbituric, 
acid  if  the  solution  is  throAvn  into  the  blood 
stream  too  raiiidly.  Bumm  recommends  one 
c.  c.  for  every  thirty  jiounds  body  Aveight  Avith 
an  average  of  four  to  five  c.  c.  If  morphine 
is  given,  the  dose  is  necessarily  reduced  to  two 
to  four  c.  c. 

As  Avith  other  drugs  discussed,  Avorry,  fear, 
pain,  fever,  nervousness  inhibit  the  'action  of 
the  drug  and  require  larger  doses.  Such  fac- 
tors accelerate  elimination  and  the  effect 
produced  is  shoi'ter.  The  dose  as  calculated 
is  not  so  important,  but  the  drug  is  given 
until  the  desired  effect  is  obtained.  Hypnotic 
doses  should  never  be  exceeded,  and  general 
or  local' anesthesia  is  u.sed  in  all  cases  to  sup- 
pleiment  (]1ernocten.  The  administration  of 
the  drug  is  given  in  the  patient’s  room  Avhich 
is  dark  and  quiet.  The  jiatient  is  placed  in 
a comfortable  position  and  relaxed.  A pre- 
liminary of  morphine  is  given  one  hour  pre- 
viously. The  induction  of  supplementary 
anesthesia  is  smooth,  relaxation  is  good,  post 
operative  A'omiting  is  reduced.  With  the  use 
of  gas  induction  is  very  much  simplified. 
There  is  good  anesthesia  and  relaxation  Avith- 
out  anoxemia  or  additional  ether.  It  is  ex- 
cellently used  in  conjunction  Avith  spinal  or 
local  and  acts  as  a prophylactic  and  antidote 
for  cocaine  poisoning. 

Luminal  Phenobarbital 

This  drug  in  ncAV  form  of  sodium  luminal 
is  rapidly  soluble  by  oral  or  rectal  route  as 
Avell  as  by  hyperdermic  injection.  The  effect 
produced  is  sedative  and  antispasmodic.  If 
the  administration  by  mouth  is  not  feasible, 
the  contents  of  tlu'  capsules  may  be  dissolved 
ill  water  and  given  piu'  |•e(■tunl.  ll  is  not 
be  used  1(»  prodiun'  slet'p  but  einchaiu*es  the 
use  of  either  general  or  local.  It  I'educes  the 
amount  of  anesthetic  requii'ed  andl  prolongs 
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the  effect  of  both. 

Indications. 

(1 ) Abdoaninal  section  requiring  ordinary 
manipulation. 

(2)  Kadical  brea.st  amputations. 

(3)  Toxic  goitre  oases. 

(4)  Rectal  operations  under  luminal  and 
gas. 

(5)  Local  anesthetics: 

(a)  Removes  j^)sycluc  elements  lof  in- 

jection. 

(b)  Antiilote  for  novocaine. 

(6)  Use  in  .spinal  vith  caution. 

(a)  Patient  may  be  unco-operative. 

(b)  The  flow  of  spinal  fluid  is  slow 

because  of  lowered  blood  jires- 
sure. 

(e)  C'ontinued  low  blood  pressure  by 
both  methods  is  objectional. 

Advantages. 

(1)  I'sychie  droadi  is  removed.  The  pa- 
tient talks  and  is  co-operative. 

(2)  The  quantity  and  eonceutration  of 
gas  is  lessened,  thus  cyanosis  and  bleeding  is 
lessened  and  haemostasis  is  facilitated. 

(3)  The  post  operative  sweating  is  prac- 
tically done  away  with.  The  nausea,  is  les- 
sened and  fluids  are  readily  taken  by  mouth. 

(4)  There  is  a welcome  post  ojperative 
sleep  of  many  hours. 

(5)  The  nursinig  care  is  lessened. 

(6)  The  raiiige  between  therapeutic  and 
the  toxic  dose  is  large. 

Phy.sical  Changes. 

The  hlood  ])ressure  drojis  in  most  cases  ten 
to  twenty  IM.  i\I.  It  rises  in  some  ten  to 
twenty  jM.  M.  or  imore,  and  in  a few  hour.s 
there  is  no  change.  Lowered  and  ulnaffected 
read  digs  occur  frequently  in  both  toxic  and 
non-toxic  cases.  Seldom  does  the  blood  pres- 
sure vary  in  either  direction  le.ss  than  ten 
51.  51.  The  pulse  and  re.spiration  is  similar 
tOi  ca.ses , prepared  with  other  hypnotics 
studied. 

Dosage. 

5’’ariations  as  to  the  type  of  individual 
judged  as  with  other  drugs  discussed.  The 
normal  pa  dent  tolerates  fifteen  grams  pro- 
vided the  blood  pressure  is  not  too  low.  A 
semi-anesthetic  dose  is  given  in  milk  pow- 
dered three  hours  before  the  operation  after 
a preliminary  of  two  to  three  teasijaoonfcils 
of  paraldehyde  the  night  before  the  opera- 
tion or  chloral  hydrate  10  to  15  grams.  There 
are  two  methods  of  adiministi’ation : Divided 

dosage,  and  single  dose. 

Advantages  of  Single  Dose. 

(1  ) 51ore  effect  secured  on  the  table  and 
continued  loulgier  than  in  broken  dose. 

(2)  Full  soporific  effect  obtained  when 
most  needed. 

(3)  Cumulative  risks  avoided. 

(4)  Patient  is  not  awakened  i-epcatedly. 

(5)  The  nurse  is  spared  the  resivonsibility 


of  judging  patients  necni  as  with  the  broken 
dose. 

Broken  Doses. 

(.1)  No  preliminary  of  chloral  or  paralde- 
hyde required  the  night  before  as  with  the 
single  dose. 

(2)  If  the  ])atient  is  sensitive  to  the  drug 
such  an  idiosj-ncrasy  can  be  discovered  and 
the  drug  discontinued. 

The  broken  doses  are  administered  accord- 
ing to  the  total  dose  required  and  the  time 
of  the  operation  in  the  morning.  For  in- 
stance: A total  dose  of  fifteen  grains  is  to 
be  given.  Three  grains  are  given  at  nine 
and  twelve  p.  m.,  three,  six,  and  nine  a.  m. 
for  a ten  o’clock  operation.  When  more  than 
fifteen  grains,  say  twenty-one  grains,  are 
given,  the  drug  is  given  in  seven  doses  of 
three  grains  each  at  three  hour  intervahs — two 
five,  eight,  and  eleven  p.  m.,  atod  at  two. 
five,  and  eight  a.  m.  This  brings  the  pa- 
tient partly  wakeful  and  rational  to  the 
operating  room.  They  feel  dopey,  but  talk 
intelligently  and  are  cognizant  of  their  sur- 
rounding’s, but  apparently  evince  no  interest. 

In  toxic  goitre  cases  the  dosagie  depends 
upon  the  basal  metalic  rate. 

Plus  twenty  give  eighteen  grains. 

Plus  thirty-five  give  twenty-one  grains. 

Plus  fifty  give  twenty-four  grains. 

If  the  patient  is  particularly  i;nruly  give 
twenty-seven  grains. 

Post  Operative  Phase. 

A great  majority  of  patients  have  no  nee<l 
of  a post  operative  sedative,  but  that  small 
group  which  had  unsuffieient  luminal  at  the 
time  of  the  operation  may  be  given  one  and 
one-'half  giains  of  luminal  every  four  hours 
for  5 doses  or  as  long  as  restlessness  or  con- 
plaining  occurs.  If  pain  is  present  jiyra- 
midon  is  given,  but  give  five  grains  eyery 
four  hours  to  avoid  the  use  of  morphine. 
The  ordinary  duration  of  anesthesia  with  this 
drug  lasted  twenty-six  hours  in  the  average 
individual  with  variations  in  the  others  from 
six  to  eighty  hours.  If  morphine  is  required, 
the  amount  and  firquency  of  its  use  is  much 
less  frequent  than  otherwise.  5Iorphine 
s/hould  be  used  for  true  post  operative  pain, 
but  such  factors  as  uncomfortable  position, 
desire  to  sleep,  headache,  achinigi  bones  and 
joints,  gas  pains,  bladder  tenesmus  or  nerv- 
ousness call  he  taken  care  of  by  a good  nurse 
and  analgesics.  51orphine  is,  however,  of 
definte  value  in  toxic  goitre  case.s,  and  excita- 
tion and  nervousness  after  luminals.  Ag:ain 
before  giving  morjihine  use  restraint,  have  a 
quiet,  darkened  room  and  a soothing,  soft- 
voiced  attendant. 

Fntoward  Effects.  Rarely  5ranifestiHl. 

( 1 I Difficult  to  get  decji,  surgical  anes- 
tliesia  because  of  depre.ssed  respiration. 

(2)  Diplojiia,  vertigo  and  luy.iness  of 
vision  in  some  cases. 
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Conclusions 

( 1 ) Preanesthetic  medication  in  some  form 
should  be  used  prior  to  every  anesthetic 
whether  »'cneral,  local  or  spinal. 

(2)  Sodium  amytol  intravenously,  aver- 
tin  rectally,  should  be  used  only  in  specially 
selected  cases. 

(3)  That  for  onddnary  clinic  work  where 
one  operation  follov/s  another  intravenou.sly, 
sodium  amytol,  avert  in,  rectal  ether,  pernoc- 
ton  are  too  time-consuming-  to  be  of  practical 
value. 

(4)  That  such  drugs  should  he  used  only 
as  basal  anesthesia  and  should  never  be  used 
to  approach  the  state  of  ge^neral  anesthesia 
as  there  is  too  narrow  a margin  of  .safety  be- 
tween the  dose  cau.sing  real  anesthesia  and 
that  depressing  the  meilnllary  centers. 

(5)  That  barbital  is  as  effective  as  any 
of  its  derivatives  as  a preanesthetic  agent 
and  is  cheaper. 

(6)  Proper  preane.sthetic  medication  les- 
sens concentration  of  inhalation  gases  and 
ether,  ahd  increases  the  aimiount  of  oxygmi 
comi?l3nent  thei-eby  avoiding  anemia,  in- 
ci'eases  smoothness  of  induction  and  cour.se  of 
anesthesia. 

(7)  Preanesthetic  medication  is  a distinct 
aid  to  the  patient  in  that  he  is  spared  pre- 
operative fear,  anxiety  and  wori-y  and  that 
he  is  given  the  better  conduct  of  the  anesthe- 
tic and  many  comfortable  post  operative 
hours. 

(8)  That  the  proper  psychic  approach  to 
the  patient  is  a valuable  adjunct  to  pre- 
anesthetic  medication. 

(9)  That  patients  vary  as  to  their  reac- 
tions to  various  drulgis  and  various  dosages 
according  to  race,  tempenment,  age  and  gen- 
eral condition. 

(10)  Avertin  and  sodium  amytol  need  con- 
stant careful  supervision  in  administration. 

(11)  That  all  drugs  decrease  post  operative 
nausea  and  vomiting,  gas  pains  and  other 
post  operative  complications. 

(12)  Avertin  produces  more  muscular  re- 
laxation than  sodium  amytol  and  other  pro- 
ducts, but  is  more  toxic  and  has  a more  limit- 
ed field  of  usage. 
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DISCUSSION 

J.  R.  Wathen,  Louisville:  I think  it  is  time 

for  us  to  distinguish  between  the  barbituric 
salts.  The  great  trouble  has  been  the  confu- 
sion. We  think  they  are  all  one  and  the  same, 
but  there  is  a great  distinction  between  them. 
The  chemical  composition  is  very  similar.  None 
of  them  is  an  anesthetic;  they  are  simply  seda- 
tives. As  regards  luminal  and  veronal  and 
nemutal  and  amytal  there  is  a wide  distinction. 
In  the  first  place,  luminal  is  a phenol  prepara- 
tion, contains  carbolic  acid,  is  irritating  to  the 
stomach  and  leaves  the  patient  in  a dizzy  condi- 
tion. If  you  give  much  luminal  they  will  get 
uip  and  reel  around  the  room.  It  is  a bad  prep- 
aration for  that  reason.  Luminal  has  been  used 
a good  deal  to  decrease  hypertension  cases 
where  the  blood  pressure  is  high.  It  will  re- 
duce the  blood  pressure  decidedly,  but  that  is 
a disadvantage.  In  some  cases  where  we  have 
a low  diastolic  blood  pressure,  where  there  is 
auricular  fibrillation,  for  instance,  it  is  a serious 
thing  to  give  luminal,  hut  much  to  advantage 
you  can  use  veronal 

An>yt?^  lowers  blopd  pressure.  Amytal  is 
being  used  now  entirely  by  the  cardiorenal  men 
who  make  a specialty  of  electrocardiographic 
work.  They  recommend  a grain  and  a half  of 
amytal  in  preference  to  luminal  to  reduce  blood 
pressure.  That  is  an  imiportant  point  for  it 
does  not  reduce  the  blood  pressure  rapidly. 

The  best  preparation,  in  my  opinion,  of  all 
these  pre-anesthetic  types  of  preparations  is 
veronal,  and  the  elixir  is  better  than  the  tablets. 
So  many  anesthetists  give  a tablet  an  hour  or 
two  hours  before;  it  will  stay  in.  the  stomach; 
it  is  only  soluble  in  acetic  acid.  There  is  no 
use  trying  to  give  them  a tablet  of  veronal, 
but  give  the  elixir  of  vei  onal  that  h.as  been  dis- 
.solved  in  a preparation  of  acetic  acid,  and  it 
is  readily  absorbed  either  by  the  rectum  or  by 
the  stomach.  It  does  not  decrease  blood  pre^ 
sure,  but  in  fact  it  holds  the  blood  pressure 
just  about  where  it  would  naturally  be.  That 
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i's  a very  important  point. 

Of  all  those  barbituric  salts  thei’e  is  only  one 
that  acts  upon  the  vomiting  center  of  the  'brain, 
and  that  one  has  been  proven  to  be  veronal, 
'that  was  found  out  by  the  Bureau  if  Standards 
in  connection  with  some  exiperimental  work  that 
the  Navy  asked  the  United  States  Government 
to  perform  to  find  out  what  would  prevent 
nausea  and  sea  sickness,  and  the  transatlantic 
steamers  now  are  using  it.  The  Government 
highly  endorses  it.  Veronal  can  be  used  so  nicely 
in  the  form  of  an  ehxir;  it  's  the  only  drug  act- 
ing on  the  vomiting  center  of  the  ibrain.  An 
other  very  important  thing  is  that  it  is  not  fol- 
lowed by  a headache.  If  you  use  luminal  or 
amytal,  so  often  there  is  an  intense  headache 
following  its  administration,  which  is  a very 
imiportant  point. 

As  regards  nemutal,  put  up  by  Abbott,  I have 
never  gotten  any  results  from  it  at  all.  I simply 
arise  to  condemn  it. 

Amytal  is  a good  preparation.  If  you  use 
sodium  amytal  in  the  form  injected  into  the 
veins,  slowly,  it  puts  the  patient  sound  to 
sleep.  That  is  not  what  we  want  in  most  anes- 
thetics in  connection  with  local  anesthesia,  espe- 
cially goiter  work.  You  want  the  p.itient  to  be 
still  conscious,  but  to  be  drunk,  to  be  drowsy, 
you  want  to  be  able  to  talk  to  them  and  to  see 
if  you  are  injuring  the  recurrent  laryngeal 
nerve. 

There  is  a wide  distinction  between  amytal, 
luminal  and  veronal,  between  all  of  them,  and  f 
think  we  should  use  them  with  caution  for  the 
reason  that  we  should  understand  the  physiolo- 
gical action  of  those  drugs. 

A.  D.  Willmoth,  Louisville:  This  paper  and 

the  last  one  on  the  proga-am  this  afteimoon  are 
two  very  important  papers,  both  to  the  sur- 
geon and  the  practitioner;  who  has  to  do  with 
the  case  before  it  is  operated  on,  and  iperhaps 
afterward. 

Pre-medication  of  the  patients  has  much  to 
do  with  the  operative  work  and  also  the  post- 
operative recovery,  that  is  at  least  for  the  next 
few  hours. 

I want  to  call  your  attention  to  the  drugs 
that  the  Doctor  mentioned.  Personally,  in  my 
own  work,  for  a number  of  years  I have  used 
morphine  and  atropine — ^atropine  for  the  pur- 
pose of  drying  uip  the  secretions  in  the  mouth, 
usually  1/125  of  a grain  to  the  adult,  and  1/6 
of  a grain  of  morphine  to  the  average  adult.  I 
have  never  had  but  two  patients  in  a number  of 
years  in  whom  the  respiration  was  slowed  down 
by  the  action  of  the  opium.  If  there  is  any 
known  drug  that  is  favorable  to  shock  it  is 
morphine;  that  is  the  one  that  you  would  think 
about,  and  if  you  have  the  patient  under  the 
influence  of  it,  unless  there  is  some  contraindi- 
cation you  ceilainly  :u(>,  in  ;»  way,  combating 
the  .shock. 

There  is  one  ipoint  I want  to  call  to  your  at- 
tention, and  that  is  with  reference  to  amytal. 


Personally  I do  not  use  it.  Why?  Jr.st  re- 
member, gentlemen,  that  it  is  not  an  accepted 
drug,  that  it  is  in  its  experimental  stage,  and 
if  you  have  an  accident  it  is  just  too  bad,  you 
haven’t  any  defense,  you  are  giving  a drug  that 
IS  not  accepted  as  an  official  preparation,  and 
tor  that  reason  I don’t  use  it.  1 know  tnere  are 
plenty  of  good  men  who  use  it,  better  men  than 
1 am,  perhaps,  but  I just  like  to  play  safe,  and 
want  to  again  call  your  attention  to  the  fact 
that  it  is  not  an  accepted  preparation. 

Since  the  title  of  the  essayist’s  paper  was 
pre-medication,  I think  that  it  does  the  patients 
good  to  alkalinize  the  system  before  they  are 
given  an  anesthetic  and  operated  upon.  Per- 
haps all  of  you  are  familiar  with  the  work  ot 
Matas,  I think  it  was,  who  gave,  just  following 
the  anesthetic,  before  the  patient  left  the  op- 
erating table,  a bottle  of  Coca-Cola  through  a 
tube,  washing  out  the  stomach  through  a small 
tube  and  introducing  the  Coca-Cola  at  once. 
He  got  the  effect  of  the  carbonic  water,  the  ef- 
tect  of  the  alkalinity;  and  the  effect  of  the  glu- 
cose, and  he  got  the  effect  of  the  liquid,  which 
was  desirable.  Personally  I have  never  tried 
this,  but  for  a number  of  years  I have  alkali- 
nized  the  patient’s  system.  It  doesn’t  matter 
whether  you  do  it  with  Kalak  water  or  bicarbo- 
nate of  soda  or  any  alkaline  prepai’ation  you 
want  to  use,  but  I am  thoroughly  convinced  that 
if  you  will  alkalinize  your  patient  it  will  take 
a little  longer  to  prepare  your  case  but  the 
time  is  well  spent  in  the  hospital,  because  even- 
tually it  shortens  the  time  after  the  operation. 
You  will  be  suiTprised  how  few  patients  will  have 
nausea  and  vomiting  following  anesthetics  if 
you  will  take  the  trouble  and  the  time  to  explain 
to  the  patient  that  you  want  just  about  twelve 
hours  more  time  to  prepare  them  for  the  opera- 
tive work.  I know  how  it  is  with  all  of  us — they 
come  in  tonight  at  eight  o’clock  and  want  to 
be  operated  on  at  seven  in  the  morning.  If 
you  can  explain  to  them  that  if  they  will  just 
give  you  one  more  day  you  can  reasonably  as- 
sure them  the  time  will  be  short  in  the  post-  op- 
erative part  of  the  case  and  it  will  be  of  gi'eat 
advantage.  Alkalinize  that  patient’s  system  by 
any  method  that  you  are  familiar  with,  that  you 
like  or  prefer,  and  you  will  be  surprised  how  few 
patients  will  have  post-operative  vomiting. 

M.  Casper,  Louisville:  No  two  surgeons  or 

anesthetists  have  the  same  drug  or  method  for 
anesthesia,  but  we  are  meeting  here  in  the 
shadow  of  the  great  Henry  Clay  w'ho  was  a great 
compromiser,  and  I offer  as  a solution  my  way 
of  using  it,  not  giving  one  drug,  but  giving  a 
combination  of  several  of  them.  I use  both 
Dr.  Wathen’s  veronal  or  luminal  and  Dr.  Will- 
moth’s  morphine  and  atropine,  and  I find  it 
works  very  admirably  because  you  do  not  have 
to  have  an  exce.ssivo  dose  of  either.  After  all, 
these  drugs  all  belong  to  tlie  depressant  class, 
and  many  times,  too  large  a ilose  is  given  of  :i 
particular  drug  and  it  depresses  the  patient. 


March.  1932] 


KENTUCKY  MEUICAL  JOVBNAL 


161 


I disagree  with  Dr.  Wathen  a little  about 
luminal.  I use  both  luminal  and  veronal.  It 
does  give  you  a certain  species  of  delirium  or 
drunkenness,  or  whatever  you  want  to  call  it. 
ihese  patients  sometimes  talk  peculiarly  or  ir- 
rationally, but  I find  it  does  not  depress. 

I think  one  of  the  greatest  thing.s  in  the  way 
of  pre-anesthesia  medication,  you  might  call  it, 
is  the  use  of  ephedrine,  especially  with  .sipinal 
anesthesia.  That  helps  maintain  your  blood 
pressure  and  is  a great  agent.  Some  say  tha. 
ephedrine  is  contraindicated,  but  I belong  to  the 
Class  that;  thinks  it  is  one  of  the  greatest  ad- 
vances we  have  had  in  conjunction  with  spinal 
anesthesia. 

One  other  thing  I would  like  to  urge,  that  you 
have  your  intravenous  outfit  ready  in  using- 
spinal  anesthesia.  If  you  do  that  and  keep  the 
patient’s  head  low,  you  will  have  very  little  mor- 
tality. 

Harper  E.  Richey,  (in  closing)  : The  object 

of  my  ipaper  was  to  give  some  recent  advances, 
not  some  that  had  been  used  for  years  and 
years.  Morphine  and  atropine  are  certainly  easy 
to  give,  and  it  is  very  easy  for  the  surgeon  or 
anyone,  but  from  giving  a number  of  anes- 
thetics I have  found  that  it  depresses  the  res- 
piration a great  deal,  and  the  induction  of 
anesthesia  is  prolonged.  Post-operatively  you 
have  a lot  more  nausea,  vomiting  constipation, 
disturbance  of  your  basal  metabolic  rate  and 
basal  metabolism  generally. 

Luminal  I mentioned  in  my  paper,  but  I did 
not  have  time  to  elaborate  upon.  It  has  been 
used  extensively  by  the  two  Bartletts  of  St. 
Louis.  They  think  it  is  ideal  because  of  the  fact 
that  the  patient  is  brought  to  the  operating  room 
co-o(perative,  and  yet  so  drowsy  that  he  doesn’t 
care  about  the  procedures  going  on  around  him. 

Sodium  amytal  cs  not  used  so  extensively  in 
this  state.  In  Louisville  a number  of  the  men 
have  used  it.  I talked  to  Dr.  Spurling  about  it 
in  his  brain  work,  and  he  said  it  was  unsatisfac- 
tory because  of  the  intense  restlessnes  that  the 
patient  had  on  the  operating  table. 

In  my  work  I have  used  a gi'eat  deal  of  nem- 
butal, and  I am  veiy  well  satisfied  with  it.  I have 
used  some  avertin  and  that  gives  an  ideal  sleep. 
I gave  the  dosage  in  my  paper.  Dr.  Dandy  has 
used  as  high  as  125  milligrams  to  a dose  but  the 
average  is  90-95  mg.  Of  course,  all  these  drugs 
are  dangerous  to  some  extent  if  not  used  prop- 
ei'ly.  The  dose  has  to  be  determined  for  the 
individual  patient.  You  can’t  give  every  patient 
the  samie  dose. 

Of  course,  in  spinal  anesthesia,  as  mentioned 
Ly  Dr.  Casper,  we  always  give  ephedrine.  We 
never  yet  have  had  to  use  any  intravenous  treat- 
ment on  the  operating  table.  Perhaps  afterward 
we  may  have  some  reaction,  but  not  from  the 
spinal  anesthetic;  it  is  due  to  the  operation 
itself. 

I think  these  drugs  are  of  definite  value.  We 


ought  to  think  more  of  our  patients.  We  think 
of  the  operation  at  hand,  getting  the  patient  in 
the  operating  room  and  getting  the  operation 
over  and  the  patient  back  safe  to  his  room,  while 
this  is  impoikant  we  should  think  more  of  the 
comfort  of  the  patient,  the  anxiety  before  going 
to  the  operating  room  and  in  the  operating 
room.  If  they  are  drowsy  with  proper  preanes- 
thetic medication,  they  are  going  to  have  a com- 
fortable operation  in  the  operating  room  and  a 
comfortable  two  or  three  days  post-operatively, 
which  is  the  most  important  time  to  them. 

THE  OCULAR  MANMPESTATIONS  OF 
SYSTEMIC  DISEASES* 

Leo  Jacobs,  M.  D. 

Covinlgton. 

Introduction 

It  was  with  the  invention  of  the  ophthalmo- 
scope hy  Helmholtz  in  the  19th  century  that 
ophthalmolog-y  became  an  exact  science.  Be- 
fore tliat  time  all  ocular  -work  was  done  by 
the  general  phy.siciian.  Since  then,  imore  and 
more  of  the  ocular  work  has  been  referred  to 
the  s])ecialist  until  now  a wide  cha.sm  sepa- 
rates the  daughter  and  the  mother  science. 

The  disadvantages  of  such  a .state  of  af- 
fairs are  manifest.  Tlie  ophthalmoloig'ist  is 
often  prone  to  look  upon  the  eye  solely  as  an 
optical  apparatus  without  seeing  the  patient 
as  a whole,  and  the  general  physician  often 
fails  to  evaluate  any  optical  changes  present 
in  a disea.se  which  might  be  of  aid  to  him  in 
making  a diagnosis  or  prognosis  of  that  dis- 
ease. 

Hence,  the  chief  aim  of  this  paper  is  to 
recall  and  re-evaluate  tho.se  ocular  changes 
that  occur  in  various  .systemic  diseases  so  that 
there  may  be  a closer  co-operation  and  a bet- 
ter understanding  between  the  ophtlialmolo- 
p’ist  and  the  general  practitioner. 

Intercranial  Lesions 

Intercranial  lesions  are  oftener  accom- 
panied by  ocular  manifestations  than  any 
other  group  of  diseases.  This  is  due  to  the 
fact  that  the  eye  is  morphologically  an  ‘‘off 
shoot”  of  the  fore  brain  and  in  life  is  direct- 
ly continuous  with  it. 

An  analysis  of  all  intercranial  lesions  will 
roughly  fall  into  two  groups : 

1st.  Those  lesions  which  directly  or  indi- 
rectly cause  an  increase  in  intercranial  ter 
sion  by  impinging  upon  the  existing  space 
in  the  bony  skull,  and 

2nd.  Those  lesio^ns  which  are  due  to  de- 
generations of  the  hrain  tissue  with  a re- 
placement of  it  ultimately  by  fibrous  tissue. 
In  this  .second  gronji  we  find  notably  Tabes 
and  multiiile  sclerosis. 

*Read  before  the  Kentucky  State  Medical  Association  at 
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[ii  tlio  yrou])  wlu'iv  llic  ineiVii.st'  ol'  iiitrr- 
I ranial  tension  is  hrouyht  about  we  find  more 
commonly  the  following;;  Tlie  meninj>'itid(“s ; 
encej)haiitis  in  some  eases;  all  types  of, brain 
tumors  and  abscesses;  Tid)erculomas : g’lim- 
matas;  cerebral  hemorrhage  and  hydrocep- 
halus. In  this  group  the  ocnlar  and  systemic 
symptoms  are  due  in  the  igreatest  ]iart  to  the 
inerea.se  in  tension. 

The  significant  ocular  manifestation  of  an 
increased  pressure  is  the  choked'  disc.  This 
choking  or  swelling  of  the  optic  nerve  lieail 
occurs  early  in  the  rise  of  the  jiressiire  am! 
if  allowed  to  persist,  will  finally  cause  an 
atrophy  of  the  nerve  with  complete  blindness. 

Sliould  a tumor  begin  in  the  iiituitary  giaiyl 
or  along  the  optic  nerve  jiathway  we  will 
find,  due  to  the  jiressure  'On  the  nerves,  a loss 
of  part  of  the  visual  field  of  one  or  both  eyes. 
This  occurs  before  the  tumor  has  grown  to  lu> 
large  enough  to  produce  signs  of  an  increase 
in  tlie  intercranial  pressure.  When  the  tu- 
mor d(H*s  produce  jire.ssiire  signs  we  find  in 
the  eye  a choked  disc  sujierimposed  on  tin* 
visual  fiehl  derangement. 

In  peojile  who  suffer  from  heaikuhes  it  is 
imperative  for  us,  if  no  suitable  e.xplaiiation 
can  be  found,  to  have  a fundus  examination 
and  a mapping  of  the  visual  fields  made.  In 
this  way  we  will  make  diagnoses  of  inter- 
cranial lesions  much  oftener  than  heretofoie. 

Tabes  and  multiple  sclerosis  commonly 
show  an  optic  atrophy  which  usually  prog- 
re.s.ses.  Nothing  can  be  done  in  the  case  cf 
multiple  sclerosis.  Vigorous  antiluetic  therapy 
IS  inukated  in  the  I'abes  in  a^n  effort  to  ar- 
re.st  this  lo.ss  of  vision.  Tryparsemide  should 
mever  be  used  in  Tabes  unless  the  eyes  are 
jierfect,  as  sudden  blindness  has  often  oc- 
curred in  patients  where  there  were  'Ocular 
abnormalities  prior  to  treatment. 

Focal  Infections 

Focal  infections  produce  a greater  per- 
centage of  the  serious  ocular  manifestations 
than  any  other  cause.  Theoretically,  clinical- 
ly and  in  some  cases  experimentally  the  volu- 
minous literature  of  the  world  proves  that  all 
jiarts  of  the  eye  may  be  attacked  by  the  bac- 
teria 'Or  toxins  from  a focus  of  infection.  It 
also  jiroves  that  the  teeth  as  offenders,  occur 
about  eight  times  more  often  than  any  other 
.source  of  infection.  Then  following  in  order 
of  frequency  are  the  tonsils;  sinuses;  igiall 
bladder;  lower  intestinal  tract;  the  prostate 
in  the  male  and  the  pelvic  organs  in  the  fe- 
male. 

Hacteriologically  it  has  been  found  that 
the  underlying  organism  were  the  stri'ptoco- 
ecus  hemolyticus;  the  streptocoeeus  viridan  ; 
the  .stajiliyloeoccus  albus  and  the  staiihylo- 
coccns  aureus. 

Clinically,  the  iris  and  choroid  are  gener- 
allj'  the  sites  of  pathology  when  the  lesion 
is  due  to  a focus  of  infection.  The  retina 


owing  to  i!s  dost'  coiincition  with  the  choroid 
suffers  in  the  choroidal  involvement.  The 
course  of  the  disea.se  is  slow  and  the  inflam- 
mation is  as  a rule,  low  grade,  fhe  eye  doe., 
not  resjmiul  at  all  well  to  local  treatment  and 
e.xacerbations  are  freciucnt  until  the  focus 
has  been  lo;  ated  and  removcil. 

It  has  been  our  custom  in  all  cases  of  iritis, 
choroiditis  and  retinitis  to  have  the  teeth 
examined  by  a dentist ; a blood  Wassermann 
ami  a thoiouiili  jiliysical  examination  d'one 
by  the  family  jihysician.  It  is  liy  the.se  routine 
procedures  that  we  ar«‘  surest  of  cnjiing  with 
rli(‘  disease. 

^Meningitis  ( Epidemic ) 

Kandolpli  states  some  forty  years  ago  that 
every  extensive  ejudemic  of  meningitis  was 
apt  to  be  a.ssociated  with  a sjieeial  type  of 
eye  infection. 

Sinclair  calleil  attention  to  the  fact  that 
epidemics  of  meningitis  vary  greatly  in  se- 
verity of  symptoms  and  in  complications. 

In  Lewis’  series  of  cases  the  outstanding 
ocular  imanifestation  was  a hyiieremia  of  the 
o|)tic  nerve  and  retina. 

In  Fthof’s  series  the  iiredominating  le- 
sion was  a conjunctivitis. 

In  Randolph’s  series  the  leading  compli- 
cation was  a great  engorgement  and  tortu- 
osity of  the  retinal  veins  and  engorgement 
c f the  disc. 

In  an  e]ddemic  some  years  ago  squint  oc- 
cured  most  often. 

Few  changes  are  ol)s(>rved  in  the  eyes  that 
are  of  any  diagnostic  iiiqiortancn.  In  a 
small  iierceutage  of  cases  the  refle.x  activity 
was  lo.st.  The  jiupils  dilate  late  in  the  dis- 
ea.se. 

As  a rule  tlu'  eyi*  com|)licatioiis  clear  up 
spontaneously.  This  is  particularly  true  of 
The  strabismus,  although  it  may  take  some 
time.  Lewis  thinks  that  we  should  wait  at 
least  a year  nr  two  after  reimvery  from  the 
merdngitis  before  the  surgical  treatment  of 
S'U'int  should  be  considered. 

Syphilis 

Loth  the  acquired  and  hereditary  forms  of 
syphilis  ]ireseat  ocular  manifestations. 

Interstitial  Keratitis  is  the  distinctive  eye 
h'sion  of  hereditary  syphilis  occurring  in  at 
least  6291  of  the  cases.  The  corneas  of  both 
eyc'i  are  usually  affected  in  siu'cession.  The 
symjitoms  may  be  mild  or  severe;  inflamma- 
tion taking  weeks  to  reach  its  heig'lvt  and  then 
slowing  receding,  leaving’  opaicities  in  the 
('ornea.  Anti-luetic  treatment  should  be 
vigorous. 

Primary  luetic  le.sions  of  the  eye  are  rare. 

In  the  late  secondary  stage  we  often  see 
an  iritis.  This  iritis  a])]U‘ars  as  a rule  ][)e- 
tween  the  sixth  month  and  the  second  year 
after  infection.  Sy])hilis  is  the  etiological 
factor  in  at  haist  )i09<  all  eases  of  iritis. 
Anti-luetic  therapy  together  with  the  local 
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instillation  produces  a prompt  recovery. 

In  the  tertiary  stalgie  syphilis  affects  the 
optic  nerve  and  retina  causing  a marked 
neuro  retinitis  with  subsequent  progressive 
loss  of  vision.  No  recovery  is  possible  after 
the  optic  nerve  has  been  injured  but  anti- 
luetic  treatment  should  be  instituted  to  im- 
prove the  general  condition. 

Tuberculosis 

Although  we  know  that  no  part  of  the  eye 
is  immune  to  a tuberculous  intection,  it  must 
be  admitted  that  ocular  troubles,  in  America, 
caused  by  Tuberculosis  are  rarely  found 
among  people  suffering  from  an  active  and 
frank  pulmonary  tuberculosis. 

At  the  same  time  known  tuberculous  le- 
sions of  the  eyes  have  been  demonstrated  by 
the  pathologist  in  people  who  were  clinically 
free  of  tuberculosis. 

Drs.  Goldenburg  and  Fabricant,  in  their 
recent  survey  of  the  patients  in  the  Municipal 
Tuberculosis  Sanitarium  of  Chicago  arrived 
at  the  conclusion  that  tuberculosis  of  the  eye 
is  much  less  encountered  than  the  literature 
would  have  one  believe.  Only  1/5%  showed 
changes  in  the  iris  and  2%  showed  changes 
in  the  fundus.  The  fundus  lesion  was  always 
unilateral  and  in  any  given  case  only  one 
area  of  the  field  showed  the  presence  of  a 
tubercle,  either  healed  or  unhealed.  When 
healed  this  area  was  replace  by  scar  tissue. 

Diabetes 

The  ocular  manifestations  of  diabetes  oc- 
cur most  commonly  in  elderly  people,  espe- 
cially,, where  the  di.sease  has  been  of  long 
duration  and  not  in  the  young  whei-e  the 
disease  assumes  an  acute  form. 

The  most  common  ocular  manifestation 
is  an  everchanging  refraction  Which  runs 
parallel  with  the  concentration  of  blood  su- 
gar. Thus,  the  greater  the  percentage  of  blood 
sugar,  the  greater  the  near  sightedness. 

That  this  disease  may  cause  the  formation 
of  a cataract  is  well  established,  both  clinical- 
ly and  experimentall.v.  The  exact  mechanism 
of  production  is  unknown.  But,  if  the  dis- 
ease is  treated  early  and  vigorously  the  prog- 
ress of  the  cataract  will  cease  and  there  may 
occur  a clearing  up  of  the  opacity. 

Passing  mention  should  be  made  of  the 
extreme  softening  of  the  eyeballs  in  diabetic 
coma. 

Retinal  lesions  occurring  in  diabetes  do  so 
usually  late  in  the  disease. 

Ophthalmioscopically  one  sees  small  punctate 
hemorrhages  and  ehalk,y  dots  in  the  maenlar 
region.  Although,  this  is  an  unfavorable  prog- 
nostic sign  as  far  as  the  vision  is  concerned, 
it  does  not  have  the  same  serious  significance 
toward  life  as  the  hemorrhages  that  occur 
in  an  albuminuric  retinitis. 

Pregnancy 

The  early  recoignition  of  ocular  distur- 
bances during  gestation  is  of  greatest  impor- 


tance since  these  are  frequently  warnings  of 
marked  systemic  changes  that  menace  not 
only  the  eyesight  of  the  woman  but  also  her 
life.  The  ocular  disturbances  according  to 
Woods  are : 

1.  The  sudden  amaurosis  called  uremic, 
which  is  thought  to  be  due  to  the  action  on 
the  visual  centers  by  a toxin  and  which 
usually  clears  up  spontaneously  with  the 
general  impirovement. 

2.  Lo.ss  of  vision  in  some  sector  of  the 
field  without  retinal  lesion  and  is  thought  to 
be  due  to  hypertrophy  of  pituitary  which 
exerts  pressure  on  the  optic  nerve. 

3.  The  retinal  lesion  known  as  an  retinitis 
of  pregnancy  and  the  ophthalmosciopic  signs 
of  this  retinitis  may  not  differ  from  those 
associated  with  other  nephritides.  Here  it 
is  due  to  a toxemia.  Prognosis  of  this  con- 
dition depends  on  the  duration  of  pregnancy. 
The  later  they  appear  in  the  course  the  bet- 
ter the  prognosis  as  to  the  conservation  ot 
vision. 

Detachment  of  the  retina  is  one  of  the  un- 
usual complications  of  pregnancy  and  the 
chances  of  perfect  vision  after  detachment 
during  parturition  seems  to  be  better  than 
in  the  non-puerperal  state. 

Nephritis 

In  1827  Bright  called  attention  to  the  loss 
of  vision  accompanying  .some  cases  of  ne- 
phritis and  in  1856  the  retinal  changes  were 
first  observed  by  Heyman. 

In  the  great  majority  of  nephritis  there  is 
no  accompanying  retinitis.  When  present  it 
is  found  in  people  usually  between  the  ages 
of  forty  and  fifty.  It  is  very  seldom  ob- 
served in  children.  It  occurs  in  males  about 
two  and  one-half  times  as  frequently  as  in 
females  and  occurs  in  any  and  all  types  of 
nephritis  and  nephrosis. 

■Clinically  it,  as  a rule,  occurs  in  both  eyes. 
The  loss  of  vision  is  usually  .slow,  rarely  rapid 
and  comprises  a greater  or  less  loss  of  visual 
acuity  without,  as  a rule,  contraction  of  the 
field  of  vision  and  without  loss  of  color  and 
light  sense.  Counplete  blindness  is  rare.  If 
it  occurs  suddenly  in  both  eyes  an  uremic 
amaurosis  is  to  be  suspected. 

Ophthalmoscopieally  we  find  glisteninig 
white  spots  in  the  macular  region,  where  they 
sometimes  form  a stellate  figure,  accompanied 
by  hemorrhages  from  the  retinal  vessels. 
These  hemorrhages  vary  in  size  and  location 
and  tend  to  recur  time  and  time  again.  In  a 
small  percentage  of  cases  the  nerve  head  is 
involved. 

Formerly  it  was  thought  that  the  changes 
in  the  retina  were  idlependent  per  se  upon 
the  renal  lesion.  Todaj^  we  know  that  this 
is  not  true  for  we  see  too  many  cases  of  ne- 
phritis without  any  f uncial  changes.  We 
think  it  is  due  to  pathological  changes  of  the 
retinal  ve.ssels  which  have  been  induced  by  a 
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.severe  toxemia  or  i'atty  de,gieneration. 

With  this  explanation  in  mind,  it.  is  evident 
that  the  i)resenee  of  a so-ealled  albuminuric 
I’etinitis  indicates  a serious  prognosis  for  the 
life  of  the  iiatient. 

The  only  treatment  is  systemic  in  nature 
hut  is  usually  without  avail. 

Conclusion 

Although  1 have  only  tliscussed  the  com- 
moner systemic  (diseases,  may  1 assure  you  that 
i:i  nearly  every  systemic  disorder  there  usual- 
ly occurs  some  ocular  chanige  which,  if  closely 
studied,  will  often  give  invaluable  aid  in 
diagnosis,  jirognosis  and  treatment  of  the 
u'n tl er ly i n g i oiul i t i on . 


bOOK  REVIEWS 

GOXORrJIEA  IX  THE  MALE  AXD  FE- 
iMALE. — By  Percy  S.  Pelouze,  M.  D,,.  Asso- 
ciate in  Urology  and  Assistant  Genito-Urin- 
ary  Surgeon  at  the  University  of  Pennsyl- 
vania ; h'ellow  of  the  Philadelphia  College  of 
Physicians,  Philadelphia,  Pa.  Second  Edition, 
Revised.  440  jiages  with  02  illustrations  Phil- 
adeljdiia  and  London  : W.  B.  Saunders  Com- 

jiany,  1061.  Cloth,  $5.50  net. 

The  first  edition  of  this  book  went  through 
five  large  jlrintings.  Xow  comes  a new  edi- 
tion (the  second)  . — enlarged,  improved, 
brought  up  to  date,  new  chapters  added,  new 
sections,  notably  that  on  Gonorrhea  in  the 
Female. 

The  entire  book  has  been  reset  because  of 
these  many  additions,  inclnding  Local  medi- 
cation of  the  urethra,  treatment  of  acute 
anterior  urethritis,  gonorrheal  arthritis,  treat- 
ment of  periurethritis,  phimosis,  paraphimo- 
sis, balanoposthitis,  lymphangitis,  phlebitis, 
lymphadenitis,  folliculitis,  follicular  absce.ss, 
Iprafrenal  abscess,  paraurethral  sinusitis, 
gonorrheal  ophthalmia.  A number  of  new 
illustrations,  some  in  colors,  have  also  been 
added. 

This  is  a common-sense,  sti'aight-forward, 
fearle.-.s  presentation  of  gonorrhea  in  both 
i\Iale  and  Female its  iirevention,  diag- 

nosis, management  and  treatment. 


THE  SintGKUVL  CLINIC?  OF  NORTH 
AiMERICA.  (Issued  serially,  one  number 
every  other  month.)  Volume  11,  No.  4, 
(Mayo  Clinic  Number — August  1931).  Octavo 
of  211  pages  with  74  illustrations.  Per  clinic 
year,  February,  1931  to  December,  1931 . 
Paper,  .$12.00;  Cloth,  $16.00  net.  Philadel- 
phia and  London : W.  B.  Raunders  Company, 
1931. 


1XTE8TIXAL  TOXEMIA  (AUTOIX- 
TOXICATIOX)  BIOLOGICALLY  COX- 
slDtiRtd). — By  Antliony  Ba.sslci’,  i\I.  1).,  F. 
A.  C.  P.  Consulting  Gastroenterologist,  Rt. 
Ndneent’s,  Peoiiles’  and  Jewish  Memorial 
Ho.spitals,  Xew  York  City;  Rt.  John’s  Ho.s- 
ipital,  Yonkers;  Christ  Hospital,  Jersey  City. 
L'ourte.sy  Physician,  Knickerbocker,  Xeuro- 
pathic,  Fiftli  Avenue  and  Pan-American  Hos- 
pital, Xew  York  City.  Formerly  Professor 
and  Director  of  the  Department  of  Gastro- 
enterology and  Visiting  Ga.stroenteroiogist, 
New  York  Polyclinic  Medical  Rchool  and  Hos- 
pital Formerly  Professor  (of  Gastroenter- 
ology, Fordham  Univerisity  Medical  Rchool. 
Fellow  The  American  College  of  Physicians 
and  New  York  Acadeny  of  Medicine.  Ex- 
Cdiairman  Rectiou  of  Gastroenterology  and 
Proctology,  American  Medical  Association. 
(Member  Ameiican  Medical  Association  and 
(Medical  Societies  of  the  State  and  County  of 
Xew  York,  American  Roentgen  Ray  Associa- 
tion, Xew  York  Gastiwnterologi&al  Associa- 
tion, American  Therapeutic  Society,  Internal 
Secretion  A.s.sociation,  etc.  Author  Text 
Books  Diseases  of  the  Stomach  and  Upper 
Alimentary  Tract,  and  Diseases  of  the  In- 
testines, Liver,  Gall-Bladder,  Pancreas,  and 
Lower  Alimentary  Tract,  etc. 

Illustrated  with  16  text  cuts.  E’.  A.  Davis 
Company,  Publishers.  Philadelphia.  $6.00 
net. 

This  volume  is  the  result  of  a constant 
study  of  over  five  thousand  cases  extending 
over  a period  of  thirtj'  years.  The  results 
are  estimated  after  the  termination  of  the 
treatment.  The  various  intestinal  organisms 
that  contribute  to  intestinal  toxemia  are  list- 
ed and  described,  the  dietetic  treatment  is 
also  included,  which  contributes  greatly  to 
the  value  of  the  book. 

Prognosis  of  Pulmonary  Tuberculosis  Detect- 
ed in  Apparently  Healthy  Persons. — Investiga- 
tions on  1,688  patients  with  open  tuberculosis 
convinced  Braeuning  that  about  70 G of  such 
patients  die  as  the  result  of  open  tuberculosis. 
He  also  found  that  only  about  15  per  cent  of  the 
cases  of  open  tuberculosis  are  recognized  before 
they  become  open.  Consequently  the  fate  of  the 
majority  of  patients  with  open  tuberculosis  is 
already  sealed  when  the  tuberculous  process  is 
discover-ed.  This  shows  how  necessaiy  it  is  that 
tuberculosis  be  recognized  earlier.  But,  since  in- 
cipient tuberculosis  cannot  always  be  detected 
by  percussion  and  auscultation,  roentgen  ex- 
amination is  necessary.  The  author  realizes  that 
it  is  not  possible  to  keep  the  entire  population 
under. constant  roentgen  control,  but  he  stresses 
the  necessity  of  observation  of  those  groups  that 
are  predisposed  or  exposed  to  tuberculous  in- 
fection. 
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NEXT  MEETING  LOUISVILLE 


COUNTY  SOCIETY  REPORTS 

Bullitt:  At  a special  meeting  of  the  Bullitt 

County  Medical  Society  held  at  fhe  court  house 
in  Shepherdsville,  on  January  26,  Realizing  that 
the  deaths  following  child  birth  in  a great  many 
instances  can  be  prevented,  We  the  Members 
of  the  Bullitt  County  Medical  Society,  wishes 
to  go  on  record,  in  adopting  the  following  reso- 
lutions. 

First,  Statistics  show  that  a number  of  cases 
who  develop  certain  diseases  during  pregnancy 
and  following  child  birth  can  be  prevented  by 
consulting  a competent  physician  when  the 
woman  first  realizes  her  condition. 

Second,  We  wish  to  lemind  all  organizations 
that  are  allied  with  this  movement  to  teach  and 
urge  upon  the  prospective  mothers  the  necessity 
of  keeping  in  close  touch  with  her  family  phy- 
sician, so  he  can  guide  her  through  the  months 
of  pregnancy,  and  bring  her  to  the  trying  ordeal 
of  child  birth  in  good  healthy  condition,  and 
thereby  lessen  the  chances  of  developing  some 
of  these  diseases. 

Third,  We  realize  that  to  bring  the  mother 
through  the  months  of  Pregnancy  in  a good 
healthy  condition,  means  a more  perfect  de- 
veloped child  and  less  financial  outlay  for  those 
who  have  to  furnish  it,  this  should  be  brought 
to  the  attention  of  the  laity  in  the  most  empha- 
tic manner. 

Fourth,  It  is  an  altruism  that  the  medical  pro- 
fession is  constantly  working  to  teach  people  how 
to  take  care  of  themselves,  and  to  do  this  suc- 
cessfully they  must  have  the  cooperation  of  the 
ones  who  are  to  he  benefitted  thereby,  and  the 
prenatal  cases  arj  the  ones  that  this  altruism 
should  be  most  emphatic. 

Fifth,  We  commend  the  Ladies  Home  Journal 
and  any  other  magazine  that  sponsors  a move 
in  the  intei*est  of  so  vital  and  far-reaching  sub- 
ject. 

S.  H.  RIDGWAY,  Secretary* 


Franklin:  The  Franklin  County  Medical  So- 

ciety met  in  regular  session  in  the  Writing  Room 
of  the  Capital  Hotel  at  noon  Thursday.  January 
7th,  1932. 

Members  present  were:  Drs.  Coleman,  Jack- 
son,  Travis,  Minish,  Lyon,  Ginn  and  Youmans. 

In  the  absence  of  the  President,  Dr.  Heil- 
man, Dr.  Minish  was  asked  to  preside.  Dr.  Gir.n, 
who  had  charge  of  the  program,  asked  to  be 
allowed  to  postpone  his  paper  until  the  next 
regular  meeting  in  February. 

Some  few  clinical  cases  were  discussed  by  Drs. 
Travis,  Minish  and  Coleman.  Dr.  Colemari 
made  a motion  which  was  seconded  by  Dr. 
'Piavis  that  the  Society  invite  the  physicians 
connected  with  the  General  Assembly  to  meet 
with  us  at  oui’  next  meeting,  Februaiy  4th.  The 
Secretary  wa.s  requested  to  invite  each  one  by 
letter.  This  meeting  to  be  held  at  5:30  p.  m. 
followed  by  a dinner  in  the  Hotel. 


IGG 

No  other  business,  the  Society  then  adjourned 
to  the  Hotel  Dining  Room  for  lunch. 

C.  E.  YOUMANS,  Secretary. 


Greenup:  The  regular  meeting  of  the  Green- 

up County  Medical  Society  was  held  on  Decem- 
ber 11,  1931.  The  meeting  was  called  to  order 
by  the  president.  Dr.  H.  T.  Morris. 

Those  present  were:  Drs.  H.  T.  Moiris,  L.  C. 
Richmond,  H.  H.  Holbrook,  W.  H.  Joyner,  and 
C.  B.  Johnson. 

Discussion  by  L.  C.  Richmond. 

The  program : 

(a)  Paper  read  by  W.  H.  Joyner 

(b)  Discussion  on  Treatment  of  Carbuncles. 
1 here  was  a motion  made  and  seconded  for 

adjournment. 

CHAS.  B.  JOHNSON,  Secretaiy. 


Hopkins:  The  Hopkins  County  Medical  So- 

ciety meet  at  6:30  on  the  evening  of  November 
14,  1931,  at  the  Madisonville  Country  Club. 

There  were  thirty-five  members  and  guests 
present. 

Dr.  M.  S.  Veal  was  elected  President  of  the 
Society,  and  Dr.  D.  L.  Salmon,  Secretary-Treas- 
urer. It  was  voted  that  the  regular  meeting 
be  held  on  the  first  Thursday  of  each  month. 

The  Society  had  as  it’s  guests  and  speakers: 
Dr.  Glenn  Spurling,  Louisville,  Kentucky,  on 
“Head  Injuries  and  Their  Management,”  and 
Dr.  Barnett  Owen,  Loui.sville,  Kentucky,  on 
“Fi-actures  of  the  Hip.”  The  papers  were  in- 
teresting and  instructive  and  a liberal  discus- 
sion followed  their  delivery. 

There  being  no  old  or  new  business  the  meet- 
ing adjourned. 

DAVID  L.  SALMON,  M.  D.,  Secretary. 


Letcher:  The  Letcher  County  Medical  So- 

ciety was  held  in  Whitesburg,  on  Tuesday,  Dec. 
29,  1931.  The  following  physicians  were  present: 

Edwin  F.  Sheppard,  Jenkins;  T.  M.  Perry,  Mc- 
Roberts;  H.  R.  Skaggs,  Fleming;  Virgil  Skaggs, 
Fleming;  D.  V.  Bentley,  Neon;  Can  M.  Bentley, 
Neon;  T.  M.  Radcliffe,  Kona;  B.  F.  Wright, 
Seco;  Thomas  Jennings,  Whitesburg;  B.  C.  Bach, 
Whitesburg;  John  W.  Combs,  Whitesburg;  R. 
Dow  Collins,  Whitesburg. 

Dr.  Edwin  F.  Sheppard  read  a very  valuable 
paper  entitled  “Sub-phrenic  Abscess”  which  was 
discussed  by  many  of  the  other  doctors. 

The  following  officers  were  elected  for  the 
year  1932 : 

President — H.  R.  Skaggs. 

Vice-President — John  W.  Combs. 

Secretary  Treasurer — R.  Dow  Collins. 

A motion  was  made  and  passed  changing  our 
regular  meeting  nights  to  the  last  Tuesday  in 
each  month. 

Dr.  Thomas  Jennings,  the  retiring  President, 
made  a very  eloquent  as  well  as  sympathetic 
farewell  addre.ss. 


[.March,  VXV2. 

There  being  no  other  business  the  meeting 
adjourned. 

R.  DOW  COLLINS,  Secretary. 


Jefferson:  The  March  program  of  the  Jef- 

ferson County  Medical  Society  will  be  as  fol- 
lows : 

March  7th 

Symposium  on  Lobar  Pneumonia 

1.  Diagnosis  of  Lobar  Pneumonia,  J.  Murray 
Kinsman,  M.  D. 

2.  Newer  Methods  in  Treatment  of  Lobar 
Pneumonia,  H.  R.  Leavell,  M.  D. 

3.  Complications  of  Pneumonia,  W.  F.  Bog- 
gess,  M.  D. 

4.  X-ray  in  Diagnosis  of  Lobar  Pneumonia, 
Sydney  E.  Johnson,  M.  D. 

Discussion  to  be  opened  by  Drs.  J.  Rowan 
Morrison  and  R.  Hayes  Davis. 

March  21st 

Clinical  Pathological  Conference 

1.  Case  Report  and  Clinical  Findings,  W.  I. 
Hume,  M.  D. 

Post-mortem  Report  and  Pathological 
Findings,  John  D.  Allen,  M.  D. 

2 Case  Report  and  Clinical  Findings,  E.  K. 
Me  Lain,  M.  D. 

Post-mortem  Report  and  Pathological 
Findisgs,  Harry  M.  Weeter,  M.  D. 

3.  Case  Report  and  Clinical  Findgs,  By 
Member  of  the  Hospital  Staff. 

Post-mortem  Report  and  Pathological 
Findings,  A.  J.  Miller,  M.  D. 

GUY  AUD,  President, 

ULY  H.  SMITH,  Secretary. 

Bourbon:  The  Bourbon  County  Medical  So- 

ciety met  on  Thursday,  January  21st,  1932  at 
eight  p.  m.  The  meeting  was  held  in  the  County 
court  house,  Paris,  Kentucky. 

The  minutes  of  the  preceding  meeting,  (De- 
cember 17,  1931)  were  read  and  approved. 

Members  present:  Drs.  J.  C.  Hart,  H.  M.  Box- 
loy,  J.  A.  Oi’r,  L.  Oberdorfer,  J.  T.  Van  Sant, 
C.  G.  Daugherty,  and  M.  J.  Stern. 

Visitors:  Drs.  Eslie  Asbury  and  C.  E.  Wood- 
ing, Cincinnati,  Ohio.  Drs.  Charles  Garr  Pen- 
nington; W.  M.  Brown  and  Fan-a  Van  Meter, 
Lexington,  Kentucky. 

Dr.  Blenker,  being  favorably  reported  by  the 
Board  of  Censors  was  elected  a member  of  the 
Society. 

Dr.  E.  Asbury  read  a paper  on  “Simplifed 
of  Fractures”  explain'ng  Bohlers  method  where 
plaster  casts  are  applied  directly  to  the  skin 

The  discussion  was  opened  by  Dr.  Chas  Garr, 
Dt.  W.  M.  Brown,  followed  by  Drs.  Farra  Van 
Meter,  C.  G.  Daugherty,  J.  A.  Orr  and  closed 
by  the  e.ssayist. 

Meeting  adjourned. 

M.  J.  STERN,  Secretary. 
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EDITORIALS 

WHAT  THE  EIT.LIC  SIKHHJ)  KNOW 
ABOUT  CHILDBIRTH 

The  aliove  is  tlie  title  which  Dr.  Walker 
Bourne  Gossett,  Louisville,  to  his  book 
which  was  puiblishecli  last  August  by  The 
Miciwe.st  Coiiwpauy  ( jmblishers)  IMimieapolis, 
.Minn.  This  book  has  not  only  caused  a great 
(leal  of  coiaineriit  from  the  Unitc'd  States 
Bre.ss,  both  medical  and  lay,  luit  (‘veii  in 
foreign  countries. 

The  following  is  translated  from  the  Dutcih, 
printed  in  t h e Nieuwe  Rotterdamsche 
Courant,  Woensdag  h September,  1931. 
.\vomdblad  B. : 

“The  aplpearaiice  of  this  book  is  very  note- 
worthy, since  the  writer  must  have  had  cour- 
age in  order  to  bring  into  light  the  shrill 
truths,  whieli  exist  in  the  sphere  of  obste- 
trical aids  in  the  U.  S.  A..  The  writer,  who, 
himself  has  liaxl  twenty  years  of  experience, 
did  not  wish  that  the  American  ])ublie  should 
remain  ignorant  any  longer  concerning  cer- 
tain facts,  which  up  to  the  ])resent  time,  have 
not  been  known.  Thus  he  claiims  thiat  Amer- 
ica is  twenty  years  in  arrears  comi^ared  to 
(ther  .''Gantries  as  regards  death  fatalities  on 
( hild  bed.  The  mortalit.v  during  pregnancy 
delivery  is  astoundingly  high.  Gossett  then 
continues  to  give  a short  history  of  obste- 
trical practice  from  folk  lore  in  the  s])bere 
of  pregnancy  and  birth,  of  the  different 
means  which  are  used  at  present  lo  ease 
bodily  pains  during  childbirth.  lie  tells  of 
the  care  before  and  after  birth  and  yiroijoses 
(piestions  connected  therewith.  It  is  a book 
whieirwill  undoubtedly  be  well  read  in  Amer- 
ica where  similar  subjects  arc  continuall.v 
treated  (discus.sedj  in  ])opular  ])eriodicals  as 
The  Ladies  Home  Journal  and  The  Parent’s 
.Magazine.  Also  the  cha])ter  on  moral  issues 
in  relation  to  obstetrical  and  chirnrgicial 
])ractice  in  Roman  (kitholic  hospitals  will  Ixi 
of  great  importance.” 

One  of  the  .miost  interesting  reviews  of  this 
book  was  written  by  one  of  the  leading  obste- 
tricians in  this  coiintrv.  Dr.  Palmer  Findlay 
of  Omaha.  Neb.,  riiairman  of  the  Sub-com- 
mittei*  on  Obst('tri(“  Teaciiing  and  Education 
of  tin'  Whit('  Hons('  (^onfeiamce  on  Child 
Health  and  Protection.  1931: 

“The  lay  ])iiblic  has  not'd  of  a nthoritative 
information  on  th(>  sub.ject  of  childbirth  and 


Dr.  Walkt'r  B.  Gossett  has.  made  a praise- 
^vorthy  contribution  in  his  little  book  whioh 
appears  under  the  rather  alluring  title, 
“What  The  Public  Should  Know  About 
Childbirth.”  The  initial  chapter  deals  with 
the  historical  romance  of  aniclwifery  and  fol- 
lows with  a disemssion  together  with  numer- 
ous references  to  authoritative’  statements 
on  maternal  mortality  and  morbidity.  The 
])ublic  has  a right  tO'  knoev  that  there,  is  no 
country  in  the  civilized  world  where  it  is 
((uite  so  hazardous  to  child-bearing  as  in  the 
Lnited  States.  This  is  so  for  many  reasons 
referred  to  by  the  author.  We  are  remiss  in 
our  educational  sy.ste'in.  Medical  studenis, 
graduates  of  medicine,  nurses,  midwives  and 
the  la.v  ])ublic  are  not  sufficiently  informed 
with  the  result  that  enlightened  co-operation 
i.s  lacking  and  women  and  babies  suffer  in 
consequence.  Suj)erstitions  and  all  manner 
of  vagaries  have  from  the  beginning  of  time 
Ibeen  associated  with  childbirth.  It  is  so 
today.  The  chapters  on  Superstitions  and 
Custonils  and  on  IMaternal  Impressions  con- 
tain much  of  ab.sorbing  interest.  The  authoi' 
\ery  prop('rlv  denounces  twilight  sleep  and 
commends  nitrous  oxide  for  the  relief  of 
labor  pains.  A well-ordered  maternity  hos- 
pital is  the  safest  ])lace  for  child-bearing. 
This  the  author  has  clearly  set  foith. 

Prenatal  care  when  efficiently  directed  by 
a competent  iihysician  xvill  more  than  halve 
the  mortality  of  childbirth;  it  is  preventive 
obstetrics  of  the  highest  order  and  the  author 
h a s rightfully  stressed  this  important 
feature  of  ob.stetric  practice.  It  is  here  that 
intelligent  co-operation  between  patient  and 
doctoi-  is  Imperative  if  more  mothers  andi 
babies  are  to  be  saved  from  injury  and  death. 

The  subject  is  not  ])resented  in  a sensa- 
tional manner  but  i-ather  in  a logical  scien- 
tific manner  and  yet  free  from  confusing 
technicalities.  The  public  may  well  profit 
by  such  a work.” 

In  the  chapter  on  OTihthalmia  Neonatorum, 
Dr.  Gossett  sites  the  Kentucky  Statutes  and 
gives  in  full  a circular  that  was  issued  by  the 
Kentuckv  State  Board  of  Health  and  signed 
bv  Dr.  J.  G.  South,  Pre.sident  and  Dr.  J.  N. 
IMcCormaek,  Secrcta  ry. 

In  closing  we  can  endorse  what  Dr.  'W'.  T. 
McConnell  stated!  in  his  review  of  Dr.  Gos- 
sett’s book;  “Beyond  anv  question  if  every 
layman  and  doctor  on  this  continent  would 
read  and  heed  this  book,  our  distressing  ma- 
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ternal  and  new-born  death  rate  would  be  ent 
in  halt'.” 


THE  POST  (iHADl'ATE  COl'PSE 

'I'he  two  weeks  eonrse  of  Post  (ii'adnate 
instruction  will  be  held  in  the  early  part  of 
dune.  The  attendance  upon  these  courses 
has  been  inci'easino-  each  year  and  1 luw  seem 
to  iniieet  a real  i.('ed  of  the  profession.  'J'his 
year  Dr.  (diaries  TTibbitt  has  been  appointed 
Idiainnan,  aiul  Dr.  John  Wathen  and  Dr. 
John  Walker  Alocre  are  to  be  associated  with 
him.  They  have  made  a number  of  chanjres 
in  the  subjects  which  will  be  discussed  so  as 
more  completely  to  answer  the  needs  and  in- 
terest of  the  doctors  Avho  have  been  attending 
the  previous  courses.  i\Iy  duties  in  connection 
with  the  State  iMedical  Association  are  so 
heavy  tliat  \ find  it  necessary  to  jnd  tins 
important  lu’ojeet  into  other  bands.  T am 
glad  we  have  been  able  to  secure  such  ideal 
men  to  carry  on  the  work. 

PiiiiJi’  E.  Barbouu. 


HAVE  YOU  PAID  YOUR  DUES? 

iMembers  of  the  Association  wlio  have  not 
paid  their  dues  for  the  current  year  arc 
urged  to  send  in  their  remittances  to  reach 
us  not  later  than  April  1st.  ddie  ])Ostal  laws 
make  it  mandatory  njion  us  to  drop  the 
names  of  all  who  are  in  arrears  at  that  date. 
It  is  very  important  for  jdiysicians  to  keep 
themselves  in  g-ood  standing,  both  in  their 
respective  local  societies  and  in  the  State 
Association.  Several  instances  could  be 
cited  wthere  caralessness  nr  negliigence  in 
this  particular  has  proved  extremely  costly 
in  the  shape  of  attorney’s  fees  for  defense 
in  suits  charging  maljiractice.  From  the 
standpoint  of  economy  alone,  membership  in 
g'ood  standing  is  worth  many  times  the  out- 
lay entailed;  the  professional  value  of  con- 
tacts so  maintained  is  incalculable. 


ROBERT  KOCH,  IMASTER  OF  RE- 
SEARCH AND  BENEFACTOR  OF 
MANKIND 

Nestled  in  the  Harz  Moutains,  in  the  Ger- 
man Provincie  of  Hanover,  lies  the  little  vil- 
lage of  Klansthal.  Tlicr(%  in  1843.  was  born 
Robert  Koicb,  a man  destined  to  influence  tlu' 
Avorld  of  science  more  than  most  peo]d(* 
realize. 

Doctor  Robert  Koch  was  a great  man,  not 
alone  in  the  community  in  which  he  lived. 
His  greatness  was  destined  to  reach  far  be- 
yonrll  the  realiiUs  of  his  native  province,  aci-oss 
the  borders  of  his  native  land  and  into  e\’(U‘V 
ouarter  of  the  civilized  globe.  He  lived  to 
know  that  Ihis  uidiring  search  foi-  tnilh  had 
1‘csullel  in  OIK*  of  th(“  gi’(‘al('s1  discoxaudes  of 


the  sclent ilie  world.  I’oday  he  is  heralded 
as  a great  benefactor  of  mankind. 

Djctor  Koch  discovered  the  actual  cause 
of  Tuberculosis.  4’o  him  it  '.vas  i-cvealed  that 
llu'  tuberede  ba'cillus  caused  the  disease  called 
'fubercidosis.  That  (‘pocb-mai-king  annoumte- 
meiit  was  made  to  the  Academy  of  .Mediciiu* 
on  iMandi  24th,  1882,  and  from  that  event 
we  date  the  beginning  of  our  sidentific  study 
of  the  problem  [of  tuberculosis. 

.Many  scientists  greeted  his  announcement 
with  (rilicism.  .Many  continued  to  hold  that 
t ub(>rcidosis  was  hereditary;  others  that  it 
was  caused;  by  irritation  of  the  tissues.  But 
Doctor  Koch,  firmly  Igrounded  in  his  scienti- 
fic faith,  Avent  steadily  on.  So  correct  Avas  he 
in  his  thinking,  siO'  acenrate  in  his  experi- 
ments and  so  determined  in  his  research  tbat 
Ave  are  forced  to  look  bark  Avith  profound 
admiration  at  tin'  workings  of  the  mind  of 
this  great  man  avIio  li\'cd  years  in  advama*  of 
his  time. 

As  Koch  himself  said  aaIicu  he  stood  before 
the  members  of  the  Physiological  Society  in 
Berlin  to  make  imblici  his  discovery:  “Hence- 
forth, in  our  Avarfare  against  this  fearful 
scourge  of  our  race,  Ave  have  to  reckon  not 
Avith  a nameless  something,  but  Avith  a defi- 
nite inmat(‘  of  the  body:  Its  icionditions  of 

exi.stence  are  for  tin*  most  j)art  already  knoAvn 
and  can  be  further  .studied.  Before  all 
things,  Ave  imjnst  shut  off  the  sources  Avhence 
the  infectiA'e  material  comes,  so  far  as  it  lies 
in  the.  poAver  of  man  to  do  this.” 

“So  far  as  it  is  Avithin  the  power  of  man.” 
It  may  seem  stranga',  but  it  isl  true,  that  to- 
day— 50  years  after  Koch  first  spoke  the 
Avords — the  most  effective  Avork  against  tu- 
berculosis is  that  designed  to  “shut  off  the 
souricies  aa hence  the  infective  material  comes.” 
It  is  not  enoirgh  to  build  sanatoria  for 
the  care  of  those  ill  Avith  the  disease:  for 
before  people  become  ill  enough  to  kiunv  it. 
they  are  spreading  the  bacillus  Avhieh  Koch 
AAia.s  the  first  to  find.  It  is  not  enough  to 
build  positive  health;  for  it  has  been  found 
that  reiieated  massive  doses  of  the  germs 
cauj  overcomie  strong  resistance,  especially 
Avhen  they  are  absorbed  by  children  in  close 
contact  with  active  cases.  Ever  since  Koich’s 
day,  orgajiized  Avork  ag’ainst  the  disease  has 
been  dominat('d  by  his  thoughl.  In  fact,  lu- 
bercnlosis  as.social ions  Ihronghont  the  U’nited 
States  are  even  iioav  ]ueparing  for  an  educa- 
tional campaign,  to  begin  A])idl  1st  and  eon- 
tinne  throughout  the  year,  to  emphasize  the 
importance  of  tracing  every  ease  of  the  dis- 
(>ase  to  its  .source.  Often  this  source  is  in  a 
jK'i’sou  in  flu'  same  familA"  Avho  is  Ihought  to 
liaA'e  bruuchitis.  or  indigesl ion,  or  heart 
troubh',  or  astbm,:i.  We  ha\e  added  the  x-ray. 
as  wt'll  as  oi'gauizt'd  health  departnu'iits,  io 
our  maehiuery  for  fiudi'ig  the  dis('a.se  and 
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flcvelopetl  tlio  I't'st  aiul  i’resh  air  mellunl  nf 
treatment  .since  Koch’s  amiouiieemeiit  was 
made.  But  tiie  basic  principle  of  itreven- 
tion  is  still  to  find  the  unknown  ease  from 
which  the  known  case  iciaine,  to  place  the  'new 
case  under  treatment,  to  teach  the  iinitient  to 
follow  simple,  easy  rules  in  daily  life  noth 
those  about  him  or  her,  so  as  to  avoid  giving' 
the  infection  to  others. 

Another  great  step  in  controlling  tuber- 
culosis'— the  tiibereulin  test — was  made  pos- 
sible through  Doctor  Koch.  When  wisely 
used,  this  test  helps  us  to  find  the  children 
before  damage  is  done  and  ofttimes  leads  us 
back  to  the  source  of  infection. 

Koch’s  knowledge  of  this  great  disease 
placed  definite  methods  of  control  in  our 
hands  fifty  years  ago ; yet,  in  spite  of  this, 
tuberculosis  still  remains  our  greatest  single 
public  health  i)ro>blemi.  It  cost  the  nation 
$1,071,000,000.00  last*  year  and  Kentucky 
paid  more  than  her  ])roportional  part  of  this 
cost.  Our  death  rate  is  next  to  the  highest 
of  any  “regular”  State  in  the  Union.  To 
come  down  to  actual  figures,  the  preliminary 
report  from  the  Bureau  of  Vital  Statistics 
for  1931  .shows  we  lost  2,-167  from  tuber- 
culosis last  year.  At  the  mo.st  conservative 
estimlates,  there  are  15,000  ca.ses  of  this  dis- 
ease in  Kentucky  today,  thouigh  during  the 
last  year  only  1,692  cases  of  tuberculosis 
were  officially  reported  to  the  State  Board 
of  Health  by  all  of  our  phy.sicians. 

Is  it  not  time  our  ])rofessional  men  who 
love  to  follow  in  the  foot.steps  of  our  great 
masters,  were  making  determined,  consistent 
and  ciontiLauing  effort  to  apply  the  knowledge 
that  has  been  placed  before  us  and  so  .stop 
the  ravages  of  the  White  Plague  in  our  be- 
loved State? 


Treatment  of  Lupus  Erythematosus. — From 
his  own  investigations  and  a review  of  the  litera- 
ture on  the  treatment  of  lupus  erythematosus, 
Tijnenko  concludes  that  for  general  treatment 
one  should  use  gold  preparations,  arsphenamine, 
von  Hollander’s  method  of  combined  theapy, 
i nd  arsenic,  phospshorus,  iron  and  bismuth  prep- 
arations. To  get  the  most  favorable  results  one 
must  maintain  x general  hygienic  regimen  and 
stimulate  the  functions  of  the  vital  organs  and 
systems.  Among  the  methods  of  local  treatment 
the  author  enumerates  cryotherapy,  radio- 
therapy and  various  means  that  help  desquama- 
tion. Roentgen  therapy  is  not  of  much  value 
and  is  sometimes  not  safe.  That  is  why  it  is 
not  recommended  in  the  therapy  of  lupus.  With 
the  aid  of  the  means  of  treatment  enumerated, 
one  may  slowly  transform  any  severe  case  to  a 
mild  one,  and  possibly  cure  the  patient  com- 
pletely. 


SYAIPOSJI  AM  ON  EMPYBMA 

DIKDICULTIES  IN  THE  DIAGNOSIS  OE 

EYIPYEYIA  AND  SUKGICAL  CON- 
SIDEKATIOXS* 

G.  G.  Alt.m.vx,  Y1.  I).,  F.  A.  G.  S. 

Louisville. 

When  we  realize  the  average  mortalitj'  for 
empyema  of  the  thora.x  was  30.2%  in  1918, 
while  in  some  of  the  camps  as  rexitirted  to 
the  Surgeon-General  questionaire,  it  ran  as 
high  as  i0%  to  80'%,  and  following  the  work 
■of  the  Empyema  Commission,  this  mortality 
dropped  to  10%,  and  in  1930  with  refine- 
ments of  diagnosis  ami  improvement  in  time 
and  t('cliniqiie  of  treatiment  and  surgery  to 
1.3%,  and  in  a series  of  more  than  fifty  cases 
to  2.1%,  we  are  made,  in  no  uncertain  way, 
to  realize  the  value  of  giving  1 bought  to,  and 
putting  intoi  practice,  the  newer  knowledige 
had  upon  this  subject. 

The  diagnosis  of  empyema  will  have  to  be 
made  by  the  history,  the  physical  sigus  and 
the  x-ray  examination.  It  maj'  be  confirmed 
iby  aspiration. 

Of  tbe  organisms  involved,  the  pneunip- 
coccus  is  most  important;  the  .streptococcus, 
.staphyloicoceus  and  tubercle  bacillus  less  of- 
ten. It  is  e.stiniated  that  the  incidence  of 
empyema  is  2-1/2%  to  5%  in  all  eases  of 
Lobar  Pneumonia.  In  mo.st  all  cases  there 
is  a certain  aimount  of  pluerisy.  It  should 
be  reimlemliered  in  all  cases  of  lobar  pneu- 
monia, tmpjumia  may  supervene.  It  is  wise, 
thei'efore,  at  the  earliest  e.xamination  of  the 
j-^atient  to  note  the  exact  position  of  the 
cardiac  apex,  in  view  of  the  possibility  of 
its  alteration  later  by  fluid  effusion. 

In  the  greatest  number  of  cases  believed 
to  be  due  to  delayed  restitution,  the  cause  of 
the  failure  of  the  lung  to  return  to  its  normal 
state  is  the  presence  of  pus  in  the  plem*al 
cavity.  Tliere  exists  no  doubt  that  resolu- 
tion may  be  delayed  beyond  the  ordinary 
period,  however,  this  is  imore  common  in 
lobular  than  in  lobar  pneumonia. 

A leukocyte  count  is  frequently  of  much 
value.  Increase  of  leukocytes  after  the 
tenth  day,  or  the  i:>ersistence  of  leukocytosis 
after  tliat  time,  suggests  pus. 

The  larige  unilateral  sacculated  empyema, 
single  or  multiple,  is  the  A'ariety  oftenest 
encountered.  It  usually  follows  lobar  pneu- 
monia, but  it  may  appear  during  the  proigress 
of  the  disease  or  almost  any  stage,  unless 
caused  l)y  the  rupture  of  an  abscess  of  con- 
siderable size.  The  earlier  clinical  pheno- 
iinlena  may  appear  insidiously,  the  pleural 
signs  merging  Avith  the  pulmonary,  so  that 
recognition  is  often  late  and  the  empyema 

*Read  before  the  Ketituckv  State  Medical  Association  at 
Lexington,  September  710,  1931. 
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seems  to  have  ciovelopeid  siuldenl}'. 

Tlie  liistor}-  is  at  i'irst  eliaraeteristici  of 
the  lung  afteetion,  a crisis  safely  i>assed  and 
progress  toward  a satisfactory  convalescence. 
A gratlual  rise  in  templerature  from  a day 
to  a week  or  uiiiore  after  the  crisis  is  one  of 
the  early  signs  of  impending  trouble,  this 
rise  grauual  at  first,  tlien  smiiden,  reaching 
a peak  of  104  degrees  in  a few  days.  Tlie 
iiatient  heeoiines  nijore  or  less  acutely  ill  hut 
shows  signs  of  mechanical  interference  with 
lung  function  rather  than  toxemia.  Cyanosis 
may  be  present,  but  rarely  respiratory  accel- 
eration, and  when  this  latter  does  appear,  il 
is  usually  due  to  something  else  besides  the 
empyema.  As  the  intrathoraeic  pressure  in- 
creases the  breathing  becoimes  more  rapid 
and  if  relief  is  not  given,  cyanosis,  increased 
respiratory  rate  and  dyspnoea  develop  rapid- 
ly with  a further  sharp  rise  in  the  already 
elevated  temperature. 

The  peculiar  grunty  respiration  of  pneu- 
monia IS  rarely-  noted  and  its  peculiar  pros- 
tration and  cardiac  embarrassment  is  not 
semi  until  the  late  stages. 

To  la  limited  degree  the  jiatient  can  move 
about  with  little  dysponea  even  when  there 
is  a large  purulent  collection.  The  couigh  is 
absent  or  .slight  and  unjiroldiuctive.  If  a cough 
is  hara.ssing  or  spa.smodic,  it  is  due  to  a com- 
plication and  often  signifies  bronchial  irrita- 
tion by  pressure  or  that  the  pus  is  progress- 
iiijg  toward  evacuation  by  way  of  the  bron- 
chial tree  and  should  be  a warning  against 
jiostponement  of  operation. 

I’liysical  signs  in  a typical  case  are  clear 
hut  they  are  more  .striking  to  one  who  sees 
the  patient  for  the  first  time  wdien  the  pro 
cess  is  well  under  way  than  they  are  to  the 
]ihysician  who  has  followed  the  case  from  tlu 
lieginning,  and  when  the  perspective  may 
have  beeoime  warped. 

With  the  patient  sitting  or  standing,  view- 
ed from  hehind,  there  is  seen  a distinct  flat- 
tening of  the  affected  side  even  Avhen  the 
empyema  is  a comparatively  full  one,  the 
shoulder  is  depre.ssed,  the  spine  is  .scoliotic, 
with  its  convexity  towafd  the  well  side, 
respiratory  movements  of  the  diseased  side 
are  re.stricted,  the  obliquity  of  the  ribs  is 
exaggerated  and  the  intercostal  spaces  are 
narrowed. 

Viewed  from  above,  with  the  patient  seat- 
ed sa  that  one  can  view  in  profile  both  upper 
chests,  a di.stinet  flattening  of  the  affected 
side  will  he  obseiwed. 

Vocal  fremitus  is  increased  when  the  exu 
date  is  very  cellular. 

Auscultatory  signs  vary  with  the  fluid  and 
the  thickness  of  the  pleura. 

Percussion  is  the  mo.st  important  physical 
sign  in  the  diagnosis.  It  brings  out  flatness 
over  the  area  which  directly  oderlies  the 
fluid,  but  changes  to  dullness  and'  modified 


resonance  when  a la^er  of  aerated  lung  j. 
between  the  chest  wall  amt  tlie  fluid.  All 
siigios  are  altered  wlien  gas  or  air  ocicupie.s 
part  of  tlie  pus  cavity  and)  they  cliange  wiui 
me  patient  s posture. 

llecause  of  tlie  ditficulty  of  interpretation 
of  tiie.se  piiysical  signs,  tliey  are  re.spousible 
in  our  exjierience  for  toe  vast  number  oi 
mistakes  in  diagnosis,  ,so  tliat  x-ray  lias  come 
to  be  the  single,  dejiendable  diagnostic  factor 
and  no  operative  procedure  should  be  at- 
tempted until  we  have  learned  all  we  can  by 
these  .means. 

An  exception  may  be  made,  when  with  a 
clear  hi.story,  we  are  dealing  -with  a case  in 
which  there  is  danger  and  uistre.ss  from  tlie 
tension  of  a chest  filled  with  pus.  With 
clear  physical  signs,  tly.sinioca  and  cyanosis, 
and  particularly  with  harassing  cough,  a 
positive  puncture  with  a large  needle,  .should 
at  once  be  followed  iby  suu'gical  measures 
for  relief  to  tide  ot’er  the  cmergenicy  with- 
out insisting  upon  x-ray  study. 

in  some  oi  tlie  cases  tiiat  are  coii.sidered  as 
empyeimja  of  ordinary  origin,  and  heeause  of 
chronieity,  especial  effort  is  made  for  ac- 
curate diaigtiosis,  tuberculosis  is  to  be  kept 
ill  mind.  Some  of  these  patients  are  jjhysical 
wrecik.s,  while  the  general  condition  of  others 
is  quite  good. 

Wlien  discharge  has  eontinued  for  a long 
time  in  spite  of  good  drainage  and  irriga- 
tion treatment,  tuhereiulosis  must  be  consid- 
ered. Sometimes  Tnhercle  Bo'-iili  can  be  dem- 
onstrated in  a smear  from  the  discharge ; in 
other  cases  a Iglilnea-pig  injection  may  he 
positive;  in  .still  others  one  can  make  the 
diagnosis  on  a section  of  excised  pleura.  The 
patient  may  have  tubercle  bacilli  in  the 
.sputum  and  may  have  been  .susjiicions  of 
tuberculosis  before  developing  cmiiyema,  or 
he  may  have  an  old  healed  apical  lesion. 

The  presence  of  tuberculosis  does  not  pre- 
clude the  possibility  of  healing.  The.se  cases 
are  often  most  favorably  iiifluencedi  by 
Dakin  treatment  and  heal.  In  others,  radical 
operation  alone  gives  a cure.  The  general 
condition,  of  the  patient  is  of  prime  impor- 
tance in  .some  and  keeping  the  wound  clean 
while  the  patient  is  built  up  is  all  that  can 
be  done. 

The  u.se  of  iodoform  oil  injection  in  these 
patients  >s  recommended  (Eggers),  condiined 
with  sunlilgiht  treatment. 

A tuberculosis  empyema  recognized  as 
such,  shmdil  not  he  operated  aidcss  secondary 
infection  has  developotl. 

Xot  many  years  ago,  the  discovery  of  pus 
or  seroqnis  in  the  ]>lural  sac  jilaced  the  case 
in  the  .surgical  emergency  class.  AVo  now 
believe  that  empyema  is  not  a condition  which 
calls  for  instant  operation,  unless  as  before 
said,  there  is  disturbance  of  respiration  and 
circulation  witii  cyanosis  and  other  igTaVe 
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.syniploiii.''.  I’A’da  ilion  llu.'  niirrgi'ir'j  iu;i\  Ih' 
imeu  ovrr  l>y  tlierapeut  u;  aspiration,  [losi- 
ponni'g  until  a time  ol  election  the  operaiion 
of  ilrainage,  or  radical  cure,  should  such  au 
operation  heeoiniie  necessary. 

The  lirst  surgical  procedure  to  be  employ- 
ed is  that  of  aspiranon,  preferably  by  tne 
air  repliaccment  inetiiod.  if  sero-pus  is  pres- 
ent ami  relief  nas  neen  given,  this  should  be 
repeated  as  often  as  there  are  signs  of  ten- 
sion iv-thin  the  thorax,  with  or  without  dis- 
placemei  t of  the  mediastinum. 

The  treatment  of  empyema  lias  tliree  ob- 
jects. (Ij  fhe  removal  of  the  piis,  ('!)  the 
correction  of  the  iiathological  thoracic  pre.s- 
sure,  (ifj  the  expansicin  of  the  lungj.  The 
physician  mu.st  decide  wliether  drainage  of 
tlie  i>iis  or  correction  of  the  pathological 
thoracic  pressure  is  most  important. 

Tlie  desirability  of  avoiding  an  oiicn  pueu- 
mothorax  in  the  reimovial  of  'acute  pleural  ef- 
fusion lias  long  been  recognized.  It  haiS  re- 
.sulted'  in  the  assemblying  of  many  devices 
as  Buelan.s,  the  I’otain  x\spirator,  Iselin 
Method  as  used  liy  Bauerbruch  and  Heller 
(Leipsig),  AIcEachern  and  K.  1).  Panton 
Apparatus  and  the  most  complicated,  but 
most  efficient,  that  of  Deryl  Hart  of  Duke 
University.,  All  the.se  harve  as  their  object 
the  aceompli.shment  of  drainage  without  the 
adnii.ssion  of  air  to  the  pleural  cavity. 

After  pus  has  forimed  and  aspiration  treat- 
ment has  failed,  two  procedures  are  avail- 
able, (1)  closed 'drainage,  (2)  open  drainage 
with  or  without  rib  resection. 

In  closed  drainage  a loatheter  is  inserted 
with  the  aid  of  a trocar  and  canula  through 
a dependient  intercostal  space,  usnally  the 
.seventh  or  eighth,  near  the  posterior  axillary 
line,  or  in  the  case  of  localized  empyema,  at 
its  dependent  angle,  a dressing  is  applied 
snugly  to  seal  off  tlie  tract  so  that  pleural 
contents  will  not  leak  externally,  then  the 
catheter  is  fastened  to  a closed  circuit,  so 
that  it  drains  intermittently  or  continuously 
with  or  without  the  aid  of  suction.  To  aid 
in  the  evacuation  of  the  fluid  and  irrigation 
of  the  pleural  cavity  is  the  desideratum  of 
these  varied  apparatus.  That  of  Deryl  Hart, 
to  which  he  has  given  the  name  of  “Tidal 
Irrigation  and  Suction,”  while  roOvSt  com- 
plicated, is  probably  most  efficient.  Its  ob- 
jections are  the  coimplication  of  tubing,  shut 
off,  etc.  and  that  it  recpiires  more  attention 
by  dioetors  and  nurses  than  is  available.  Its 
efficiency  in  the  face  of  reports  is  unques- 
tioned. The  course  of  the  disease  is  .shortened 
and  a permanency  of  cure  is  'assured. 

In  the  main,  results  akin  may  be  had  by 
intermittent  aspiration  of  the  fluid  by 
syringie  and  replacement  by  Dakin’s  Solu- 
tion 6.05%  at  two  hour  intervals.  At  times 
Dakin’s  Solution  seems  to  lose  its  bactericidal 


erfe.'il,  ni'  Id  be  r('siH)nsible  for  intra[)h‘iira I 
bleeding,  or  even  cause  acute  arthritic  syni])- 
tnimis,  sul)stit ntion  of  a solution  of  aeriflavine 
1-1000  works  well. 

By  closed  drai)iage  it  is  hoped  that  intra- 
thoracic  j>res.sure  will  be  maintained  at  a 
nearly  negative  point,  so  as  to  favor  expan- 
sion of  the  lung  and  the  obliteration  of  the 
j)leural  cavity  at  the  same  time  that  pus  is 
l)eing  drained  off,  and  chemical  .sterilization 
is  being  carried  out.  It  is  a question  whether 
intrathoraeic  pressure  stays  negative  longer 
than  seven  to  ten  days,  because  of  the  in- 
evitable loosening  of  the  cattlieter.  Hart  in- 
sists this  can  be  avoided.  Phemister  ques- 
tions whether  negative  pressure  in  the  pleural 
cavity  or  even  positive  intra  pulinonary  pres- 
sure is  as  vital  in  the  proce.ss  of  lung  expan- 
.siO'U  as  the  ])ulling  and  contracting  force  of 
advancing  healthy  granulations  at  the  parital 
and  'I’is'seral  pleural  junction  on  the  one 
hand,  and  the  prevention  of  a thick  pleura  on 
vhe  other  Either  process  is  la'  red  bv  oiien 
drainage. 

The  fundamental  thing  is  to  adapt  the 
operation  to  the  individual  regardless  of  any 
personal  preference  for  one  method  of  treat- 
ment or  another. 

It  is  my  belief  and  experience  that  under 
proper  conditions,  especially  with  reference 
to  after  (are,  the  closed  method  of  treatment 
has  great  advantages. 

In  th(‘  case  of  igoute  empyema,  if  a 
catheter  is  inserted  through  a stab  incision, 
and  pus  withdrawn,  without  letting  any  air 
into  the  pleural  cavity,  the  lung  is  expanded 
by  as  much  as  the  volume  of  pus  withdrawn. 
If  later  access  of  air  to  the  pleural  cavity  is 
prevented,  the  lung  is  kept  expanded.  If 
the  cavity  is  irrigated  with  an  antiseptic 
such  as  Dakins  it  is  Avashedi  not  only  clean, 
but  sterilized,  necrotic  imaterial,  and  fibres, 
are  dissolved  and  carried  aAvay.  From  my 
viewpoint  the  result  is  a much  cleaner  sur- 
gical job  than  the  old-fa.shioned  rib  resection. 
It  is  not  the  resection  of  the  rib,  but  the 
drainage  that  is  essential.  The  eliminaition 
of  pus  is  much  more  thorough  by  the  closed 
method,  efficiently  carried  out,  than  is  p'Os- 
sible  by  open  drainage  only. 

The  question  of  lopen  and  closed  drainage 
still  persists  as  a debate  in  many  minds,  but 
the  aimiazing  drop  in  mortality  as  reported, 
has  made  us  realize  if  the  fluid  is  thin  and 
translucent,  no  incision  should  be  made,  no 
matter  Iioav  small. 

In  recent  years,  the  principle  of  early  open 
drainage  in  eases  of  acute  empyema  has  come 
more  and  more  into  vogue.  This  tendency  is 
probably  largely  'due  to  the  feeling  that  the 
acute  inflammations  of  the  pleura  should  be 
no  different  in  ])rinciple  from  that  estab- 
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lisihed  by  loiiji'  practice  for  acute  inflaiimia- 
tioii  eLsev  here. 

it  i'gnorecl  the  conditions  sliOAvn  by  (Trahain 
in  experimental  tests  on  annuals  ajid  by 
theoretical  deductions,  that  iniake  of  an  oi)cn 
drainae'e  in  acute  emjyvenia  a positiA'elc' 
harmful  j)roc(alnre  which  must  often  be  in 
itself  an  immediate  cause  of  death. 

The  very  extimsive  eiiidimiic  of  (mijiymna 
in  our  imilitary  ('amps  ”ave  an  oppoii unity 
for  clinical  experiment  on  a yrar.d  scale  and 
it  has  confirmed  beyond  any  tpiestion  of 
'doubt,  the  essential  jioints  nf  cIos(h1  drain- 
lao-e.  In  the  face  of  'this  evidence,  i1  would 
seem  that  the  ojieration  of  early,  open  drain- 
ajre,  of  an  acute  emiiyema  must  be  considered 
as  bad  surgery. 
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KOEXTCJKX  DI  A'GXOSIS  OF  EMPYE.MA* 

Vernox  Elythe,  i\r.  1). 

I’aducnh. 

Emjiyeniii  is  an  aecumulation  or  colleotion 
of  pus  in  the  pleural  cavity  of  the  clu^st, 
(mmprassing  the  lungs  and  displacing  the 
other  viscera.  It  nnay  come  suddenly  but  it  is 
more  often  slow  in  forming.  Empyema  is  fre- 
quently a comjilication  rather  than  a setiuela 
of  pneumonia;  it  may  oecnr  as  early  as  the 
third  day  but  its  recognition  is  nearer  the 
ninth.  Twenty  per  cent  of  the  ]meumonia 
cases  in  the  military  camps  during  1917-18 
were  complicated  ivith  (unriiyema.  Emiiyema 
can  'become  secondary  to  an  old  bron- 
chiectasis. Following  a general  anesthesia 
virulent  tyjies  of  emjiycmia  may  ocicur  with- 
out precedingj  evidence  of  lung  abscess. 

Empyema  is  a very  dangerous  disease, 
whether  its  jiresence  lie  determined  by  means 
of  Roentgen  diagnosis  or  clinical  diagnosis, 
no  one  can  ignore  the  causative  factors  at 
Avork,  typhoid  bacilli,  tub(‘rciilar  b;icilli. 
mixed  geims  of  influenza,  measles,  jiharyn- 
■ditis,  inneum'onia  or  itraumatism  may  be  the 
causes  at  work  at  different  times.  Tin*  mor- 
tality in  many  of  our  military  camps  during 
the  epidemic  of  1917-1918  ran  from  80  to 
40%  and  in  .some  instances  as  high  as  84^. 
In  young  children  u]j  to  one  year  of  age  the 
mortality  reacihes  the  alarming  rate  of  54 ‘X  . 

‘Read  before  the  Kentucky  State  Medical  Association  at 
Lexington,  September  7-10,  1931. 


I..lcr-lobar  (>mpycnia  is  a frcipiciit  com- 
plication of  piKMimonia  and  is  ditlicuit  lo 
tiisunguisli  Ironi  these  consolidations  by 
means  .if  the  ,\-ray.  i lie  Hat  iilate  siiadow 
is  not  nearly  so  uscd'iil  in  tlu‘  lucfu-pnUatioii 
as  tnose  of  tne  stereoscojiic  and  at  tiiiu's  more 
favorabh'  views  may  he  ohtaine.l  by  tlic 
lat(*ral  ro(‘iitg(‘iiograJiis.  TIk'  tendency  ol 
(“injiyciiia  is  io  hccomc  (‘iicysti'd  or  encap- 
siihiTc.l,  tin*  intcrl.'.bjir  lyjie  Dec omes  pockete.! 
back  of  the  sternum  between  the  pericar- 
dium and  the  upiier  lobe  whicli  fact  must  be 
kept  in  mind  during  our  roentgen  diagnosis. 

The  iiiiajority  of  emiiyeimis  form  miicb  the 
same  way  following  an  iiifectio.i  of  the 
pleura  with  a iileuritic  effusion,  being  most 
often  th(‘  results  of  ;i  mixeil  infection.  It 
may  occur  in  part  of  the  thirst  where  tin* 
jileural  surfaces  come  in  contact.  Tlie 
empyema  tends  to  become  encapsulated  los- 
ing its  iqiper  iiiiarginal  curve  which  is  a 
marked  char-'cteristic.  in  the  Roentgmi 
shadows  following  siiiqile  serous  effusion. 
Roentgen  examination  by  clear  plates  or 
fluoroscopic  ob.servation  is  a great  aid  in 
localizing  the  point  to  puncture  for  a drain- 
age of  an  eneyst(Hl  empyema.  One  of  the 
sjiecial  features  to  be  looked  for  in  Roentgen 
shadows  of  eimpyema  is  the  dense  band-like 
shadow  enclosing  the  ])us.  W'hen  it  is  a frontal 
view  the  lung  tissue  may  be  .seen  below, 
whereas  in  simple  serous  effusion  the  fluid 
is  to  be  .seen  in  the  most  dependmit  jiart  ami 
the  lung  tissue  is  dis[)laced. 

The  fluorosc:o|)e  has  a great  advantage  in 
determinitng  the  t.vpe  of  massive  clubst  h'sions 
because  they  can  tie  examimsi  from  any 
angle.  The  dia[ihragm  movi'ineiit  and  its 
limitations  can  be  o'b.served  .more  accurately. 
Heart  displacement  and  the  mobility  of  the 
mediastinal  contents  can  be  carefully  esti- 
mated. You  can  .see  whether  there  is  any 
])ul.sation  in  the  structure  under  observation. 
Empyemas  located  in  the  vicinity  of  the 
great  aorta,  and  under  the  left  side  may  a]w 
liear  to  pulsate  but  this  is  very  likely  due  to 
adhesions  in  the  jiroximit.v  of  tiie  thoracic 
aorta. 

Differential  X-ray  diagnosis  lu'itAceen  the 
A-arious  massive  shadows  and  the  lesions  of 
the  lungs  and  an  emiiyema  recpiires  consid- 
erable care,  experience'  ami  observation.  Yet 
the  Roentgen  diagnosis  carefully  made  Avith 
a clear  and  definite  knoAvledge  of  the  normal 
appearance  of  fhe  chc'st,  Avith  a sound  under- 
standing of  the  Roentgen  shadoAvs  of  some 
twelve  or  fourteen  other  pathologic  condi- 
tions than  empyema  Avill  indeed  make  an  iii- 
tc'rc'sting  and  profita'ble  study. 

'l'o‘  fully  apiireciatc'  the  significance  of  the 
RcK'iitgen  shadoAvs  Avliich  makt'  the  basis  tor 
a diagnosis  of  an  empyema  avc  must  under- 
stand the  interpretation  of  the  Roentgen 
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shadows  of  some  of  the  leading-  diseases  of 
the  ehest  and  these  must  be  eliminated  in 
oTir  conclusions.  A brief  summary  of  the 
differences  will  be  necessary  to  arrive  at  a 
true  Roentgen  diagnosis  of  empyema. 

Pleural  effusion,  especially  of  the  serous 
type  will  cast  an  almost  equally  dense  shadow 
from  base  to  ape.x  obliterating  all  lung  tis- 
sue detail.  Its  density  shows  a diminution 
fro:m  base  to  ai)ex  and  from  within  to  peri- 
phery and  upward,  there  are  no  ehaiacteristic 
lines  in  the  early  stages.  Later  in  the  erect- 
position  there  may  be  a fairly  well  defined 
fluid  line  shadow  in  the  upper  miailgin. 
Empyema  or  purulent  effusion  ha?  a great 
tendency  to  become  encapsulated  due  to  the 
adihesions  occurring  between  the  aortal 
pleural  surfaces  and  the  viscera,.  Empyema 
may  be  partial  or  of  the  whole  type,  it  may 
he  total,  occupying  the  whole  pleural  cavity 
or  of  the  closed  variety. 

Lung  ab.scess  is  frequently  found  in  the 
central  lung  areas  near  the  inter-lobar  fis- 
sures, this  also  is  a.  frequent  site  for  an 
empyema  encapsulated,  it  is  with  some  diffi- 
culty that  a differential  diagnosis  can  be 
made  l)y  means  of  the  X-ray.  Bearing  in 
mind  that  the  shadow  made  by  a lung  abscess 
is  mOre  oi-  less  localized,  somewhat  rounded, 
less  dense  ami  surrounded  by  an  irregular 
zone  cast  by  the  precieding-  infiltration  of 
the  earlier  inflammation,  while  shadows  cast 
by  the  empyema  are  more  ovoid  and  denser, 
will  aid  the  diagnosis. 

Roentgenograms  and  fluoro.sc oi)ic  studies 
are  very  important  in  the  determination  of 
the  chronic  type  of  empyema,  telling  the  di- 
rection, the  number  of  the  sinuses,  size  of  the 
cavity  in  its  extension  or  recession  from  time 
to  time.  Injection,  of  opaque  substances, 
such  as  bismuth  paste,  oil  injection,  solu- 
tion of  sod’um  iodide  under  special  technic 
will  reveal  very  valuable  information. 

Pneumlo-thorauX  Roentgen  shadows  demon- 
strate the  free  air  in  the  pleural  cavity 
which  comj)resses  the  lungs  making  a small 
well-defined  outline  between  the  wall  of  the 
chest  and  tlie  lung.  Where  the  air  is  present 
lllrere  is  no  evidence  of  an  anatomic  outline; 
if  there  is  blood,  pus  or  serous  fluid,  by 
eha,nging  the  posture  we  can  see  the  fluid 
level  andi  wave  fluctuation.  This  cannot  be 
seen  if  the  patient  is  remaining  in  the  recum- 
bent position  of  the  ant-post  or  the  post-ant 
direction.  At  times  empyemas  miay  be  sec- 
ondary to  hronchiectiasis  and  difficult  to 
diagnose. 

Intrathoracic  tumors  are  other  conditions 
of  the  chest  which  must  be  distinguished 
often  by  means  of  Roenta-en  ddaicnosis  from 
empyemas.  iMost  of  the  benign  tumors  and 
ghindidar  eidargemeuts  are  substernal.  En- 


larged thyroids  at  times  project  into  the 
chest  U.uler  the  sternum  and  are  somewhat 
smaller  at  the  lower  end.  The  hypertrophy 
imjay  be  of  the  bilateral  variety  but  is  most 
often  unilateral.  Cysts  are  single  siha,dows 
rounded  anidi  well  defined  under  the  fluoro- 
scope  and  the  diagnosis  is  easily  made. 
Lymphatic  enlargements  such  as  Hodgkins 
disease  show  multiple  and  well  outlined 
shadows.  Enlargements  of  the  thymus  gland, 
seen  in  the  early  months  of  childhood  are 
found  in  the  upper  substernal  region,  it  can 
be  readily  seen  under  the  fluorosoope  or  on 
flat  plates,  'but  it  is  best  seen  at  the  end  of 
respiration  by  means  oi  the  fluoroscope. 

Aneurysm  of  the  aorta  ean  best  be  deter- 
mined by  use  of  the  fluoroscope,  during  the 
examination  the  pulsation,  size  and  direction 
which  it  jioints  can  be  observed.  Roentgeno- 
grams post-ant  and  lateral  are  of  much 
value. 

IMalignaiit  lumors  of  the  chest  are  not  in- 
frequent. The  most  common  priiuary  form 
is  the  lymphesan  oma  arising  from  the  medi- 
astinal region,  it  may  extend  into  one  or 
both  sides  of  the  thorax.  The  borders  are 
clearly  defined  showing  smooth  or  multino- 
diular  parts.- 

Primary  sarcoma,  originates  from  the  chest 
wall  or  from  the  pleura,  it  shows  a well  out- 
lined regular  dense  ma.ss,  while  the  metas- 
tatic type  may  be  found  in  large  Igland  masses 
or  in  the  miliary  variety.  The  tumor  is  well 
defined  and  will  often  show  bone  destruction. 
The  metastatic  sarcoma  is  multiple-nodular, 
sharply  definedi  and  scattered  over  the  lung 
field  to  a 'considerable  degree. 

Roentgenograms  after  all  that  may  be  said 
are  only  shadowgraphs  or  silhouettes,  there 
are  no  short  cuts  to  correct  interpretations. 
The  technician  may  be  skilled  in  his  art  hut 
unless  he  has  also  the  experience  and  judg- 
ment of  a Roentlgenologi.st  it  does  not  mean 
that  be  can  interpret  Roentgen  shadows  with 
any  degree  of  skill  or  efficiency.  Thei-e  are 
iiii/any  pitfalls  and  errors  in  the  way  of 
Roentgen  diagnosis,  sometimes  resulting  in 
grave  harm  to  the  patients,  if  carelessness 
and  iionoran’ce  are  combined  in  the  making 
of  the  diagno.sis.  It  requires  much  study 
and  repeated  study  of  films  and  pla_tes  to 
make  (accurate  Roentgen  diargnosis  of 
Emjiyema.  There  are  many  conditions  of* 
the  lungs  which  have  to  be  considered  and) 
excluded  in  the  final  summary.  As  in  all 
lesions  it  is  not  difficult  to  see  after  it  has 
been  carefullv  analyzed  and  demonstrated 
but  it  is  a different  imatter  to  recognize  them 
in  tbe  beginning. 

As  Brooks  ar|dl  Oeoil  have  said:  “The  use 
of  the  Roentgen  ray  is  indisirensable  in  the 
diagnosis  of  emi)yema,  but  it  alone  will  not 


174 


Kh:\TrCKY  MEDICAL  JOCRXAL 


keep  the  lazy  or  careless  clinician  out  oi' 
trouble  with  the  patholoigist.  ” 
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iSl’RGlCAL  TREATMENT  OF  EMPYEMA* 
Carl  C.  Howard,  i\I.  L). 

Olasg'oiv. 

1 ivill  refrain  from  reviewing  all  known 
and  unknown  methods  of  treating  Empyema. 

The  treatment  put  forth  here  has  graclually 
been  developed  idiurinig  the  last  twenty  years, 
often  through  necessity,  in  cabins  hy  a coal 
oil  lamp.  Since  those  dark  rainy  nights  I 
have  tried  quite  a few  refinements  and  dif- 
ferent methods,  but  time  and  experience  have 
brought  me  back  to  the  simplicity  of  my 
first  attempt  in  caring  for  these  “unfor- 
tiinate-s,”  who  have  suiwived  one  fierce  battle, 
enjoyed  only  a few  days  of  rest,  then  come 
orders  to  '“enter  the  front  lines  again.” 
Handle  these  cases  gently,  they  are  at  a low 
ebb. 

Pre-operative  Procedure 

1.  Be  sure  you  do  not  operate  too  early. 
Wait  for  nature  to  build  up  soime  resistance. 

2.  Percussion  Avill  igive  you  dullness. 

d.  With  the  Fluoroseope  locate  the  shadow 
whi'cih  may  fill  the  jileural  cavity  or  lie  walled 
otf  any  where  in  the  cavity  or  between  the 
lobes,  klark  on  the  body  the  outline  of 
shadow  of  abscess  and  diaphragm. 

4.  With  a large  needle,  luer  syi'inge  and 
V2  % novooaine  solution,  make  sure  you  are 
dealing  with  pPs  and  not  simple  effusion. 
(lJ.se  (Microscope  in  doubtful  cases).  It  is  not 
easily  located  where  a small  pocket  is  pres- 
ent. Do  not  remove  needle  when  located,  use 
it  as  a guide  for  incision,  (a)  If  pure  pus, 
drainage  is  imperative,  (b)  If  straw  colored 
fluid,  withhold  the  knife. 

Operative  Procedure 

1.  If  adult,  preliminary  morphine  gr.  1/6. 

2.  Infiltrate  chest  wall  freely  with  1/2% 
uovocaine  solution,  over  area  where  pus  is 
loraterl. 

3.  J\Eake  incision  between  ribs  about  two 
inches  in  length  down  to  pleura. 

4.  Oontrol  hemornhage  by  touchim>'  hemo- 
stat  with  electrocoagulation  point.  Be  sure 
you  have  a dry  field. 

5.  Retract  'wound  with  mastoid  retractor. 

6.  Open  pleura,  (very  slight  incision) 
insert  with  hemostat  No.  20  or  22  mushroom 
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catheter  (tip  of  mushroom  cut  offj  until  pus 
flows  freely  throuigh  catlietcr. 

7.  Do  not  drain  too  raiiidiy.  If  coughing 
is  severe,  or  breathing  is  cmliarressed,  plug 
catheter  inimediatidy. 

8.  Suture  catheter  to  skin  wound  witli 
tension  suture. 

PoST-(.)PERATIVE  CaRE 

1.  Control  pain  with  small  doses  of  opiate. 

2.  If  large  cavity  is  jiresent  clamp  the 
catheter,  releasing  three  or  four  times  daily 
until  excess  is  drained  off. 

3.  If  pus  is  thick  and  you  think  there  is 
no  connection  with  Bronchi,  fill  cavity  three 
times  daily  with  V2%  Dakin’s  solution. 

4.  Feed  them  more  than  the  normal  per- 
,son  should  eat.  Good  nursing  counts  for  a 
large  per  cent  of  recoveries. 

5.  Fluoroseope  them  weekly  to  ascertain 
if  your  drainage  is  correct,  and  the  lupgi  is 
ex])anding. 

6.  Do  not  remove  tube  until  cavity  is  very 
small  and  drainage  is  slight. 

Most  cases  of  chronic  empyema  that  have 
been  idischarging  for  quite  a time  can  be 
cured  by  the  simple  jirocedure  of  lubricatinig 
a.  oatlheter,  inserting  it  through  the  old  sinus 
into  the  cavity,  and  filling  cavity  three  times 
daily  with  1%  Dakin’s  solution.  Keep  this 
up  for  weeks,  or  until  the  pus  drainage 
ceases. 

Summary 

1.  Locate  jms  with  needle. 

2.  Incise  between  ribs.  No  need  to 
resect  rib. 

3.  Mushroom  catheter  (tij)  removed) 
makes  excellent  drainage. 

4.  Dakin’s  solution  can  often  he  used'  to 
advantage. 

5.  Local  anesthesiai  is  preferable. 

6.  ’Phe  Fluoroseope  may  be  used  to  a 
great  advantaigic  both  pre-operative  and  post- 
operative. 

7.  Do  not  remove  tube  too  early. 

DISCUSSION 

Paul  A.  Turner,  Louisville:  The  last  paper 

was  a very  efficient  paper  dealing  really  with 
the  essential  matters  in  the  discussion  of  em- 
pyema. The  first  paper  also  was  very  interest- 
ing. 

One  point  in  Dr.  Blythe’s  paper  I think  needs 
to  be  emphasized,  and  that  is  the  difficulty  in 
the  diagnosis,  particularly  in  reading  the 
x-ray  plate  alone.  It  is  not  easy  to  determine 
the  exact  condition  that  is  in  the  chest  by  look- 
ing at  the  x-ray  film.  I have  in  mind  a case 
that  was  in  the  sanatorium  a short  time  ago,  a 
case  of  lung  abscess.  If  I started  to  talk  about 
lung  abscess  we  would  take  very  much  more  than 
the  ten  minutes  1 have,  but  this  case  we  know 
was  a lung  abscess,  though  on  the  x-ray  film 
tliere  was  a larger  area  of  white  that  looked 
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as  if  there  was  an  encapsulated  empyema  be- 
tween the  middle  and  lower  lolbes  of  the  right 
lung.  The  expert  x-ray  men  gave  a diagnosis 
of  an  encapsulated  empyema,  hut  the  abscess 
was  clearly  seen,  and  we  decided  that  opera- 
tion was  necessary.  When  the  surgeon  made 
the  incision,  he  found  that  there  was  no  en- 
capsulated fluid  at  all.  The  white  aspect  shown 
in  the  x-ray  was  merely  a vei-y  thick  pleura 
and  disguised  an  area  of  gangrene  of  the  lung. 
I had  suspected  gangrene  because  of  the  nature 
of  the  bacterial  analysis.  We  found  that  there 
was  a Fusiformis  and  Spirillum  of  Vincent’s, 
and  practically  always  in  gangrene  of  the  lung 
you  will  find  Vincent’s.  I don’t  think  that 
was  mentioned  in  any  of  the  papers. 

In  my  experience,  the  most  severe  form  of 
empyema  is  one  that  follows  abscess  of  gan- 
giene  of  the  lung.  It  is  extremely  fatal.  I 
want  to  caution  anyone  dealing  with  lung 
abscess  never  to  try  to  collapse  the  lung  with 
artificial  pneumothorax  to  obliterate  a lung 
abscess.  The  result  usually  i.)  fatal.  In  put- 
ting air  in  with  artificial  pneumothorax  treat- 
ment you  will  block  the  drainage  from  the  cavity 
into  the  bronchi,  thence  into  the  trachea,  and 
the  result  is  that  the  abscess  will  just  balloon 
up  and  rupture  in  a period  of  two  or  three 
days,  and  so  follows  this  very,  very  severe  form 
of  empyema  that  is  practically  hopeless. 

At  the  Nashville  meeting  of  the  Tuberculosis 
Association  last  year  I heard  a man  who  has  had 
a tremendous  amount  of  experience  in  treating 
lung  abscesses,  say  that  in  thousands  of  these 
cases,  in  doing  phrenic  neurectomy  he  had 
never  had  any  bad  results.  With  the  surgeon 
at  Hazelwood  Sanatorium  I have  done  a few 
phrenic  neurectomies,  and  among  those  few  I 
did  one  for  the  relief  of  lung  abscess  that 
terminated  fatally.  It  was  a case  where  the 
abscess  was  near  the  hilum,  in  the  lower  lobe, 
and  raising  of  the  diaphragm  cut  off  the  drain- 
age and  that  abscess  blew  up.  It  is  not  a pro- 
cedure that  you  can  undertake  with  impunity. 
Phrenic  neurectomy  is  fine  in  ceidain  cases, 
but  the  abscess  must  be  located  in  a place  where 
you  aie  particularly  certain  that  you  won’t 
block  the  drainage  that  is  already  there.  Just 
to  repeat  the  caution,  never  tiy  pneumothorax 
for  reducing  or  obliterating  a lung  abscess,  be- 
cause if  you  do  you  are  liable  to  have  the  most 
extensive,  severe  empyema  that  I know  any- 
thing about. 

Ernest  B.  Bradley,  Lexington;  I should  like 
to  discuss  especially  Dr.  Altman’s  paper,  The 
Difficulties  in  the  Diagnosis  of  Empyema,  be- 
cause for  one  practicing  medicine  in  a place 
where  x-ray  is  not  available,  it  i.s  necessaiy  to 
make  a diagnosis  of  empyema  without  this  as- 
sistance. 

To  diagnose  empyema,  there  are  several 
things  to  bear  in  mind.  First,  those  patients  with 
pneumonia  who  do  not  get  well  and  where  the 


sweating  continues,  are  usually  considered  cases 
of  “delayed  itesoiution,’’ — an  old  'term  that 
probably  doesn’t  mean  very  much.  There  is  only 
a very  small  proportion  that  really  undergo  de- 
layed resolution.  Most  of  tnese  cases  have  a 
collection  of  pus  somewhere  in  the  pleural 
cavity. 

The  next  point  after  suspecting  empyema  is 
to  locate  it.  I think  the*  most  important  phy- 
sical sign  of  empyema,  which,  of  course,  is  the 
same  as  the  sign  of  fluid  of  any  kind  in  the 
chest,  is  the  dullness  or  flatness  to  the  note  on 
percussion,  and  secondly  the  absence  of  tactile 
fremitus,  because  on  auscultation  we  may  get 
the  same  signs  as  if  we  had  a consolidation  in 
the  lung;  in  other  words,  we  may  have  bronchial 
breathing,  bronchophony  or  egophony,  and  yet 
have  a collection  of  fluid.  Absence  of  tactile 
fremitus,  with  dullness  and  displacement  of  the 
apex  beat,  is,  to  my  mind,  the  best  sign  of  fluid 
in  the  chest.  The  signs  ai’e  the  same  whether 
the  collection  of  fluid  be  serous  or  purulent. 

After  we  have  located  the  pus,  of  course 
x-ray  is  by  far  the  most  valuable  diagnostic 
agent.  We  will  say  that  we  have  no  x-ray 
available.  The  next  thing  to  do  is  to  put  a 
needle  in  the  chest  to  find  out  what  sort  of  fluid 
we  have.  The  needle  should  be  sufficiently 
large  so  that  if  pus  is  rather  thick,  it  can  be 
withdrawn  through  the  needle. 

There  are  quite  a number  of  cases  that  we 
feel  sure  are  empyemas  in  which  we  cannot 
locate  the  pus  by  the  needle;  either  the  needle 
does  not  reach  the  pus,  or  the  pus  will  not  go 
through  the  needle.  In  ordinary  circumstances 
the  first  difficulty  is  encountered,  because 
even  with  the  advantage  of  the  x-ray  and  care- 
ful study  of  the  patient,  it  is  sometimes  impos- 
sible to  locate  a small  collection  of  pus;  at  least 
I have  found  it  impossible  in  certain  cases. 

One  difficulty  in  making  a diagnosis  of 
■empyema  by  physical  signs  is  that  in  the  be- 
ginning it  starts  the  same  as  a pleurisy  with 
inflammation  of  the  pleura,  sometimes  this 
pleura  is  held  down,  adhesions  form,  espe- 
cially at  the  base,  and  if  adhesions  form  and 
the  lung  it  held  down,  the  signs  over  the  chest 
will  be  obscured.  The  regular,  ordinai-y,  nor- 
mal breath  sounds  may  be  heard,  slight  dullness 
rather  than  flatness  may  be  obtained,  and  in 
putting  in  a needle,  even  though  the  x^ray  pic- 
ture showts  a collection  of  fluid  at  that  base, 
thei’e  may  be  two  or  three  inches  of  lung  still 
present  through  which  you  have  to  pass  before 
getting  into  the  pus. 

I know  personally  that  one  of  my  cases 
came  to  autopsy  in  which  every  effort  was 
made  to  locate  a collection  of  pus  that  I felt 
sure  was  present,  but  because  I went  into  lung 
tissue  first  and  didn’t  go  quite  far  enough,  I 
was  not  able  to  get  the  collection. 

In  other  cases,  of  course,  the  collection  of 
pus  is  encapsulated.  This  occurs  especially  in 
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the  interlohar  regions  where  they  may  be  mis- 
taken for  abscesses  and  the  empyema  may  not 
be  located. 

Both  the  x-ray  and  the  needle  will  fail  in  a 
certain  number  of  cases.  Some  authors  have 
recommended  thoracotomy  where  it  was  felt  sure 
the  pus  was  present,  tout  I have  had  no  experi- 
ence with  this  particular  procedure  for  diag- 
nosis. 

Another  point  that  I w'ant  to  make  is  that 
some  cases  are  diagnosed  as  chronic  pulmonary 
tuberculosis  from  the  character  of  the  fever, 
the  sweating,  the  cough,  the  sputum  and  so  on, 
that  are  really  not  tuberculosis,  but  cases  of 
chronic  or  old  empyema.  No  case  should  be 
allowed  to  go  as  a case  of  chronic  tuberculosis 
without  enough  examinations  of  the  sputum  to 
rule  out  the  tuberculosis  or  to  substantiate  the 
diagnosis,  because  people  have  died  with  a 
diagnosis  of  pulmonary  tuberculosis  who  had 
an  empyema,  and  who,  if  they  had  been  oper- 
ated upon,  would  have  had  at  least  a chance  to 
live. 

Although  the  difference  between  the  closed 
and  open  treatment  of  empyema  was  men- 
tioned, I don’t  want  to  discuss  that  except  to 
say  that  I believe  an  aspiration  of  thin  pus 
should  be  done  rather,  than  too  early  an  opera- 
tion, giving  the  pleura  a chance  to  form  cer- 
tain adhesions  and  the  lung  a chance  to  form 
adhesions  so  that  the  pus  will  not  be  taken  out 
too  suddenly.  This  is  especially  true  where 
there  are  large  collections  of  pus.  I have  seen 
two  patients  die  on  the  operating  table  where 
a large  opening  was  made  into  the  pleural 
cavity  and  the  pus  let  out  too  quickly.  If 
aspiration  is  done  for  a few  days  or  is  done  a 
few  times  before  the  final  surgical  operation  is 
done,  more  patients  will  get  well. 

Donnan  B.  Harding,  Lexington:  The  roentgen 
diagnosis  of  empyema  may  be  a very  simple 
problem,  or  it  may  be  so  complex  that  the  radio- 
logist alone  cannot  reach  definite  conclusions. 
The  simple  unencapsulated  effusion,  showing  a 
dense  area  in  the  base  of  the  chest,  obliterating 
the  diaphragm  shadow  and  displacing  the  heart 
toward  the  opposite  side,  is  of  course  easily 
recognized.  The  encapsulated  lesion  is  not  al- 
ways so  readily  determined,  especially  when  it  is 
located  in  the  upper  part  of  the  chest  or  in  the 
interlobar  fissures.  Then  all  those  lesions  which 
can  produce  localized  areas  of  intrathoracic 
density  must  be  considered  in  reaching  a diag- 
nosis. Dr.  Blythe  has  discussed  this  problem  in 
detail.  But  I think  he  should  have  emphasized 
more  fully  the  value  of  lateral  viev/s  of  the  chest. 
When  there  is  any  question  of  empyema,  the 
lateral  view  should  be  a routine  procedure. 
This  brings  up  another  point.  The  referring 
physician  should  give  his  radiologist  some  infor- 
mation before  the  x-ray  examination  is  done, 
so  that  special  work  such  as  lateral  views  can 
he  included  in  the  examination  when  indicated. 


Also,  a consultation  Ibetween  the  radiologist  and 
the  internist  may  permit  a definite  diagnosis, 
when  the  x-ray  findings  suggect  any  one  of 
several  types  of  pathology.  An  encapsulated 
empyema  along  the  mediastinal  shadow  may  re- 
semble a neoplasm.  But  if  the  referring  phy- 
sician can  add  a histoi'y  of  pneumonia,  with 
persistent  fever  and  a leucocytosis,  the  diag- 
nostic problem  is  simplified  immediately. 

The  third  and  most  difficult  type  of  case  is 
the  empyema  with  multilocular  pockets.  The 
various  pleural  lesions  may  overlap,  or  be  over- 
shadowed by  pulmonary  consolidation,  so  that 
both  the  anteroposterior  and  lateral  films  are 
bewildering.  Here  an  exploratory  aspirating 
needle,  guided  by  both  the  physical  examination 
and  the  x-ray  findings,  may  be  necessary. 

Wallace  Frank,  Louisville:  The  medical 

aspect  and  the  diagnostic  side  of  the  study  of 
empyema  have  been  very  well  brought  out,  and 
I would  speak  but  to  the  surgical  treatment. 

In  the  first  place,  operation  on  an  empyema 
is  not  an  emergency  operation.  Many  cases 
are  operated  too  early.  It  is  just  as  impossible 
to  drain  the  entire  pleural  cavity  as  it  iis  to 
drain  the  abdomen.  If  you  allow  these  pa- 
tients 'o  wait  until  the  pus  is  localized,  the 
treatment  surgically  becomes  a relatively  simple 
problem. 

Localization  of  the  pus  by  the  needle  is  a 
most  important  thing,  as  has  been  brought  out, 
but  aspiiation  with  the  syringe  has  added 
importance  which  I think  is  of  even  greater 
value,  and  that  is  the  study  of  the  type  of  bac- 
teria that  is  the  offending  agent,  and  also  the 
character  of  the  fluid  evacuated. 

In  cases  where  the  fluid  removed  is  thin,  we 
believe  that  aspiration  is  the  method  of  choice 
as  to  treatment,  that  that  case  should  not  be 
treated  by  the  institution  of  open  drainage. 
Furthermore,  if  in  a study  of  the  fluid  bacteri- 
ologically  by  smears  and  cultures,  no  bacteria 
are  demonstrated,  the  great  probability  is  that 
we  are  dealing  with  a tuberculous  empyema  in 
which,  to  my  mind,  open  di’ainage  is  absolutely 
contraindicated. 

When  the  fluid  is  thick,  open  drainage  must 
be  instituted,  at  least  drainage  whether  toy  open 
or  closed  method  must  be  instituted.  We  have 
used  the  open  method  with  exceedingly  good 
results.  The  important  thing  is  to  put  your 
drainage  in  a dependent  position.  I don’t  be- 
lieve that  irrigation  of  the  cavity  is  at  all  neces- 
■sary  or  essential.  If  your  drain.age  is  in  a 
dej)endent  point,  the  pus  will  come  out,  the 
growth  of  granulations  tends  to  pull  the  lung 
out,  and  with  proper  lung  exercises  instituted 
early  the  cavity  will  be  obliterated.  The 
greatest  troubles  that  we  see,  I think,  arise 
from  a too  early  removal  of  the  drainage  tube, 
with  tlie  subsequent  c-losing  off  of  the  tract 
and  tlie  re-accumulation  of  fluid. 

I think  that  lung  exercises  following  drainage 
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of  an  ompyoma  especially  blowing  against  resis- 
tance, are  very  important,  otheiwise  the  lung 
does  not  approach  the  chest  wail  and  tne  only 
way  the  cavity  can  be  obliterated  is  Iby  the  two 
pleural  surfaces  coming  together.  When  this  does 
not  occur  a chronic  empyema  results,  the  treat- 
ment of  which  is  not  only  attended  with  some 
mortality,  but  the  results  of  which  may  not  be  so 
good.  There  is  only  one  way  to  treat  a chronic 
empyema,  namely,  freeing  the  lung  and  bring- 
ing it  up  to  the  chest  wall,  or  taking  the  chest 
wall  down  to  the  lung,  both  of  which  are  major 
surgery  procedures. 

Oscar  O.  Miller,  Waverly  Hill  Sanatorium:  I 

have  enjoyed  Dr.  Altman’s  and  Dr.  Blythe’s 
papers,  and  I wish  to  commend  to  you  Dr. 
Blythe’s  concluding  statement,  “that  the  x-ray 
will  not  keep  the  careless  clinician  out  of 
trouible.’’ 

Ihe  diagnosis  of  empyema  is  difficu'lt  because 
it  is  secondary  to  another  pre-existing  disease; 
the  onset  is  rather  insidious  and  unsuspected, 
and  because  of  this  the  clinician  is  likely  to 
overlook  it.  As  has  already  been  pointed  out, 
a secondary  rise  in  temperature  following  the 
crisis  is  indicative  of  a collection  of  pus  and 
not  of  a delayed  resolution. 

In  pneumococcus  empyema,  the  empyema 
forms  late,  and  50  to  60  per  cent  of  these 
empyemas  are  due  to  the  pneumococcus.  In  the 
25  per  cent  of  cases  Avhich  rre  due  to  strepto- 
coccus, the  empyema  is  preceded  by  a bronchial 
pneumonia,  and  the  formation  of  the  fluid  takes 
place  early. 

I was  glad  that  Dr.  Bradley  brought  out  the 
two  significant  features  in  regard  to  the  diag- 
nosis of  this  condition:  a flat  note  and  the  ab- 
sence of  tactile  fremitus.  Bronchophony  and 
egophony  and  bronchial  breathing  may  exist  in 
the  presence  of  fluid  w'hen  the  underlying  lung 
is  consolidated,  because  under  these  conditions 
you  have  a good  medium  for  the  conduction  of 
sound.  Another  significant  feature  is  tender- 
ness on  pressure  due  to  the  inflammatory  reac- 
tion in  the  pleura.  In  neglected  cases  there  is 
some  edema  of  the  chest  wall  with  obliteration 
of  the  intercostal  spaces,  and  a glossy  appear- 
ance of  the  overlying  skin.  This  not  infre- 
quently is  the  forerunner  of  empyema  neces- 
sitatis. 

Shifting  of  the  viscera  to  the  opposite  side 
is  a very  important  sign  and  is  greater  with  an 
effusion  of  pus  than  with  serous  effusion. 
These  patients  are  toxic;  they  look  sick  due  to 
a secondary  anemia  which  takes  place  early  and 
is  rather  characteristic.  This  secondary  anemia 
is  almost  diagnostic  in  neglected  empyemas, 
especially  in  children.  Associated  with  the  pal- 
lor, are  parrot-beak  nails,  or  clubbing  of  the 
fingers.  This  clubbing  may  take  place  early, 
sometimes  inside  of  three  or  four  days. 

I feel  that  the  physical  signs  in  empyema 
can  stiT  be  depended  upon,  and  that  they  are 
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.sufficiently  distinctive  for-  a diagno.sis. 

The  next  logical  procedure  when  one  suspects 
an  empyema  is  thoracentesis.  One  of  the  com- 
mon faults  'in  aspiration  of  the  pleural  cavity 
is  to  insert  the  needle  at  the  most  dependent 
portion  of  the  lung.  In  this  location  the  needle 
is  apt  *0  become  clogged  with  fibrin  or  the 
diaptiragm  is  pulled  up  and  the  costophrenic 
Sinus  is  obliterated  which  results  in  a dry  tap. 
i he  point  at  whlich  to  aspirate  for  a diagnostic 
puncture  is  the  center  of  the  fiat  note,  and 
under  these  circumstances  more  often  will  you 
lind  fluid.  The  one  who  makes  a diagnostic 
puncture  and  gets  fluid  every  time  is  the  one 
who  punctures  too  infrequently.  When  one 
suspects  fluid  he  ought  to  make  a dl.agnostic 
puncture,  and  one  expects  under  these  circum- 
stances to  get  a moderate  number  of  dry  taps. 

It  is  questionable  as  to  whether  the  tubercle 
bacillus  can  produce  an  empyema  of  itself. 
.Some  have  thought  that  these  cases  must  be 
complicated  with  secondary  organisms.  'Ihis 
is  not  necessarily  true.  With  the  presence  of 
the  tubercle  (bacillus,  often  the  fluiu  is  more 
or  less  serous,  turbid,  and  later  on  becomes  dis- 
Umctlyi  purulent. 

One  of  the  advantages  of  this  diagnostic 
puncture  is  that  we  are  able  to  determine  the 
character  of  the  fluid.  That  thick,  creamy  pus 
which  is  so  characteristic  of  a pneumococcus, 
which  separates  out  into  two  layers  with  a thin, 
watery,  greenish  layer  above  needs  no  descrip- 
tion. The  culture  in  these  cases  is  not  very 
satisfactory  because  the  pneumococcus  dies  out 
early,  but  the  direct  smear  can  give  a good  deal 
of  information. 

Whenever  one  gets  a sterile  pus,  he  ought 
immediately  consider  that  he  is  dealing  with  a 
tuberculous  empyema.  A tuberculous  empyema 
begins  insidiously,  the  patient  is  not  acutely  ill, 
and  does  not  look  ill. 

The  treatment  of  a tuberculous  empyema  is 
repeated  aspiration  with  as  small  a needle  as 
is  consistent  for  the  purpose;  irrigation  with 
one  to  five  thousand  solution  of  acriflavine,  and 
if  this  does  not  control  the  lesion,  an  oleothorax 
is  indicated. 

Walter  I.  Hume,  Louisville:  I regret  that 

Dr.  Howard  is  not  here  to  read  his  paper  on  the 
Surgical  Treatment  of  Empyema  this  morning. 
However,  the  question  of  surgical  treatment  has 
come  up,  and  I want  to  address  a few  remarks 
to  a special  class  of  empyema  cases  which  i 
think  deserve  special  treatment,  namely,  those 
cases  under  two  years  of  age,  in  which  the  mor- 
tality has  been  rated  as  high  as  50  to  70  per 
cent. 

I was  very  glad  to  see  the  drift  here  to  the 
clo.sed  treatment  in  these  cases.  Sauerbruch  in 
a splendid  article  abstracted  at  length  in  S.  G. 
and  0.  about  eight  months  ago  advocated  the 
closed  method  as  the  only  way  to  reduce  our 
mortality  in  children  under  two  years  of  age. 
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particularly  d'.nee  they  have  nearly  alwaiys  a 
large  collection  of  thin,  fluid  pus,  and  particular- 
ly since  the  respiratory  efforts  are  so  weak 
under  stress,  perhaps  of  having  had  a preced- 
ing pneumonia.  Such  conditions  will  allow  the 
lung  to  retract,  and  you  get  adhesions  of  the 
lung  toward  the  hilum  instead  of  allowing  ap- 
proximation to  the  chest  wall  which  approxima- 
tion you  must  have  to  finally  get  a good  result. 

In  a visit  with  Hediblom,  I learned  he  was 
using  the  closed  treatment  particularly  in  these 
little,  weak  fellows,  and  he  declared  that  he 
had  nui-ses  s])ecially  trained  to  see  that  the 
method  stayed  a closed  method.  With  a trocar 
between  the  lubs  at  the  most  dependent  part, 
a tube  is  properly  placed  and  neatly  sealed  in. 
You  clamp  the  catheter  or  tube  off,  and  with 
an  aspirating  syringe  in  place  lift  your  clamp 
and  aspirate  what  amount  of  material  you  want. 
If  you  irrigate,  as  some  have  sugg-ested  here, 
with  Dakin’s  or  some  other  antiseptic  solution, 
all  right,  but  see  that  the  opeiuing  and  the  clos- 
ing maintains  the  closed  drainage  idea,  other- 
wise some  careless  attendant  will  come  along 
and  allow  the  atmospheric  pressure  to  collapse 
the  little  lung  if  it  is  still  uncollapsed,  and  your 
closed  drainage  is  ruined,  for  the  time  being  at 
any  rate.  He  has  a special  team  for  looking 
after  empyema  cases,  j)articularly  in  the  winter 
time  when  they  are  so  prevalent. 

I have  had  an  unusual  experience  with  these 
little  children,  and  we  have  lost  so  many  of 
them  that  I think  the  treatment  of  them  de- 
mands ispecial  care  and  attention.  It  ris  quite 
usual,  I know,  and  I have  had  calls  to  come  and 
do  a rib  resection  when  we  have  an  empyema. 
Whether  I am  going  to  do  a rib  resection  de- 
pends on  what  we  find  when  we  get  there.  If 
we  have  localized  pockets  of  pus,  all  right;  if  we 
have  a total  empyema  with  thin  pus,  no,  we  will 
aspirate  and  we  will  use  a trocar  cannula  drain- 
age, a closed  drainage,  as  striictly  as  we  can 
make  it  so,  even  if  finally  we  have  to  go  back 
and  resect  a rib  or  ribs  and  break  up  a few 
pockets  with  the  finger.  I think  even  a two- 
stage  program  for  these  little  children  is  a much 
safer  procedure  and  oui'  mortality  will  be  cut 
down  Iby  doing  that. 

John  W.  Scott,  Lexington:  I should  like  to 

call  attention  to  two  deflinite  diagnostic  criteria, 
one  in  differentiating  empyema  from  chronic 
pulmonary  tuberculoisis,  and  the  other  in  dif- 
ferentiating it  from  lung  abscess. 

In  the  first  place,  as  Dr.  Bradley  in  his  dis- 
cussion pointed  out,  it  is  not  unusual  to  find 
patients  with  long-standing  empyema  which  has 
ruptured  into  a bronchus,  who  have  been  set 
aside  as  chronic  pulmonary  tuberculosis,  far 
advanced,  in  a hopeless  state.  It  is  a fact  that 
nobody,  I think,  will  attempt  to  controvert,  that 
a purulent  sputum  which  is  persistently  nega- 
tive for  tubercle  baciilli  is  never  due  to  pul- 
monary tuberculosis.  This  is  a diagnostic  cri- 


[ April, 

terion  that  I think  will  positively  differentiate 
these  cases  from  chronic  pulmonary  tuber- 
culosis. 

Ihe  other  definite  diagnostic  criterion  is 
the  character  of  the  sputum  in  the  diagnosis 
of  sacculated  empyema,  which  has  ruptured  into 
the  bronchus,  from  lung  abscess.  The  sputum 
of  lung  abscess  has  long  been  clearly  defined. 
On  standing  it  separates  into  three  layers,  the 
lowest  containing  lung  detritus,  the  second  a 
more  or  iess  turbid  fluid,  the  third  a foamy 
layer.  The  fetid  odor  of  this  and  of  the  breath 
in  lung  abscess  is  itself  so  characteristic  a.s  al- 
most to  make  the  diagnosis.  Pus  from  empyema 
may  be  abundant  and  may  have  an  offensive 
odor  but  it  never  separates  into  layers  and  it 
has  not  the  odo’-  characteristic  of  abscess. 

It  has  been  said  that  the  aspirating  needle 
should  be  large  enough;  at  the  same  time  it 
should  not  be  too  large.  It  is  surprising  how 
small  a needle  will  aspirate  thick  pus  with  the 
great  negative  pressure  that  is  developed  in  a 
Luer  syringe.  I myself  have  aspirated  creamy 
jms  with  a needle  of  21  gauge,  which  is  not 
much  larger  than  the  ordinary  so-called  “blood” 
needle.  If  one  uses  a needle  which  is  large 
enough  and  yet  not  too  large,  he  may  explore 
more  widely  than  if  he  were  using  these  very 
large  needles.  Most  of  the  lailures  to  get  pus 
are  due  to  not  getting  the  point  of  the  needle 
into  the  pus.  I think  it  is  rarely  due  to  the 
fact  that  the  needle  is  too  small. 

I commend  to  you  gentlemen  of  an  investi- 
gating turn  of  mind  that  you  take  some  thick, 
creamy  pus  and  see  through  how  small  a needle 
you  can  pull  it  up  into  a syringe.  Some  of 
you  will  be  surprised. 

G.  G.  Altman,  (In  closing)  : I am  very 

grateful  for  the  very  liberal  discussion.  It  has 
been  so  liberal  and  complete  that  there  is 
nothing  for  me  to  add.  Whatever  I would 
try  to  add  wouhl  be  superfluous.  I might 
comment  on  one  or  two  things  that  occurred 
to  me  as  being  of  importance  to  bear  in  mind, 
especially  with  reference  to  what  Dr.  Wallace 
Frank  has  said,  the  questioti  of  drainage  of  the 
dependent  paints.  We  must  not  overlook  the 
fact  that  drainage  of  the  dependent  points  in 
the  face  of  an  empyema  may  be  drainage  at 
too  dependent  a point  after  drainage  has  oc- 
curred. Afier  drainage,  the  diaphragm  will  rise, 
and  we  often  have  osteomyelitis  of  the  rib, 
definitely  due  to  pressure,  as  well  as  shutting 
off  of  the  catheter  and  non-drainage  due  to 
placing  the  drainage  entirely  too  low. 

In  the  matter  of  rib  resection,  we  must  not 
overlook,  of  course,  the  use  of  bone  wax. 

I had  hoped  in  the  very  brief  remarks  I made 
on  surgfc.rl  considerations  that  someone  would 
bring  up  the  progress  of  the  last  few  years  in 
the  questi''*n  of  artificial  drainage  by  inspira- 
tion and  expiration  as  perfected  by  Dr.  Deryl- 
Hart  and  others,  notably  Hart,  as  shortening 
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llic  com  alc.-ccnci'  and  giving  us  wliat  wo  don't 
olten  get  otherwise,  a peimancncy  of  result. 
In  spite  of  the  fact  that  it  looks  complicated,  it 
is  moie  or  less  simple  to  handle  and  does  not 
require  the  team  such  SauCTOruch  uses.  It 
is  a very  simple  thing  and  works  out  without  a 
great  amount  of  effort,  and  it  certainly  is  most 
efficient.  I commend  it  to  your  consideration. 
One  can  make  the  apparatus  with  a few  bottles, 

' a few  pieces  of  tube,  a stopcock,  and  a connec- 

tion, and  it  is  not  m.^ch  more  complicated  than 
i;  Dr.  Hendon’s  famous  apparatus,  and  any  who 

" have  used  that  know  what  a great  god  send  it 

' is  in  many,  many  things. 

Veinon  Blythe,  (In  closing)  : I have  been 

very  much  interested  in  the  illuminat’ng  dis- 
cussion of  these  papers,  and  I appreciate  it  very 
much.  In  fact,  I often  read  the  discussion  of 
j these  papers  in  our  Journal  before  I ever  read 

the  papers;  that  is  how  much  I think  of  the  disr 
cussions.  They  (bring  out  and  epitomize  the 
points  that  are  most  interesting  in  the  paper 
I and  the  things  that  we  should  think  most  about. 

' Concerning  some  special  features  of  the 

paper,  I think  we  should  give  more  x-ray  in- 
terpietation  to  chronic  empyema,  especially  be- 
ll cause  it  keeps  us  in  touch  with  the  ramifica- 

],  tions  of  this,  and  lin  many  ways  helps  us  to 

limit  it  and  give  a treatment  that  will  be  more 
effective. 

I appreciate  especially  Dr.  Harding’s  comment 
upon  the  co-operation  of  the  roentgenologist 
with  the  clinician.  When  these  cases  are  refer- 
red the  linternist  should  send  them  with  all  the 
history  and  information  that  he  can  get.  Just 
simply  to  send  the  patient  to  an  office  where 
there  is  an  x-ray  machine  and  to  tell  the  roent- 
: genologist  to  take  an  x-ray  plate  of  the  chest 

j:  doesn’t  mean  a great  deal.  True,  the  roent- 

genologist ought  to  interpret  that  plate  to  the 
fullest  limit  and  the  best  ability  he  has,  and  he 
j‘  usually  will,  but  if  you.  have  some  reason  to 

I suspect  an  empyema,  you  concentrate  his  vision, 

you  concentrate  his  efforts  upon  it,  and  many 
I times  he  will  unravel  a problem  that  possibly 

1 he  would  overlook  unless  he  had  that  informa- 

} tion  and  clinical  history  and  diagnosis. 

I The  treatment  is  a very  interesting  phase  of 

I this.  There  is  one  thing  that  I think  is  helpful 

! in  the  treatment  of  empyema,  especially  those 

' empyemas  that  are  not  very  active  and  ex- 

tensive. I think  we  should  give  more  consid- 
I eration  (and  I am  sure  the  time  is  coming  when 

I we  are  going  to  think  more  and  more  of  it)  to 

the  use  of  the  ultra-violet  rays  and  even  the 
[ x-rays  Kn  the  therapy  end  of  the  treatment  of 

empyema.  I am  positive  that  I have  seen  some 
splendid  results  from  mild  fractional  dosage  in 
abscesses  of  the  lung,  extensive  abisciSsses,  and 
also  very  small  fractional  doses  In  the  treatment 
of  children  who  have  the  .sluggish  chronic  con- 
dition of  an  empyema. 


F/noLOCY  IX  'I'lIK  DIAGNOSIS  nk’ 
IIEAHT  DISEASE'*’ 

0.  P.  XucKOLs,  M.  D. 

Pineville. 

When  notified  by  your  Program  Gonmiit- 
tee  that  I wa.s  to  write  u]>on  thi.s  topic,  i was 
gireatly  ijnpre.ssed  with  the  importance  of 
the  subject,  and  I was  also  greatly  depressed 
by  the  fact  of  imy  inability  to  do  it  justice. 

If  we  were  starting  upon  a lonigi  journey, 
it  would  be  quite  natural  to  want  to  be  per- 
fectly assured  tliat  we  were  itpon  the  right 
road  in  order  that  we  might  enjoy  the  pleas- 
ant anticipation  of  arriving  at  our  desired 
destination.  This  same  thought  is  quite 
pertinent  in  undertaking  the  .study  of  the 
presiunptive  cardiopath. 

Etiology,  including  a careful  history,  is  the 
proper  starting  point  and  no  diaigmosis  is 
quite  complete  without  a clear  concept  of  alt 
the  etiologie  factors.  It  is  perfectly  clear 
to  my  mind  that  if  we  begin  at  the  beginning 
and  get  a well  grounded  conception  of  the 
etiology  it  will  a.dd  much  to  a clear-ci;t  diag- 
nosis as  well  as  a more  accurate  progtnosis. 

In  arriving  at  an  etiological  diaiginosis  we 
must  make  use  of  heredity,  family  hi.story, 
j)ast  andi  present  p)f'rsonal  history,  age  of 
I)atient,  structural  levsions,  and  functional 
disturbance. 

It  may  be  juist  as  well  to  say  in  the  be- 
ginning that  we  occasionally  meet  with  cases 
in  which  there  are  well  marked  .structural 
lesions  and  functional  disturbances  in  which 
no  definite  etiology  can  be  determined. 
Such  cases  have  to  be  classified  as  of  un- 
known etiology.  It  migiht  be  said  in  this 
connection,  however,  that  it  is  more  than 
probable  that  many  .such  cases  are  of  rheu- 
matic origin  in  whicdi  the  heart  is  the  only 
participant.  It  does  not  take  any  very  great 
stretch  of  the  imagination  to  believe  that 
an  insignificant  sore  throat  may  have  re- 
leased a small  army  of  .streptococcus  rheu- 
matidus  which  lilgihted  up  as  endocarditis 

without  other  manifest  lesions. 

Etiologically  diseases  of  the  lieart  may  be 
grouped  about  as  follows : 

1.  Biacterial,  including  the  rheumatic 

type. 

2.  Toxic,  including  focal  infections, 

mineral  poisons,  tobacco,  coffee,  etc. 

3.  Syphilis. 

T.  Arterioscleroti’cand  hypertensive 
cases. 

5.  Tlnu'oid,  functional  and  neurotic 

eases. 

In  the  first  ig'roup  will  be  found  mo.st  all 
the  more  acute  inflammatory  ca.ses  of  the 
young.  Kheumatisni  is  now  regarded  as  a 

*Read  before  the  Kentvickj'  State  Medical  Association  at 
I^exington,  September  7-10,  1931. 
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streptococc'us  infection  mul  respon!sit)le  for 
a much  larger  per  cent  of  heart  cases  in  tlic 
young  than  any  other  one  cause.  The  strep- 
tococcus rheumaticus  seems  to  have  a siieciai 
predilection  for  attacking  the  heart  in  chil- 
dren. 

The  (piestion  might  he  asked,  Why  this 
special  danger  to  childhood  ? Rosenau  staTe.i 
that  in  his  experimental  work  he  finds  that 
I he  blood  vessels  supplying  the  endocardial 
membrane  are  relativeh^  larger  in  the  child 
than  in  the  older  ag'es,  also  that  the  ve.ssels 
supplying  the  valve  leaflets  aie  terminal 
ot.es  and  have  been  found  literally  lutcked 
with  bacteria  when  present  in  the  blood 
streaiin.  He  further  states  that  because  the 
])hagocytes  cannot  enter  and  do  battle  they 
are  more  destructive.  It  .seems  a peculiar  fact 
that  rheumatism  in  the  young  attacks  much 
more  frequently  the  endocardium  and  in 
the  older  ages  the  myocardium.  The  source 
of  infection  in  the  young,  is  usually  the 
throat  and  especially  the  tonsils.  What 
seems  to  be  a mild:  tonsillitis  is  often  followed 
by  joint  juiins,  slight  fever  and  an  endocar- 
ditis, pericarditis,  and  occa.sionally  a i)an- 
carditis.  If  the  infection  be  very  severe  the 
heart  muscle  may  be  involved,  which  adds  to 
the  gravity  of  the  case  by  weakness  and  dila- 
tation of  the  heart  wall.  This  is  more  often 
a typical  history  in  the  child,  but  in  older 
patients  with  more  chronic  or  subacute  in- 
fections, the  heart  may  not  show  evidence  of 
disease  for  several  months  after  the  rheu- 
matic attack.  If  the  infecting  organism  hap- 
pens to  be  the  streptococcus  pyogenes,  as  in 
tonsilar  ab.sces.s,  then  the  endocarditis  would 
be  of  the  septic  type  with  .severe  and  pro- 
nounced blood  poisoning,  practically  always 
fatal.  Fortunately,  this  is  veiy  rare,  how- 
ever, this  form  of  infection  is  not  confined 
to  the  throat,  but  may  arise  from  othe’’ 
sources  of  focal  infection  of  the  pyogenic 
variety. 

So  far  we  have  mentioned  only  rheumatic 
infection  of  children  as  an  etioloigic  factor 
in  diseases  of  the  heart.  However,  practical- 
ly all  the  bacterial  diseases  play  an  impor- 
tant role  whether  it  be  diphtheria,  scarlet 
fever,  pneumonia,  influenza  or  a TO'orrhea 
alveolaris. 

A toxic  etiology  would  include  mineral 
poisons,  tobacco,  alcohol,  coffee,  focal  infec- 
tions and  possibly  the  fatigue  poison  froan 
over-worlc. 

Syphilis  is  the  Shyloek  who  exacts  its  full 
()ound  from  the  heart  and  blood  vessels.  It 
is  not  (luite  so  bold  in  its  depredations  but 
silently  and  insidiously  fastens  its  tentacles 
upon  the  heart  and  especially  the  father  of 
centers,  the  aorta.  Within  the  coats  of  the 
ma,tor  blood  vessels  inflammatiwy  chanlgies 
take  place  which  may  eventually  result  in 
that  incurable  dilatation  known  as  Aneurism. 


It  may  be  an  aortitis  near  the  valvular  ring 
causing  incompetency  of  the  valves  or  there 
may  be  distortion  with  contraction  resulting 
m .steno.sis.  The  coronary  arteries  may  be- 
come sclerosed  and  nan-owed,  producing  "a.a 
anoxemia  of  the  heai-t  muscle  with  degenera- 
tion. Some  of  the  be.st  authorities  attribute 
the  terrible  angaiishing  jrains  of  angina 
pectoris  to  an  aortitis — the  degenerate  child 
of  a long  foi‘gotten  social  laxity. 

In  the  fourth  grouj)  ai-e  the  hypertensive 
and  arteriosclei-otic  cases.  Hypertension  may 
be  met  with  occa.sionally  in  the  younger  ages, 
as  well  as  the  old.  It  iinay  and  often  is  a 
pi-aminent  symptom  in  arteriosclerosis;  how- 
ever, permanent  hyperpiesia  may  exist  with- 
out definite  known  cause  for  many  yeai-s  be- 
fore organic  changes  become  evident. 

True  arteriosclerotic  heart  disea.se  is  usual- 
ly in  patients  from  the  fifth  to  seventh  de- 
cades of  life,  and  often  without  high  blood 
pressure.  This  is  to  be  accounted  for  by  the 
fact  that  the  coronary  arteries  participate  in 
the  sclerosis  producing  myocardial  degenera- 
tion. The  true  etiology  of  arteriosclerosis 
is  a mooted  question — we  know  much  more 
of  the  result  than  the  cause.  Warfield  says 
that  hypei-teiY>ion  often  leads  Ito  the  pro- 
duction of  arteriosclerosis.  Prof.  Clifford 
Allhut  of  London,  divides  the  cau.ses  of 
arteriosclerosis  into  three  classes:  Toxic,  the 
result  of  extrin.sic  poisons  and  those  of  in- 
fections. Hyperpietic — arteriosclerosis  de- 

veloping as  a result  of  long  continued  ele- 
vated blood  pressure,  a notable  e.xample  of 
which  is  that  of  granular  kidney  in  which 
there  is  no  clinical  evidence.  Third,  the  in- 
volutionary class,  or  that  which  depends  on 
senility.  This  may  be  just  the  expression  of 
wear  and  tear  and  if  I might  hazard  an 
opinion,  largely  <lue  to  a break  in  normal 
cell  metabolism. 

Both  hyperthyroidism  ami  hypothyroidism 
are  etiologic  factors  in  disea.ses  of  the  heart 
and  .should  be  fully  set  out  in  the  diagnosis. 

The  purely  functional  and  neurotic  cases 
depend  for  diagnosis  on  a rather  evide  va- 
riety of  caiises.  such  as  anemia,  nervous  re- 
flex, mental  states,  fear,  anxiety,  worry,  etc. 

It  is  not  the  purpose  of  this  j)aper  to  dis- 
cuss at  length  any  j)artieidar  group  of  heart 
cases,  but  rather  to  urge  a more  definite 
.system  of  nomem lature  with  an  etiologii- 
foundation. 

The  older  order  of  things  was  to  become 
verbasi^'.  about  a mitral  regurgitation  as  a 
disease  entity  and  as  a complete  diagnosis. 
The  new  or(ler  of  things  consists  in  arrang- 
ing the  criteria  in  a way  that  gives  a com- 
plete mental  i)icture  of  the  case. 

This  is  necessary  fox  the  study  of  iliseases 
of  the  heart  ami  oircuiat(iyv  system  tkid 
jdiysicians  working  in  differnt  sections  of 
the  country  may  know  that  they  are  using 
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the  same  terms  applying  to  the  same  condi- 
tions, besides  such  a comprehensive  diagnosis 
is  essential  to  a well  igTounded  prognosis  and 
effective  treatment. 

The  American  Heart  Association  has 
adopted  a system  which  is  being  used  by  most 
of  the  leaidling’  cardioloigists.  Its  essential 
feature  in  classification  is  to  set  forth  the 
etiologic  factors,  the  structural  changes,  the 
physiological  deviations  and  the  functional 
capacity.  Under  this  system,  a case  of  mitral 
disease  would  be  classified  as  follows: 

A.  Hi.story,  rheumatism,  chorea,  inactive 
B — i\Iitral  regurgitation,  auricular  fibrilla- 
tion, U — Arhythmia,  D — bhinctional  capacity 
class  b — ^activity  greatly  limited. 

This  presents  a case  with  rheumatic  his- 
tory of  the  chorea ic  form.  It  states  that  the 
structural  lesion  is  of  the  mitral  valve  with 
regurgitation,  also  that  it  is  an  advanced 
ca.se  with  auricular  fibrillation  and  further 
that  the  functional  capacity  is  greatly  im- 
paired, patient  possibly  bedfast  or  limited  to 
very  slight  activity.  This  method  should  be 
followeci  in  the  stiMy  and  diagnosis  of  all 
cases  of  dis-eases  of  the  circulatory  system. 

There  are  three  principal  etiologic  factors 
in  heart  disease,  naimiely,  rheumatism,  syphi- 
lis, and  arteriosclerosis,  which  are  relatively 
easy  to  elicit  by  careful  examination  and 
upon  which  to  found  an  etiologic  diagnosis, 
but  there  are  many  other  cases  met  with  not 
so  ea.sy  to  classify. 

Hyperpiesiaihas  attracted  much  attention  in 
the  last  few  years  and  from  my  observation 
is  the  initial  symptom  in  many  im'yocardial 
degenerative  cases  met  with  in  the  middle 
period  of  life ; however,  the  cause  or  causes 
of  hyperpiesia  are  not  definitely  known.  It 
may  exist  for  an  indefinite  time  before  or- 
ganic change  can  be  detected. 

Too  much  food,  intestinal  stasis,  deficient 
combustion,  defective  elimination,  long  con- 
tinued infections  and  an  incredible  list  of 
hygienic  indiscretions  add  to  the  mirrored 
maze  of  etiologic  possibilities.  So,  in  using 
hyperpiesia  as  an  etiologic  factor  it  should 
be  followed  by  a cpiestion  mark.  In  the  study 
of  etiology  in  heart  diagnosis  we  should  not 
overlook  the  subject  of  heredity.  It  is  a true 
saying  that  we  are  as  old  as  our  blood  ves- 
sels and  the  quality  and  strength  of  our 
blood  ve.ssels  runs  through  families;  other- 
wise, how  can  we  account  for  cerebral  hem- 
orrhage as  a family  trait? 

Family  history,  personal  history,  past  and 
present,  some  times  furnishes  the  key  which 
unlocks  the  door  to  the  case  in  hand,  and 
gives  us  a clue  to  an  etiological  diagnosis. 

I am  fully  aware  that  this  is  but  a sketch 
of  this  important  subject,  and  I might  con- 
tinue to  burden  you  with  statistics  and  ca.se 
reports  which  to  my  mind  would  serve  no 


very  useful  purpose,  for  he  who  looks  will 
find,  and  time  and  your  patience  must  have 
their  limits. 

Prevention 

1 should  feel  derelict  in  duty  if  1 did  not 
say  somethiflig  in  conclusion  upon  the  sub- 
ject of  prevention  of  heart  disease.  It  is  with 
the  .subject  of  etiology  that  prevention  is 
most  concerned. 

Since  the  cause  of  tuberculosis  was  di.s- 
covered  by  Koch,  the  death  rate  lias  been 
lowered  by  prevention  more  than  by  treat- 
ment. 

From  the  i)resent  data  available  it  is  esti- 
mated that  over  2%  of  the  population  of  the 
United  States  are  victims  of  organic  heart 
disease,  over  2,000,000  persons.  The  death 
rate  from  oiganic  heart  disease  has  been  in- 
creasing through  a series  of  years,  and  if 
present  conditions  continue,  it  is  estimated 
that  one  child  of  every  five  of  the  population 
living  at  age  ten  years  will  die  of  heart 
disease. 

The  chief  cause  of  heart  disease  in  early 
life  is  rheumathim.  While  the  cause  of  rheu- 
matism may  be  in  some  doubt,  we  are  quite 
certain  that  w'e  .are  dealing  with  a germ  dis- 
ease. There  is  some  evidence  .supporting  the 
belief  that  rheumatic  infection  enters  by  way 
of  the  tonsils,  adenoids,  or  decayed  teeth. 
RheumiatiSm,  chorea,  growing  pains,  and 
tonsilitis,  .should  be.  looked  upon  as  danger 
signals  for  the  heart  and  should  receive  early 
and  appropriate  treatment.  Children  who 
have  had  one  attack  of  rheumatism  are  liable 
to  recurrent  attacks.  Undernourishment 
lowers  vital  resistance  to  infections  andi  indi- 
rectly endangers  the  heart. 

In  the  older  ages,  syphilis,  arterio.sclerosis 
and  high  blood  jiressure  stand  out  as  prin- 
cipal cau.ses  of  heart  disease.  People  who 
live  sedentary  lives,  whose  work  is  (‘hiefly 
mental  and  who  get  but  little  exercise  and 
outdoor  life,  who  eat  too  iniuch  andl  sleep  too 
little  are  potential  cardiopaths.  TFe  alreiady 
damaged  heart  may,  by  limitation  of  the  pa- 
tient’s activities,  and  if  patient  is  made  to 
pursue  a suitable  mode  of  life,  the  lesion 
may  become  stationary  andl  life  much  pro- 
longed. Active  measure  should  be  taken 
toward  the  prevention  of  all  these  condi- 
tions which  endanger  the  heart.  The  whole 
subject  of  the  plrevention  of  heart  disease  has 
to  do  with  etiology  and  the  more  we  learn 
of  the  cause  or  causes,  the  better  prepared 
we  are  for  prevention. 

It  is  a large  problem  and  should  enlist  the 
fullest  co-operation  of  the  Medical  Profes- 
sion. Periodic  'health  examination  should  be 
urged,  the  examination  of  school  children  by 
competent  examiners  should  become  uni- 
versal. 

In  the  exaimination  of  large  groups  the 
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ivork  cannot  be  so  careful  and  com^plete  as 
in  private  work,  but  sufficiently  so,  that 
those  showing  any  signs  of  heart  trouble  can 
be  askedl  for  a private  examination.  In  the 
examination  of  large  groups,  we  have  to  de- 
pend upon  the  general  appearance  of  the 
child,  the  heart  rate  and  the  heart  sound, 
principally,  for  our  decisions  as  to  whether 
we  ask  for  further  examination. 

Modern  cardiologi.sts  have  almost  tabooed 
heart  murmurs  which  I consider  a mistake, 
for  a perfectly  healthy  person  does  not  com- 
plain, and  neither  does  a perfectly  sound 
heart  mmrmur,  except  a few  functional  cases, 
and  while  we  should  not  set  too  great  stress 
ui)on  murmurs  alone,  or  make  them  a fetish 
upon  which  to  base  a diagnosis,  however, 
u})on  the  other  hand,  they  may  mean — 

“The  rift  within  the  lute 
Which  soon  shall  make  the  music  anute.” 

DISCUSSION 

Virgil  Simpson,  Louisville:  This  is  an  ex- 

ceedingly interesting  subject  to  all  of  us  indi- 
vidually, as  well  as  collectiveily,  since  we  all 
have  hearts  and  since  we  are  striving  to  live 
as  long  as  we  may.  We  are  more  and  more 
likely,  the  older  we  get,  to  have  some  form  of 
cardiac  disease. 

One  of  the  things  of  importance  in  connec- 
tion with  a grouping  of  causes  of  heart  dis- 
ease is  trying  to  make  some  proper  and  perhaps 
rather  fine  discrimination  between  causes  which 
might,  in  the  book,  be  classed  together  as  toxic. 
It  is  true  that  there  are  certain  differences 
found  in  a diphtheritic  heart,  for  example,  and 
a thyi'oid  heart,  so-called,  and  yet  in  the  last 
analysis  it  iseems  to  me  that  they  bear  much  in 
common,  and  perhaps  for  the  purposes  of  the 
profession  at  large  the  term  “toxic  causes” 
might  be  made  to  include  such.  Yet,  there  are 
certain  hallmarks  which  appear  to  set  aside  the 
so-called  thyroid  heart  as  a separate  group. 
For  example,  I know  of  no  condition  in  which 
there  appears  to  be  as  much  damage  done  to  a 
heart  as  occurs  in  a toxic  thyroid  state,  and 
from  which  as  large  a per  cent  of  apparently 
satisfactory  recoveries  take  place.  Judged  from  a 
functional  standpoint  alone,  in  a thyrotoxicosis, 
whether  it  be  exophthalmic  goiter  or  a toxic 
adenoma  or  a mixed  vaidety,  it  is  not  at  all 
uncommon,  in  fact  it  is  rather  a common  find- 
ing to  observe  auricular  fibrillation.  To  the 
casual  observer  auricular  fibrillation  is  a rather 
formidable  condition  of  affairs.  A heart  that 
is  rapid  and  a heart  that  is  totally  UTegular 
and  that  persists  as  such  spells  disaster  to  most 
of  us,  perhaps,  until  intensive  study  and  ob- 
sei-vation  is  given  to  the  subject.  Yet  I see  im- 
provement in  no  group  of  heart  conditions  that 
present  Clinically  as  formidable  a picture  as 
this  comjjurable  to  the  results  of  proper  care 
of  thyrotoxicosis.  These  rapid,  irregular  hearts, 


will  return  vei-y,  very  frequently  to  a perfectly 
normal  rhythm  in  tne  cour,se  of  a few  montns 
following  a satisfactory  surgical  procedure. 

I would  counsel  those  of  you  who  are  at  all 
interested  in  hearts  and  who  have  to  make 
some  sort  of  a diagnosis  in  your  vital  statistics 
returns,  to  secure  a copy  of  the  little  manual 
approved  by  the  American  Heart  Association, 
in  which  a suggested  nomenclature  is  set  down  in 
comparatively  ,'simple  terms.  As  Dr.  Harvey 
and  Dr.  Nuckols  have  said,  it  is  impoitant  that 
we  have  some  common  ground  of  classification. 

One  of  the  difficulties  that  confronts  us  with 
regard  to  the  study  of  hearts  i,s  the  determina- 
tion of  the  function  that  a given  heart  now 
possesses.  It  is  interesting,  of  course,  to  know 
whether  it  is  a rheumatic  heart,  a thyroid 
heart,  a diphtheritic  heart,  a scarlet  fever  heart, 
or  an  arteriosclerotic  heart,  but  after  all,  it  is 
of  tremendous  intero,st  to  the  patient  as  well  as 
a great  comfort  to  the  doctor  to  be  able  to 
speak  in  measurable  terms  of  what  this  indivi- 
dual patient  can  do. 

It  recalls  a very  interesting  or  amusing  thing 
that  occurred  to  one  of  our  Louisville  physicians 
a year  or  two  ago.  He  had  a patient  on  the 
table  and  was  examining  his  “fundament”  as 
he  called  it.  Two  or  three  visiting  doctors  were 
present  in  the  office,  and  he  became  very  much 
interested  in  discussing  a ratiier  unusual  condi- 
tion with  the  visiting  doctors.  The  patient  tired 
of  so  much  di,scussion,  and  he  said,  “But  Doctor, 
when  am  I going  to  get  well?”  The  sequel  af 
the  story  is  amusing  but  has  no  connection. 
He  was  told  in  a very  friendly  sort  of  fashion, 
“Get  well!  Why,  I will  treat  you  for  five  years 
and  then  you  won’t  be  well.” 

The  application  here  is  the  question  in  the 
patient’s  mind:  How  much  can  I accomplish,  how 
much  actual  work  can  I do  and  still  not  bring 
too  great  a strain  on  my  heart?  You  as  doc- 
tors must  try  to  evaluate  the  ability  of  the 
heart  to  carry  on  whatever  its  causative  rela- 
tionship. You  must  try  to  help  the  individual 
determine  how  much  his  heart  can  do,  and  un- 
fortunately we  have  no  commonly  accepted 
means  of  determining  heart  function. 

I think  that  it  doesn’t  matter  so  much,  per- 
haps, just  what  kind  of  heart  function  test  one 
may  elect  to  use,  whether  one  or  another  or  a 
■combination  of  several,  but  I do  believe  that 
it  is  important  that  whatever  test  is  selected 
to  help  decide  how  much  function  a heart  still 
possesses,  that  one  use  that  same  plan  all  the 
time.  In  other  words,  use  the  same  yr»rdstick. 
You  become  familiar  with  your  method,  your 
study,  and  you  can  be  more  nearly  accurate  in 
your  evaluation  of  your  findings  if  you  use  the 
same  procedure;  whether  it  be  as  good  as  some- 
body else’s  or  not  is  scarcely  the  point  at  issue, 
but  use  your  test  in  your  effort  to  iletermine 
f.onietliing  of  how  much  your  patient’s  heaif 
can  do.  It  is  a serious  thing  to  take  a business 
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man  and  immobilize  him,  take  him  out  of  his 
office,  away  from  his  business,  because  he  has 
this  or  that  or  the  other  heart  disease.  The  term 
“heart  disease”  strikes  terror  to  the  average 
patient,  whether  layman  or  doctor.  I have 
never  seen  anybody  any  more  concerned  about 
their  health  than  doctors  who  have  found  that 
they  have  some  cardiac  disease. 

Emmet  F.  Horine,  Louisville:  It  is  impor- 

tant to  em2Jhasize  the  necessity  for  an  etiolo- 
gical diagnosis  in  heart  work.  Formerly  we 
were  merely  taught  to  make  a structural  diag- 
nosis, for  example,  mitral  insufficiency  or 
aortic  stenosis  or  aortic  insufficiency  depend- 
ing on  the  murmur  heard  and  without  more 
ado  to  begin  treatment.  The  patient  was  ordin- 
arily instructed  to  take  life  easily  and  digitalis 
was  usually  given.  We  nov/  recognize  that  this 
constituted  a wholly  superficial  and  inadequate 
procedure. 

Primarily  we  are  more  concerned  with  an 
etiological  diagnosis  than  a .structural  one.  In 
fact  our  present  treatment  is  based  more  upo7i 
the  etiology  and  upon  the  functional  condition 
of  the  heart  than  it  is  upon  the  structural  diag- 
nosis. For  example,  a patient  is  found  to  have 
a blowing  diastolic  murmur  at  the  second  right 
intercostal  space  or  mid-sternally.  This  dias- 
tolic murmur  evidences  an  aortic  insufficiency. 
With  this  structural  defect  in  mind  we  make  a 
full  and  careful  study  of  the  patient  to  deter- 
mine v/hether  the  etiology  is  rheumatic,  syphili- 
tic, arteriosclerotic  or  from  some  other  cause. 
You  can  readily  understand  how  important  it  is 
to  determine  whether  the  involvement  is  syphili- 
tic in  type  because  of  therapeutic  considerations. 
No  cardiac  diagnosis  is  complete  without  a 
determination  of  the  etiology. 

O.  P.  Nuckols,  (In  closing)  : I do  not  want 

to  enter  into  any  discussion  but  want  to  thank 
the  gentlemen  who  have  discussed  my  paper  for 
the  very  generous  manner  in  which  they  have 
done  so. 

When  notified  by  the  committee  that  I would 
only  be  allov/ed  fifteen  minutes  time  you  can 
fully  realize  how  hard  it  was  to  condense  a few 
of  the  more  essential  facts  upon  this  very  impor- 
tant subject,  and  was  then  compelled  to  delete 
a part  of  the  reading. 

The  section  covering  arteriosclerosis  I did 
not  have  time  to  present  to  you.  I want  espe- 
cially to  thank  Div  Horine  and  also  to  concur 
with  Dr.  Simpson  in  his  discussion  'of  the  im- 
portance of  determining  the  functional  capacity 
or  cai'diac  index  as  it  is  sometimes  referred 
to.  The  ability  of  the  heart  to  function  and 
just  how  much  the  patient  can  do, 


CEKTAIX  PKOBLEMS  IN  THE  TREAT- 
MENT (dF  IMIACTUKES* 

j\l.  I).  Flanary,-  M.  D. 

Fikeville  Clinic,  Pikeviile. 

Tile  fir.st  two  imitjortant  requi.sites  in  the 
ti'eatnrent  'of  fractures  are  that:  (Ij,  tlie  sur- 
geoin  should  have  an  accurate  mental  picture 
of  the  condition  with  which  he  has  to  deal 
ami  that  (2),  he  should  ha-ve  a clear  under- 
standing' of  the  pathological  processes  asso- 
ciated with  a fracture.  Diagnosis  and  knowl- 
edge of  pathology  are  the  foundation  of  suc- 
cessful treatment  and  a mechanical  sen.se  is 
a iirereciuisite  of  Mie  next  great  importance. 

In  the  treatment  of  fractui'e  the  .surgeon 
should  hear  in  irnind  that  he  is  dealing  with  a 
wound,  a lacerated  vvioaind  of  hone,  which  in 
its  pathology  and  treatment  is  amenable  to 
the  same  laws  that  govern  wound  in  other 
tissues.  A fracture  is  a.ssociated  with  rupture 
arnl  injury  of  blood  and  lymphatic  channels, 
not  only  in  the  bone  itself  but  also  in  the 
periosteum  and  surrounding  tissues. 

In  the  case  of  fracture  of  long  bones  this 
injury  to  the  vessels  and  soft  tissues  is  very 
considerable.  Blood  and  lynq)!!  eseape  from 
th('  torn  ve.sscls  and  exudation  of  seruiuii  and 
leukocytes  takes  place  through  their  walls. 
This  exudation  occurs  from  vessels  (1)  which 
have  beim  directly  injured  by  the  fracture 
force;  (2)  which  have  Ijeen  irritated  by  frag- 
ments of  bone;  (3)  which  have  been  injured 
by  .stretching  or  distortion.  This  exudate 
undergoes  the  changes  of  Avound  exudate. 
The  fluid  is  absorbed,  and  the  new  Avound 
connective-tissue  cells  beqome  converted  into 
spindle  cells,  Avhich  form  a network  with  the 
fibrin  and  finally  goes  on  to  formation  of 
callus. 

In  simple  fractures  the  asepsis  of  the 
Avound  is  already  .secured.  We  therefore  have 
to  look  to  the  next  im])ortant  step  in  wound 
treatment,  coai)tation — immobilization  and 
protection. 

The  immediate  treatment  of  fractures  is 
based  ui)on  two  fundamental  principles — the 
correction  of  the  deformity  and  the  holding 
of  the  fragments  in  normal  apposition  until 
they  ulnite.  The  imiethods  of  replacing  the 
fragments  in  their  natural  position  varies 
much  Avith  the  character  and  location  of  the 
fracture.  In  niamy  fractures  there  are  no 
disi)laeements  of  fragments,  Avhile  in  others 
it  may  be  great.  8imj>le  fractures  without 
displacement  are  sometimes  changed  into 
fraetub-'e.s  with  displacjement  oi'  i)do  (om.' 
|)0und  fractures  by  movements  of  the  limb 
immediately  after  the  accident.  It  is  very 
comanon  for  a simple  fracture  to  be  rendered 
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Lexington,  September  710,  1931. 


184 


KENTUCKY  MEDICAL  JOURNAL 


[April,  1932 


compound  by  penetration  of  the  skin  by  a 
sharp  point  of  bone.  It  is  therefore  impor- 
tant that  eiare  be  exercised  to  prevent  these 
injuries  from  being-  made  worse. 

There  are  a few  (luestions  that  the  sur- 
geon should  ask  himself  when  he  is  called  to 
treat  fractures: 

(1)  Is  the  patient  in  shock?  If  so,  the 
treatment  of  shock  should  coincide  with  pre- 
liminary immobilization  of  the  patient. 

(2)  Is  there  any  nerve  lesion?  A nerve 
may  be  Itorn,  caught!  between,  bony  frag- 
ments, or  otherwise  injured  by  the  fracture. 
A neurological  examination  of  the  iluvolved 
part  should  always  be  included  as  part  of 
the  routine  examination.  This  is  often  the 
case  in  fractures  of  arm  and  forearm. 

(3)  Have  any  important  blood  vess'els  been 
injured?  It  sometimes  happens  that  the 
brachial  artery  is  crushed  in  fractures  of  the 
humerus.  Of  course  we  would  have  to  main- 
tain iH’oper  body  temperature  in  the  limb 
until  collateral  circulation  became  manifest, 
before  we  could  align  and  imlmobilize  the 
fracture. 

(4)  Is  there  ainy  injured  organ?  Frac- 
tured ribs  may  puncture  pleura  and  lung, 
causing  surgical  emphysema.  A fractured 
pelvis  often  ruptures  the  bladder  or  the 
urethra  and  often  tears  the  mesocolon.  A 
fractured  clavicle  may  do  great  damage  to 
the  subclavian  vessels  or  brachial  plexus. 
(,)f  course  these  problems  must  be  treated  be- 
fore we  proceed  with  permanent  alignment 
and  immobilization. 

In  correction  of  the  deformity  or  the  set- 
ting of  the  fracture  the  correcting  force 
should  be  ajiplied  gently,  firmly,  and  grad- 
ually, increasing  until  the  de.sired  result  is 
secured,  not  quickly  and;  abruptly.  Whefii 
there  is  a simple  lateral  disj)lacement  the 
limb  should  be  grasped  firmly  by  one  hard 
above  and  by  the  other  hand  below  the  frac- 
ture and  as  steadily  increasing  traction  is 
applied  the  lower  fragment  should  be  slipped 
into  place.  When  the  muscular  resistance  to 
correction  is  still  greater,  an  assistant  may 
make  counter  extension  above  and  steady  the 
leg  while  the  surgeon  with  both  hands  ap- 
jdies  traction  and  correcting  manipulations. 

In  correcting  angular  di -placements, 
whether  the  fracture  be  complete  or  of  the 
green  stick  variety,  extension  should  be  em- 
])loyed  at  the  same  time  as  the  lateral  force, 
which  overcomes  the  angulation.  The  de- 
formitv  of  an  imipactated  fracture  is  over- 
come by  direct  tractien^  to  draw  apart  the 
fraginents. 

Time  and  paiiis  in  making  satisfactory 
diaignosi.s  arc  well  spent.  It  is  always  the 
part  of  wisdom  to  have  an  assistant.  This 
is  especially  true  in  setting  fractures  of  tin' 
l.^'wer  extremities.  ' 


General  anesthesia  is  a great  aid  in  diag- 
nosis as  well  as  in  the  reduction  of  the  de- 
formity. Of  course  judgment  must  be  lised 
in  determining  the  advisability  of  its  em- 
ployiinent. 

Ordinarily  the  reduction  of  a fracture  is 
simple  and  satisfactory  but  there  are  certain 
obstacles  to  reductioin  which  may  intervene. 
IMuscular  oontractio^n  is  the  most  common 
problem  that  the  surgeon  has  to  deal  with. 
iVnother  great  obstacle  is  pain.  A general 
anesthetic  overcomes  both  of  these.  The  old 
iiuethod  of  tiring  out  the  contracted  muscles 
by  making  continuous  extensioin  against  them 
can  not  be  recommended.  Immediate  and 
complete  reduction  is  the  thing. 

Another  great  obstacle  to  reduction  which 
is  often  imjistaken  for  muscular  resistance  is 
the  interposition  between  the  bone  fragments 
of  muscle,  clot  periosteal  tissue,  fa.scia,  or 
loose  fragments  of  bone..  When  a satisfac- 
tory reaction  can  not  be  effecti'd  because  of 
these  things,  then  we  must  expo.se  the  frac- 
ture and  remove  the  hindrance  to  reduction. 

One  thing  we  should  strongly  emphasize : 
the  reduction  and  immobilization  of  fracturi's 
should  be  attempted  as  soon  as  possible  after 
the  accident. 

Holding  the  fragments  in  normal  position 
is  accomplished  by  splints,  by  bandaging,  by 
extension  or  by  direct  fixation.  In  certain 
cases  the  fracture  remains  in  correct  position 
without  the  use  of  any  these  artificial  mean.s. 
After  the  fragments  have  been  in  position 
and  a permanent  splint  applied  there  should 
be  little  or  no  j)ain.  If  the  pain  is  persistent 
the  surgeon  should  know  that  there  is  some- 
thing wrong  and  the  cause  of  the  pain  should 
he  .sought.  An  uncomfortable  splint  should 
not  be  left  on.  There  is  on  the  market  today 
a splint  for  any  ’ fracture.  While  some  of 
them  are  simple,  others  are  complicated  and 
take  a good  first-class  mechanic  to  operate 
them.  Still  we  have  the  old  plaster  Paris 
bandage  and  boards. 

Operative  treatment  and  direct  fixation  of 
fragments  are  indicated  when,  despite  the 
best  efforts,  the  fragments  cannot  be  brought 
into  satisfactory  apposition.  Operation 
should  not  be  done  until  the  surgeon  has 
made  use  of  all  the  possibilities  of  non-opera- 
tive treatment.  The  surgeon  should  not  rush 
into  the  operation  too  fast.  He  should  a,sk 
himself,  “Has  everything  beeii  dome?’’  An 
exact  anatomic  result  need  not  be  expected 
in  all  fractures.  The  x-ray  should  guide  but 
not  misguide.  4f  there  is  apparent  ^ood  po.si- 
tion,  and  function  is  restored,  the  treatment 
may  he  regarded  as  successful,  even  though 
the  x-rav  .shows  that  the  position  of  the  frag- 
ments is  not  accurately  re.stored.  Xo  rules 
can  be  laidi  down.  The  surgeon  must  use  hi> 


April.  1!K^21 


KKXrrrKY  MEPKWL  JOJ  h’XAL 


W|lien  all  other  refsoureos  have  failed,  the 
surgeon  is  justified  in  e.xposing  the  fracture 
a..-d  applying  such  local  treatment  as  the  con- 
dition requires.  The  best  time  for  such  op- 
eration is  frcim  the  fifth,  to  tenth  day  after 
the  accident,  when  traumatic  reaction  has 
subsided.;  in  bones  near  the  surface,  such 
as  the  patella,  operation  may  be  done  on  the 
second  or  third  day.  Of  course  fractures 
with  pressure,  as  visceral  injurie.s,  require 
immediate  operation.  When  the  surgeon 
feels  that  neither  splints  nor  e.xtension  will 
hold  the  fragments  in  place  he  should  pro- 
ceed' to  the  direct  fixation  of  the  bone  ends. 

The  after  care  is  very  imiportafot  in  the 
treatment  of  fraeture.s.  The  limb  .should  be 
fluoroscoped  often  and  measured.  Massage 
of  muscles  and  joints  and  movement  of 
proximal  and  distal  joints,  first  passive  and 
later  active,  should  be  employed  as  early  as 
possible.  Pneumonia  and  bed  sores  should 
be  prevented  and  early  use  should  be  made  of 
ambulatory)  splints  in  selected  cases.  The 
test  of  weight  bearing  or  of  free  muscular 
action  should  be  attempted  only  after  the 
x-ray  has  revealed  a fair  degree  of  density  in 
the  permanent  callus. 

DISCUSSION 

Charles  C.  Garr,  Lexington:  I have  enjoyed 

Dr.  Flanary’s  paper.  He  has  given  us  a broad 
general  outline  as  to  the  proper  method  to  treat 
fractures.  He  has  been  conservative  and  has 
laid  down  his  rules  upon  conservative  lines.  It 
is  difficult,  however,  to  discuss  a paper  on  frac- 
tures. It  is  such  a broad  field,  it  is  somewhat 
like  discussing  disease.  They  are  so  many  and 
so  varied  and  the  treatment  varies  so  much  that 
one  is  inclined  more  to  drift  to  ciertain  specific 
fractures  than  to  talk  about  fractures  as  a 
whole. 

However,  closed  reduction  should  always  Ibe 
attempted.  Shock,  as  the  Doctor  has  pointed  out, 
should  be  treated.  Neurological  examination, 
particulai-ly  in  fractures  about  the  elbow,  should 
be  carefully  made.  One  should  be  on  the  look- 
out for  injuries  to  blood  vessels,  and  also,  which 
is  important,  in  cases  with  a major  fracture  not 
to  overlook  a minor  onie  somewhere.  Where 
there  is  a fractured  skull,  maybe  we  have  a 
fractured  hip,  so  a complete  skeletal  examina- 
tion should  be  made.  In  these  days  of  auto- 
mobile accidents  and  terrific  collisions,  men 
who  treat  fractures  are  sorely  put  to  it  in  order 
to  fix  a patient  comfortalbly  with  many  frac- 
tures and  with  brain  injury  too. 

Personally  I believe  in  skeletal  traction  as  the 
best  means  to  treat  fractures  of  the  shafts  of 
long  bones,  skeletal  traction  either  by  the  ice- 
tong  or  caliper  method  or  more  prefei’ably  with 
the  Steinman  pin.  It  takes  less  apparatus,  you 
get  bhtter  apposition  and  union  in  less  time 
than  with  any  other  method  I know. 

The  economic  phase  enters  the  treatment  of 
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fractures.  person  who  is  injured  ami  can 
not  afford  to  stay  in  a hospital  seven,  eight,  ten 
weeks,  presents  a problem.  I recently  treated  a 
fracture  of  the  shaft  of  the  femur  of  a mother 
of  seven  children,  who  was  unable  to  remain  in 
hospital  longer  than  ten  days  on  account  of 
poverty  and  the  necessary  supervision  her  homse 
required.  The  type  of  treatm^ent  has  to  be 
suited  to  the  circumstances  of  that  particular 
family.  In  that  case  I did  an  operation.  There 
was  three  inche.s  overriding.  The  fracture  was 
thrcie  or  four  days  old  when  I saw  it.  I put 
on  a SheiTnan  bone  plate,  kept  the  woman  in  the 
hospital  ten  days,  removed  her  sutures  and  let 
her  go  home  and  stay  for  eight  weeks  before 
I saw  her  again,  thereby  cutting  down  hospital 
expense. 

In  my  work  the  economic  phase  enters  into 
it  largely  in  many  cases.  I would  have  pre- 
ferred very  much  *0  use  the  Steinman  pin  on  the 
case  just  mentioned  and  to  keep  her  under  con- 
stant observation,  but  that  seemed  impossible. 

Speaking  of  fractures  generally,  we  must 
make  a big  distinction  between  fractures  in 
adults  and  fractures  in  children.  Nature  does 
wonderful  things  for  little  tots  with  growing 
bones,  and  we  should  not  be  too  much  guided 
by  x-ray  evidence  in  fractures  in  children.  Dr. 
Ashurst  has  pointed  out  that  even  with  the  gross- 
est deformities,  particularly  in  birth  fractures 
that  have  been  untreated,  by  the  time  they  are 
eight  or  ten  years  of  age  nature  has  practically 
straightened  the  limb  so  it  can  hardly  be 
nioticed.  We  should  not  try  to  get  too  perfect 
apposition  particularly  in  childhood. 

One  other  point  I should  mention.  Dr.  Flan- 
ary vei-y  properly  said  that  an  anesthetic  should 
be  used  in  the  reduction  of  the  fracture.  Some 
people  are  using  local  anesthetics  now,  but  one 
can  get  into  pitfalls  by  using  an  anestlvetic, 
relaxing  the  muscles,  reducing  the  fracture  with 
perfect  ease,  particularly  a fracture  of  the 
femur  or  a spiral  fracture  of  the  tibia  where 
the  fibula  is  also  invollved;  one  pulls  them  to- 
gether, puts  on  splints,  and  the  next  morning 
whan  the  muscles  have  regained  their  tone  and 
their  pull,  one  finds  that  the  deformity  has  re- 
curred. It  is  in  those  cases  while  under  the 
anesthetic  that  you  can  slip  the  Steinman  pin 
through  the  os  calcis  or  above  the  condyles  of 
the  knee  and  keep  up  the  extension,  and  the 
reduction  will  be  continued. 

W.  Barnett  Owen,  Louisville:  Of  course,  the 
general  principles  outlined  by  Dr.  Flanary  are 
very  sound.  It  would  be  impossiblle  in  one 
paper  to  outline  tiva  entire  regime  of  treatment 
of  fracture,  but  there  are  certain  underlying 
principles  that  are  present  in  all  types  of  frac- 
tures. 

The  first  thing,  of  course,  is  the  careful  ex- 
amination of  the  fracture  to  determine  whether 
or  not  there,  is  or  has  been  any  nerve  injury 
or  interference  with  circulation,  whether  there 
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has  been  a tremendous  amount  of  hemorrhage 
or  whether  or  not  there  has  been  a dislocation 
of  the  proximal  or  distal  end  of  the  same  long 
hone  that  has  been  broken.  In  this  day  and 
time  when  we  are  traveling  at  soch  a rapid 
rate  of  speed,  the  fractures  that  we  see  are 
very  apt  to  be  multiple.  It  isn’t  at  all  unusual 
that  you  have  a patient  brought  to  you  with 
a fracture  of  the  ai'm,  a fracture  of  the 
shoulder,  the  spine  or  the  jaw.  or  maybe  a frac- 
ture of  the  femur  and  dislocation  of  the  hip. 
All  sorts  of  things  might  happen.  It  is  very 
necessai'y,  then,  not  simply  to  let  yoi:r  examina- 
tion stop  with  the  particular  fracture  for  which 
you  have  been  consulted,  as  theie  may  be 
others.  There  may  he  other  injuries  not  frac- 
tures possibly  more  severe  than  the  fracture 
itself;  there  may  be  internal  injuries.  For  that 
reason  it  is  necessary  to  make  a complete  gen- 
eral clinical  examination. 

There  is  no  particular  rush,  as  I see  it,  about 
putting  on  your  splints  in  a fracture.  You  are 
going  to  have  the  same  fracture  at  the  end  of 
a week  that  you  have  the  first  day.  How  few 
fractures  come  to  you  within  the  first  hour  of 
injui'y?  It  i.s  the  rarest  thing  that  you  see  a 
fracture  immediately.  If  you  could  see  it 
within  the  first  hour  and  knew  exactly  what  the 
situation  was  and  knew  what  principles  you 
were  going  to  employ  and  that  you  were  capable 
of  employing  and  that  your  facilities  at  han. 
would  permit  you  to  employ,  it  would  be  per- 
fectly proper  to  make  an  immediate  reduction. 

I think  we  should  study  our  cases  a litlila 
more  carefully. 

The  x-rays  that  are  taken  are  sometimes  de- 
ceiving. An  x-ray  is  only  a shadow.  It  is  nec- 
essary to  get  your  anteroposterior  and  lateral 
views  where  possible,  and  where  it  is  necessary, 
get  comparative  x-rays,  illustrated  by  a case 
that  we  saw  recently,  such  as  you  all  have,  frac- 
ture of  the  small  bones  of  the  wrist.  This  par- 
ticular individual  had  a fracture  of  the  navicular 
with  a partial  dislocation  that  was  treated  as  a 
sprain.  He  had  one  x-ray  picture  taken.  He  had 
an  antero-posterior  view  of  the  wrist  only.  He 
did  not  have  a dateral  view,  and  he  did  not  have 
a comparative  x-ray  of  the  oth'er  wrist.  If  he 
had  had  it  would  have  been  very  easy  to  deter- 
mine the  situation.  The  pain  pei’sisted,  dis- 
ability continued,  and  it  was  only  after  a fur- 
ther examination  that  it  was  discovered  that  he 
had  a good  deal  more  than  a sprained  wrist. 

I feel  there  are  two  things  that  are  impoi'- 
tant  to  look  to;  1st,  Freedom  from  pain  and  2nd, 
normal  function.  Many  times  you  may  have 
an  x-ray  picture  that  does  not  look  so  good 
afller  the  bone  has  united,  and  still  you  have  a 
functioning  limb  and  no  pain.  I would  much 
prefer  that  to  one  with  complete  and  perfect 
anatomical  re-position,  with  a painful  useless 
limb,  illlustrated  by  the  fact  that  an  old  person 
with  a Colles’  fracture  may  have  perfect  ap- 


position, may  have  perfect  bony  union,  and  still 
ihave  a funcDionless  and  painful  hand.  We 
have  all  seen  those  cases  occur.  That  could  be 
pre\ented  in  most  instances,  (not  all,)  by  the 
early  institution  of  heat,  passive  and  active  mo- 
tion. Old  people  do  not  stand  prolonged  fixation 
of  the  smaller  joints  very  well  without  very  se- 
vere resulting  immobility,  swelling  and  pain. 
For  that  reason,  as  soon  as  it  is  possible  to  in.sti- 
tute  early  function,  the  better. 

I would  avoid  radical  procedure  whenever 
possible.  I think  the  method  employed  by  the 
individual  should  ibe  the  method  with  which  he 
is  most  familiar,  not  the  imitation  of  any  other 
man  who  gets  good  results  with  his  particular 
method,  but  the  one  with  which  he  has  gotten 
best  results  himself.  After  all  it  is  the  man 
behind  the  method  and  not  the  method. 

George  A.  Hendon,  Louisville:  Looking  at 

fractures  from  a general  point  of  view,  I am 
quite  convinced  that  we  have  been  fed  and 
reared  on  a doctrine  that  is  not  entirely  true 
and  is  not  absolutely  sound  , particularly  in 
reference  to  the  supposed  susceptibility  of  bone 
to  infection.  That  probably  orginated  from  the 
fact  that  in  the  early  histoiw,  compound  frac- 
tures were  particularly  fatal,  and  before  the 
days  of  antiseptics  compound  fractures  meant 
amputation  of  the  limb,  by  reason  of  the  fact 
that  infection  readily  became  implanted  and 
made  its  ravages. 

Under  our  present  conditions  we  have  found 
that  bor  e will  resist  infection  with  the  same  de- 
gree or  vigor  and  the  same  success  that  fascia 
will,  if  the  circulation  from  which  the  bone 
derives  its  sustenance  is  not  interrupted  or  in 
terfered  with.  There  is  no  mor.-’  danger  in  open- 
ing a fracture  than  there  is  in  operating  on  a 
hernia,  so  far  as  infection  is  concerned.  I think 
if  we  can  bring  ourselves  to  subscribe  to  that 
doctrine  we  will  in  the  future  open  more  frac- 
tures and  in  that  way  restore  more  injured 
limbs.  We  never  think  anything  at  all  and  have 
no  hesitancy  in  opening  the  abdominal  cavity 
on  the  slightest  provocation;  we  ruthlessly  wade 
into  the  peritoneum.  On  the  slightest  provoca- 
tion we  go  into  the  cranial  cavity  without  any 
conscientious  scruples  whatever,  but  I believe 
that  that  old  superstition  that  was  born  of  pre- 
antiseptic days  has  become  an  obsession  as  it 
relates  to  the  matter  of  fractures.  In  gunshot 
injuries  of  the  abdomen  it  was  formerly 
preached  that  it  was  reprehensible  and  almost 
malpractice,  to  open  the  peritoneum. 

If  you  are  uncertain  as  to  the  conditions  that 
prevail  in  a fractured  leg  or  a fractured  a.rm  or 
any  other  fracture  of  a long  bone,  there  is  noth- 
ing to  prevent  you  from  freely  and  fearlessly  in- 
vading that  region  and  setting  those  things  to 
rights  in  a workmanlike  manner,  smoothing  uji 
the  ends  of  fragments,  getting  out  the  de- 
vitalized bone,  releasing  imprisoned  nerves,  re- 
moving the  interposing  muscles,  or  doing  what- 
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ever  is  necessary  t(>  make  a neat  mctliedical 
alig-nment  and  approximation  of  the  fragments. 
Approximation,  while  it  is  very  desirable,  is  not 
nearly  so  essential  as  alignment.  It  is  ideal  to 
obtain  both  alignment  and  approximation,  but 
approxin'iation  is  by  no  means  essential  to  the 
rapid  union  of  fractures,  but  alignment  is.  We 
have  seen  the  femur  or  the  humerus  separated 
by  a space  that  I could  put  my  three  finders 
in,  and  as  long  as  those  bones  v/ere  kept  in 
alignment,  rapid  union,  firm  and  complete 
union,  occurred. 

I bring  out  this  point  so  that  in  dealing  with 
these  conditions  you  may  make  your  special  ef- 
fort to  obtain  alignment  rathler  than  approxima- 
tion, but  obtain  both  if  you  possibly  can. 

The  reason  compound  fractures  are  so  prone 
to  infection  and  the  reason  we  are  so  horrified 
at  an  extensive  compound  fracture  is  that  in- 
fection does  so  frequently  occur  and  its  ravages 
are  so  hard  to  control.  The  reason  for  that  is 
that  the  leg  or  the  arm,  whatever  limb  it  may 
be,  is  perhaps  placed  in  plaster  of  Paris  or  in 
traction  or  some  kind  of  splint,  and  the  effort 
to  immobilize  so  vitally  interferes  with  the  cir- 
culation from  which  the  bone  obtains  its  nutri- 
tion that  it  has  no  power  to  resist  invasion,  it 
barely  has  power  to  survive,  to  live,  but  no 
power  whatever  to  battle  with  any  enemy  that 
might  pounce  upon  it. 


Fracture  of  Neck  of  Femur.  Eighty-six  con- 
secutive fractures  of  the  neck  of  the  femur  are 
analyzed  by  Wilson.  Thirty-three  of  the.se  pa- 
tients are  dead,  twenty-eight  having  died  in  the 
hospital  and  five  having  been  dischai’ged  from 
the  hospital.  Fourteen  patients  died  from  car- 
diovascular disease  and  nephritis;  eight  died 
from  bronchopneumonia.  Fibrinous  pericarditis, 
lung  abscess,  cirihosis  of  the  liver  and  pyelone- 
phritis each  accounted  for  one  death.  Three 
patients  died  suddenly  after  reduction  of  frac- 
tures. These  deaths  were  attiio  ited  to  coronary 
occlusion  or  pulmonary  embolus.  One  patient 
died  as  a result  of  a ruptured  bladder  due  to  the 
injury.  The  cause  of  death  was  not  recorded 
in  three  cases.  Sixtytwo  patients  were  treated 
by  the  Whitman  method,  seven  by  extension, 
three  by  the  Championier  method,  and  fifteen 
received  no  treatment.  Of  the  sixty-two  pa- 
tients treated  by  the  Whitman  method,  eight 
died  during  the  treatment.  The  one  patient  be- 
tween the  ages  of  21  and  30  recovered  with 
bony  union;  in  two  patients  between  31  and  40 
there  was  healing  by  bony  union;  and  in  the 
two  patients  between  41  and  50,  there  was  heal- 
ing by  bony  union  and  in  one  there  was  non- 
union. The  percentage  of  nonunion  increases 
with  advancing  years.  Not  one  of  the  seven 
surviving  patients  between  71  and  80  showed 
any  signs  of  repair.  In  the  three  surviving  pa- 
tients treated  by  extension,  healing  by  bony 
union  occurred  in  one . 
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l’KE-ANI>  I’OSTOPElAVnVK  TREAT- 
MENT IN  ABDOMINAL  SURGERY* 

Irvin  Abell,  M.  D. 

Louisville. 

Tli(‘  actual  operation  employed  in  tlie  treut- 
nient  ot  abdominal  di.sorders  is  but  a part  of 
the  total  effort  made  to  obtain  a cure.  Re- 
gardless of  the  brilliance  with  which  it  may 
oe  executed  its  curative  effect  miay  be  nulli- 
fied Iw  improper  preparation  or  inadequate 
po.stoperative  management.  TTie  operation, 
to  the  surgeon,  may  be  but  an  incident  while 
to  the  patient  it  is  usually  an  event,  ranking 
in  equal  importance  with  the  major  exper- 
iences of  life.  The  cultivation  by  the  sur- 
geon of  a proper  imental  attitude  on  the  part 
of  the  patient  will  make  the  road  smoother 
for  both.  The  exhibition  of  a real  and  iier- 
sonal  humaii  feeling  will  do  much  to  en- 
gender confidence  in  the  patient  and  to  al- 
lay  appreheiLsions  and  fears  that  haunt  his 
waking  hours  and  fill  his  sleep  with  disturb- 
ing ^dreams.  In  an  effort  to  give  assurance 
to  patients  one  should  not  overlook  his  re- 
.sponsibility  in  letting  the  patient  know  the 
risk  he  assiime.s.  The  fallibility  of  human 
judgment  and  the  uincertainty  of  life  at 
times  serve  to  set  at  nauig^ht  the  safeguards 
which  science  has  given  to  surgical  measures 
with  the  result  that  tragic  and  unforeseen  ac- 
cidents and  comlplications  must  still  be  reck- 
oned aiinoiig-  the  possibilities. 

In  imparting  this  inforiiiation  it  shoiildi  be 
tactfully  balanced  with  honest  advice  as  to 
the  value  and  necessity  of  the  0(p'eration  in 
contemplation.  The  extent  of  the  informa- 
tion accorded  the  patient  must  be  left  to  the 
discretion  of  the  surgeon — usually  complete 
frankness  is  the  best  policy,  certainly  true 
in  operations  of  election.  The  family  of  the 
patient  under  any  and  all  eircuimstainces 
should  be  fully  acquainted  with  the  patient’s 
condition,  the  risks  incident  thereto  and  the 
possible  outcome.  The  desirable  mental  at- 
titude on  the  part  of  the  patient  and  his 
family  is  a grateful  recognition  that  the 
proposed  procedure  is  a means  of  obtaining 
relief  from  a distressing  or  threatening  ail- 
ment and  3'  confidence  that  it  oatn  be  carried 
to  a successful  conclusion.  The  proper  men- 
tal ])reparation  of  the  .patient,  at  times  more 
difficult  of  attainment  than  the  physical,  has 
a very  definite  effect  in  obviating  a di.sturb- 
ing  influence  on  the  entire  postoperative 
course. 

The  routine  preparation  of  every  patient 
should  include  a thorough  physical  examina- 
tion with  particular  emphasis  upnn  three 
systems,  the  respiratory,  the  eardio-vaseular 
and;  the  renal.  Operations  upon  the  abdomen 

*Rpad  bpfore  the  Kentuckv  State  Medical  Association  at 
Lexington,  September  7-10,  1931. 
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unless  eoniing  within  tlie  category  of  enier- 
g-encies  should,  in  the  i)resenee  ot  infectio/is 
of  the  nose,  throat  and  eliest,  he  deferred  un- 
td  tlieir  suhsidence.  The  occurrence  of  ])ost- 
operative  coni])lications  in  tlie  shape  of  oron- 
cliitis,  pneumonia,  ami  ma;ssive  atelectasis 
can  he  minimized  hv  siu  h recognition  and 
approjiriate  delay.  The  heart,  ulood  pres- 
sure and  blood  should  be  carefully  stiulieil : 
deficient  circulation  may  so  lower  the  pa- 
tient’s vitality  that  any  one  of  a number  of 
compliications  may  develop.  An  adecpiate 
circulation  is  the  most  eflicient  pro])hyla.\is 
against  jiostoperative  jmlmonary  com[)lieah 
tions.  In  the  iiresenee  of  disease  of  the  'heart 
it  is  most  important  that  an  estimate  of  the 
cardiac  reserve  l>e  maile.  It  is  mu'ch  safer 
to  recognize  the  need  for,  and  to  administer. 
Digitalis  before  operation  than  to  be  forced 
to  depend  upon  its  slowly  attained  effect 
wlm.i  confronted  with  a iiostoperative  car- 
diac failure.  The  blood  and  pulse  pressure 
will  give  fvalii.ible  information  both  as  to 
disease  and  vital  resistance  and  when  vary- 
ing from  normal  give  leads  for  further  study. 
The  white  cell  blood  count  furnishes  an  index 
both  as  to  the  virulenee  of  infection  and  the 
resistance  of  the  ipatient  while  the  red  cell 
count  and  tlie  hemoglobin  will  indicate  the 
desirability  of  their  replenishment  by  treat- 
ment or  transfusion  as  the  urgency  of  the 
case  demands.  The  examination  of  the  urine 
should  be  bohli  chemical  and  microscopical; 
in  the  presence  of  renal  imiiairment  the 
phenolsulphonpthaelin  functicoal  test  should 
be  carried  out  and  a study  of  the  blood  chem- 
istry made.  It  is  believed  that  many  so-called 
cardiac  deaths  are  in  reality  renal  deaths 
and  when  suspicion  of  renal  disease  exists, 
except  in  emergency,  adecpiate  time  for  prep- 
araticei  should'  be  invariably  taken.  The 
presence  of  sugar  in  the  urine  should  be 
checked  by  a determination  of  the  blood 
•mgar,  when,  if  found  above  normal,  it  should 
he  'oorrected  by  fitting  dietary  measures  or 
the  administration  of  insulin  as  may  be.  indi- 
cated. 

Patifcits  showing  the  effects  of  dehydration 
and  starvation  are  invariably  bad  risks  and 
should  have  their  water  balance  restored  by 
oral,  rectal,  subcutaneous  or  intravenous  acl- 
miinitration  of  fluids  before  tbe  i istitution 
of  operative  measures:  those  showing  starva- 
tion and  acidosis  are  greatly  improved  and 
their  chances  of  recovery  greatly  enhanced 
l>y  giving’  gluco.se.  alkalit*s  and  blond  trans- 
tusions.  flic  method  of  venoclysis  devised 
by  Ilendou  offers  a ready  means  of  safely 
conveying  to  the  patient  siicb  fluid  and  food 
medicaments.  While  age  in  itself  should 
never  be  a bar  to  the  rtdief  wdiich  we  may 
bring  to  patients,  it  mmst  nevertheless  never 
be  regarcled  too  lightly.  Abdominal  opera- 


tions on  jiatieiiits  fit)  years  of  age  and  over 
should  be  auVised  only  m the  presence  of  a 
clear  indication.  That  little  umlerstood  fac- 
tor, “ resisrance ' ’ cannot  he  measured  and 
the  aged  patient  who  is  apparently  in  perfect 
physical  co),dition  tor  ojieration  may  nave  a 
desperate  and  jmssibly  fatal  postojierative 
coiir.se  as  a result  of  the  major  surgery  prov- 
ing too  muhh  for  a system  already  detinitely 
weakened  by  the  duration  of  life. 

Jn  elective  ojierations  the  diet  during  the 
4H-hour  j)>erioei  preceding  operation  snould 
be  restricted  to  easily  digested  foods  and  a 
laxative,  if  admJinistered,  should  be  given  at 
the  beginning  of  the  4H-hour  period  rather 
than  during  the  24thiOurs  preceding  operation. 
It  should  in  no  event  be  dra.stic  since  the  re- 
sulting dehydration  and  active  peristalsis 
contribute  much  to  postoperative  discomfort 
and  conceivably  may  interfere  with  proper  re- 
pair and  be  the  forerunner  of  ileus.  Water 
should  be  allowed  as  desired  to  within  two 
houi’s  of  the  time  set  for  operation.  The 
rectum  should  be  cleansed  by  enema  on  the 
morning  of  operation  and  the  bladder  emp- 
tied a sort  time  before  the  anesthetic  is 
started.  When  the  patient  is  unable  to  void 
spontaneous!}’  the  catheter  should  be  used 
since  a distended  bladdm-  adds  both  to  tlie 
danger  of  its  injury  and  to  the  difficulties  of 
technical  manipulation  if  the  operation  be 
pelvic  in  tyjie.  When  the  contemplated  op- 
eration involves  the  colon,  tlie  purgative 
should  be  given  four  days  before  operation, 
after  which  a bland  diet  and  daily  colon  ir- 
rigations are  to  be  employed!  If  the  colon  le- 
sion be  an  ob.structive  one  jn-eliminary 
caecostomy  with  irrigations  through  such 
opening  will  greatly  increase  the  patient’s 
chance  of  recovery. 

Certain  surgiial  disease's  of  the  abdomen 
require  particularly  pre-operative  care,  nota- 
bly those  of  the  alimentary  tract.  As  a routine 
liquid  or  semi-liipiid  diet  should  be  used  jire- 
vious  to  operations  on  the  stomach  and  duo- 
denum. Gastric  lavage  should  precede  such 
operations  except  in  the  presence  of  perfora- 
ticv.i  or  active  hemorrhage;  this  is  jiarticular- 
ly  inqiortant  Avhen  the  stomach  is  dilated 
with  gas  or  fluids.  In  pyloric  and  duodenal 
obstruefions  this  should  be  repeated  twice 
daily  until  the  stomach  is  rendered  fairly 
clean  before  the  surgical  attack  is  made. 
This  is  jiarticularly  essential  when  chronic 
p-yloris  obstrulctiofi  has  resulted  in  hyper- 
trophy and  dilatation  of  the  stomach  and 
also  where  there  is  ri'lention  of  the  barium 
meal  given  in  connection  with  ra.liographic 
studies.  With  acute  high  intestinal  and  pro- 
longed gastric  obstructions  there  is  developed 
an  acute  to.xaemia  characterized  by  a markeil 
fall  of  the  chloriiles  and  a definite  increase 
in  the  COo  comhining  jiower  of  the  blood, 
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the  fomier  varying  from  an  approximate 
normal  of  500  mgm.  per  cc  to  250  and  tlic 
latter  from  an  approximate  inormpl  of  60  to 
120.  Such  a condition  constitutes  an  alka- 
losis and  should  be  corrected  before  opera- 
tion is  undertaken.  The  alkalies  which  are 
so  efficient  in  acddosis  are  contra-indicated. 
The  imbalance  in  blood  chemistry  is  best 
overeoimie  by  the  intra'venous  administration 
of  sodium  chloride;  hypertonic  solutions  uj) 
to  20  per  cent  may  be  safely  given  if  admin- 
istered slowly  with  a dosage  of  1-3  gi-ain  per 
each  two  pounds  of  body  weight.  A useful  so- 
lution for  intravenous  usage  is  10%  of  sodium 
chloride  and  15  per  cent  of  gducose  in  300  cc. 
quantities.  Additional  fluids  are  necessary  for 
a restoration  of  the  w'ater  balance.  In  dis- 
eases of  the  l)iliary  tract,  alkalies,  fluids  and 
glucose  serve  to  reduce  the  toxaemia  and 
mitigate  its  effect  upon  the  liver  a n d 
kidney.  The  ])resence  of  jaundice  adds 
a grave  probloiin  in  that  the  bleeding  nr 
clotting  time  of  the  blood  is  delayed 
due  to  some  change  in  its  calcium  con- 
tent. In  addition  to  the  above  measures 
whole  blood  transfusions  and  the  intravenous 
a'dmini.stration  of  10'  cc  of  a 5 i>er  cent  solu- 
tion of  calcium  chloride  on  the  three  day.s  be- 
fore operation  guve  some  assurance  against 
j)ost-operative  bleeding.  The  duration  of  the 
jaundice  plays  an  important  part,  the  longer 
the  duration,  the  greater  the  risk  from  post- 
operative hemorrliage. 

The  variety  of  anesthetics  now'  applicable  to 
abdominal  oiperations  is  so  great  that  a pro- 
per selection  for  the  individual  case  plays  an 
important  part  in  the  safety  and  mortality 
of  the  operation  and  as  w'ell  in  the  comfort 
of  the  jmtient  before,  cluripg  and  after  op- 
eration. Straight  ether,  nitrous  oxide-ether 
sequence,  intratracheal,  nasal  and  colonic 
ether,  ethylene,  nitrous  oxide,  high  and  low' 
spinal  anesthesia,  local,  paravertebral,  sacral 
and  parasacral  ane.sthesia.  field  block  and 
splanchnic  anesthesia,  avertin  and  the  ,pre- 
liminarv  adiiiiiiistration  of  oniates  and  the 
barbital  derivatives  offer  combinations  from 
w'hich  a selection  httiny  to  the  individual  case 
can  be  made.  Restful  sleep  free  fi'om  distres- 
sing apprehension  can  and  should  be  had  dur- 
ing the  night  preceding  operation  by  the  em- 
]iloyment  of  sionle  drug  of  the  barbital  group  ; 
a repetition  of  the  dose  early  on  the  morning 
of  the  oneiation  in.siires  a certain  degree  of 
tra'iiouility.  renders  ecsiei'  the  induction  of 
amesthesia  by  wdiatevcr  means  selected'  and 
decreases  post-operative  pain,  naiusea  and 
vomiting.  The  preparafion  of  the  field  of 
operation  is  readilv  aahievel  bv  a prelimin- 
ary cleainsing  of  the  entire  abdominal  .skin 
witli  .soap  alnd  water  and  the  removal  of  the 
hair  by  shaving.  Later  the  entire  field  is 


painted  w'ith  a solution  of  iodine,  uietap,hen 
or  mercurochrome,  a final  application  being 
made  when  the  jiatient  is  on  the  operating 
table.  With  the  completion  of  the  operation 
the  aim  'of  the  surgeon  should  be  tw’ofold, 
namely,  to  .spare  the  patient  every  unneces- 
sary tlistress  and  jaain  and  to  correctly  eval- 
uate his  physical  cond'itiion  and  recognize 
quickly  the  signs  that  indicate  a change  in 
the  'normal  course,  signs  wdiich  at  times  may 
seem  trivial  and  yet  which  may  foreshadow 
impending  disaster.  Alorphine  is  the  nar- 
cotic of  choice  andl  is  to  be  given  with  judg- 
ment and  di.scretion;  it  should  be  used  in 
suffictient  quantity  to  prevent  undue  suffer- 
ing, 1-6  grain  to  be  repeated  as  needed,  but 
insufficient  to  interfere  w'ith  the  lung,  bowel, 
laladder,  skin  and  stomach.  Patients  show- 
ing idiosyncrasies  to  morpfnine  will  •often- 
times respond  favorably  to  codeine  or  pan- 
to})o,n.  When  the  period  of  acute  distress 
has  pa.ssed,  sleep  should  be  insured,  w'hen 
necessary,  by  a mikl  hypnotic  of  w'hich  the 
barbital  group  offer  a w'ide  choice.  It  would 
seem  trite  to  utter  a word  of  caution  regard- 
ing, hot  water  bags ; the  temperature  of  a hot 
water  bag  should  be  adhered  to  as  rigidly  as 
the  dose  of  a givien  drug  and  it  should  at 
all  times  be  so  covered  as  to  prevent  imme- 
diate contact  W'ith  the  patient’s  skin.  When 
the  i>atient  has  recovered  from  the  afaesthetic, 
he  should  be  allowed  to  assume,  such  ])osi- 
tion  in  bed  as  gives  greatest  comfort.  The 
relaxation  of  the  abdominal  muscles  is  the 
important  factor  and  may  be  obtained  by  the 
supine  position  with  flexion  of  the  knees, 
elevation  of  head  and  shoulders  or  lateral 
position  W'ith  knee  flexion  or  the  prone  po.si- 
tion.  When  no  contra-indiciation,  such  as 
character  of  operation  or  presence  of  drain- 
age exists,  alternating  changes  in  these  posi- 
tions is  imlost  gratifying  to  the  patient. 
Stimnlant  medication  is  to  be  w'ithheld  un- 
less definitely  indicated.  Fluids  are  to  be 
given  by  mouth,  rectum  or  hypodermoclysis ; 
by  mouth  as  tolerated  beginning  six  hours 
after  termination  of  o]>eration.  As  a rule 
patients  will  be  unable  during  the  first  24 
hours  to  take  by  mouth  a sufficient  quantity 
to  maintain  the  w'ater  balance  w'ithout  in- 
diiioinlg  nausea : a u.seful  routine  measure 
con.«iists  in  the  a'dministriation  by  rectum 
during  this  period  of  one  to  three  quarts  of 
a solution  of  sodium  bicarbonate  and  glucose 
in  water,  one  oivnee  of  each  to  the  quart. 
When  the  tyt)e  of  operation  prevents  the  in- 
troduction of  fluids  in  this  inianner  or  when 
if  so  introduced  they  are  not  absorbed,  a 
5 ])er  cent  glucose  in  saline  solution  may 
be  o-iven  subcutaneously  in  tlv^  pectoral  and 
axillarv  regions.  Except  w'hen  specially  in- 
• li'catetl  such  method.s  of  administration  may 
be  discontinued  at  the  end  of  24  hours  and 
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tlie  paaeiil  alloweil  to  take  oy  iiioutii  such 
tlurcis  as  iieeaed. 

ixegaraiess  ot  wliether  lauesthesia  is  induoeil 
hy  loeal,  sj  mat,  or  iniiaialion  meians  a certain 
iiumuer  oi  nanems  snow  nausea  and  vuuuui- 
ing.  LHiriijOj  me  tirst  1:4  lionrs  mis  lareiy 
requires  otlier  iiraii  siinine  measures  suen  as 
lestrrqtion  of  tluid  imalve  ana  tlie  aiipliea- 
tiii.i  ot  cold  to  tlie  throat;  warm  water  with 
me  addition  of  small  amounts  of  soda  will 
or  ten  act  as  a>  natural  lavage  and  jirove  et- 
licaicious  When  the  nairsea  ana  vomiting 
become  jirotractetl  the  jiatient  s discomfort 
IS  not  only  gia'atly  increased  but  the  condi- 
tion cu-stitutes  a menace  to  his  safety.  In- 
termittent gastiic  lavage  or  the  indwelling 
tawine  tube,  introduced  tiirouigji  the  nostril 
and  anchored  by  adhesive  plaster,  are  most 
useful;  the  latter  iiiethod  lias  the  advantage 
of  allowing  the  patient  to  drink  water  free- 
ly, the  ttnahsorbed  portion  retuiviing  through 
the  tube  without  causing  painful  wretching 
wliile  at  the  same  time  it  overcomes  the  upper 
abdominal  distension  and  relieves  the  eartlio- 
rcvspiratory  embarrassment  dependent  upon 
gastric  and  duodenal  dilatation.  At  times  a 
pKiwder  containingi  V2  grain  of  cocaine,  2Vz 
grains  of  cerium  osalate  and  3 grain  of 
sodium  veronal  swallowed  on  crushed  ice  at 
hourly  intervals  is  most  helpful. 

Abdominal  distension  is  commonly  (noted 
after  any  type  of  operation  within  the  abdo- 
men and  may  at  times  become  extremely 
annoying.  It  is  regarded  as  la  degree  of 
jiaralytic  ilens  and  usually  manifests  it.self 
on  the  second  dav.  The  abdominal  baiulage, 
if  unduly  tight,  should  be  loosened.  Among 
the  siin.pler  measures  employed  for  its  relief 
may  be  mentioned  the  passage  of  a I’cctal 
tube  or  the  intreduction  of  a igjlycenne  siip- 
jiository.  These  failing,  simple  and  stimulat- 
ing enemas,  Avith  and  Avithout  the  coincident 
hypodermic  injection  of  pituitrin  and  gas- 
tric lavage  may  be  relied  upon  in  the  absence 
of  marked  ileus  to  afford  relief.  There  is  a 
'differencie  in  opinion  and  in  practice  regard- 
ing the  administration  of  cathartics.  Some 
surgeons  never  emlploy  them.  When  the  op- 
eration has  involA'ed  suture  of  the  giastro- 
intesti  al  tract  they  should  not  b(>  given 
Avithin  the  Aveek.  In  other  instances  some  pa- 
tients reipiire  nothing  more  thin  the  enema, 
some  respond  to  a laxative  jiill  or  unlilk  of 
miagnesia,  Avhile  others  constipated  by  both 
the  opiates  :md  the  ileus  are  made  eomfortalile 
by  castor  oil  given  on  the  morning  of  the 
fourth  day.  An  accurate  record  of  the  intake 
of  fluids  and  the  output  of  urine  should  be 
kei>t.  Retention  of  urine  is  freipiently  ob- 
served and  should  be  relieved  before  disten- 
tion of  the  bladider  causes  damage  to  the  mu- 
cosa. Heat  applied  to  the  inibes,  hot  Avaler 
injecti'd  into  tin*  rectum,  or  the  sound  o|‘  nin- 


ning  Avater  A\ill  at  times  eiuible  the  patient 
to  void  spontaneously.  Cattieterization  is  to 
be  used  Avitli  strut  techniipie  and  great  go.i- 
tleness.  When  necessary  to  continue  its  use 
some  (lays  tAvo  to  three  drams  of  a 5 per  cem 
solution  of  argyrol  should  be  lett  in  the  blad- 
der night  and  morning  as  a prophylactic 
against  cystitis.  Wlicui  a patient  tails  to 
regain  the  })OAver  of  voluntary  micturition 
Avithin  a reasonable  time  the  injection  into 
and  retention  in  the  bladder  ot  one  ounce 
of  sterile  boroiglyceride  Avill  usually  restore 
the  uri»i,ary  act.  With  the  exception  of  gas- 
tro-intestinial  patients  a liquid  diet  may  be 
alloAved  on  third  day  and  if  Avell  tolerated, 
gradually  increased  to  semi-solids  Avith  a full 
tray  at  the  end  of  the  Aveek.  Hiccough  is  at 
times  noted  folloAving  operations  in  the  ab- 
domen, mo.st  freipiently  after  those  iqion  the 
stomach,  inte.stiue  and  gall  bladder.  When 
it  persists  but  for  a brief  time  it  has  no  par- 
licular  significance  but  Avhen  continuing 
over  a period  of  days  it  may  be  the  deciding 
factor  in  producing  a fatal  termination.  Its 
etiology  is  obscure,  the  actual  mechanism  be- 
ing a ch.i  iic  spasm  of  the  diaphragm.  Theo- 
retically antispasmodics  such  as  belladonna 
and  benzyl-benzoate  alone  or  combined  Avitli 
sedativi'S  such  as  sodium  amyl  a I or  morphine 
should  afford  control.  As  a matter  of  fact 
they  do  in  most  instances  while  i:i  a few  in- 
tractable cases  they  seem  to  have  but  little 
effect.  (l|a.stric  laA'^age  Avith  hot  saline  or 
soda  solution  folloAved  by  a generous  dose  of 
morphine  alone  or  in  combination  Avith  liyo- 
scine  is  freipiently  effectiv’e.  Exposure  of 
the  jihrenic  'nerves  Avith  crushing  by  means 
of  forcejis  iiressure  itas  b(a*n  resortiul  to  in 
extreme  cases. 

In  clean  cases  the  dressing;s  are  changed 
and  the  skin  sutures  removed  on  the  sev’enth 
day ; stay  sutures,  if  used,  are  remoA-ed  on 
the  tenth  or  twelfth  day  and  the  patieut  al- 
loAved  to  sit  up,  leaving  the  hosjiital  from  the 
14th  to  18th  day.  The  character  of  the  o])- 
I'ration  and  the  jiatient’s  general  i*ondition 
must  be  taken  into  consideration  and  the 
rontij.e  varied  as  indicated.  Wounds  in 
Avhich  drainage  has  been  instituted  Avill  re- 
quire dre.ssings  at  such  intervals  as  may  be 
necessary  to  taki*  care  of  tbe  discharge.  Tin* 
use  of  adhesive  strips  with  attailu'd  tapes 
lo  rc'tain  such  dressings  avIII  save  the  ]>a- 
tieiit’s  skin  from  the  constant  irritation  of 
removal.  Time  prevents  a detailed  considera- 
tion of  the  complications  Avliicli  may  fellow 
ill  the  eoiir.se  of  abdominal  operations:  many 
of  the.se  are  commonly  observed  after  opera- 
tive procedures  elseAvhere.  notably  shock,  in- 
fection. hemorrhagie,  cardio-renal  upst*ts,  pul- 
monary atelectasis  and  Lifeetions,  va.scnlar 
changes  including  thrombosis,  (‘inliolism.  in- 
fan-tion  ami  plileliitis  and  llie  psychoses. 
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Aciute  dilatatioii  of  the  stomach,  paralytic 
and  obstructive  ileus  are  in  a sense  peculiar 
to  the  surgery  of  the  abdomen  owing  lo  tlieir 
greater  incidence  following  opyratic<ns  there- 
in. Acute  dilatation  of  the  stomach  can  be 
one  of  the  most  distressing  of  all  postopera- 
tive coiryjllications.  Early  recogniticu  is  a 
factor  of  the  greatest  importance.  Symp- 
toms usually  develop  during  the  second 
twenty-four  hours:  vomiting  is  persistent  and 
becomes  almost  constant  tinally  amounting 
to  an  almost  continuous  overflow  when  the 
stomach  becomes  distended  and  paretic.  The 
degree  of  distension  may  be  such  that  the 
stomach  practically  fills  the  entire  abdominal 
cavity,  the  greater  curvature  resting  deep 
in  the  pelvis.  The  pulse  grows  rapid,  the 
respirations  shallow,  the  urine  scanty,  while 
thirst  and  dehydration  are  marked.  Wllien 
recognized  promptly  the  passage  of  the  stom- 
ach tube  and  •thorough  cleansing  of  the  stom- 
ach with  warm  saline  or  soda  irrigations  will 
usually  relieve  the  .symptoms,  ^\'e  personal- 
ly prefer  in  all  such  eases  the  indwelling 
Levine  tube  as  it  prevents  the  reaccumula- 
tion of  fluids  and  gjases  acid  obviates  the  dis- 
comfort of  repeated  introduction.  Gluco.se  in 
saline  should  be  given  intravenously  or  sub- 
cutaneously to  replace  lost  fluids,  the  heart 
stimulated  if  necessary  and  rest  secured  hy 
hypnotics  or  opiates. 

Paralytic  and  obstructive  ileus  constitute 
formidable  postoperative  -complications  and 
at  times,  present  the  greatest  difficulty  in 
differentiation.  In  paralytic  ileus  there  is 
an  inhibition  of  intestinal  muscular  motion 
aord  stimulation  of  peristalsis  is  essential : in 
mechanical  ileus  there  is  a definite  intestinal 
obstruction  and  stimulation  of  peri.stalsis 
may  be  fatal.  Where  the  signs  of  paralytic 
ileus  are  clear,  distension  with  absence  of 
acute  pain  and  borborygmus  with  regvirgitant 
vomiting,  igiastric  lavage  with  the  use  of 
stimulating  enemas  and  the  hypodermic  ad- 
ministration of  pituitrin  will  usually  afford 
relief.  Sodium  chloride  solution  in  strength 
2V&  grains  to  each  pound  of  pody  weight, 
given  slowly  intravenously  will  stimulate 
peristalsis  and  theoretically  prevent  toxic 
absorption  from  the  distendecl  bowel.  No- 
vocain introduced-  into  the  spinal  subdural 
space  as  ordinarily  employed  in  spilial  anes- 
thesia is  of  value  in  relieving  the  intestinal 
inhibiticn  and  is  a worth-while  measure  In 
obstinate  cases.  Finally  entero.stomy,  jejunal 
or  ileal,  has  bee^n  suggested  and  em,]jJoyed. 
The  di.sappointing  results  of  this  latter  pro- 
cedure in  paralytic  ileus  are  due  to  the  fact 
that  the  distended  loop  of  bowel  at  the  site 
of  enterostomy  is  the  only  one  emptied  by  it. 

Mechanical  ileus  permits  of  correction  in 
but  one  of  two  way.s,  enterostomy  proximal 
to  the  site  of  obstruction  or  release  of  the  lat- 


ter after  its  exposure  by  celiotomy.  It  o-o- 
curs  after  abdominal  cperatioL.s  usually  as  a 
result  of  angulation  due  to  adherence  of  in- 
testine to  denuded,  injured  or  inflamed 
peri,tdneum  Pain,  nausica,  /vomiting,  dis- 
tensid.i  and  the  presence  of  borborygmus, 
unrelieved  by  ga.stric  lavage  and  enemas, 
are  the  .synijptoms  upon  which  reliance  must 
be  had  for  recognition ; this  latter  must  be 
reached  promptly  if  either  of  the  two  meas- 
ures mentioned  are  to  succeed-  in  saving  life. 

DISCUSSION 

John  H.  Blackburn,  Bowling  Green:  Mr. 

President,  Members  of  the  Association:  Dr. 

Abell  has  presented  to  us  today  another  of  his 
characteristically  comprehensive  papers.  He 
has  handled  in  detail  every  feature  of  the  pre- 
operative  and  poist-operative  care  in  abdominal 
surgery,  and  he  has  done  it  with  the  same  de- 
tail and  with  the  same  -gentleness  that  he 
would  handle  the  acutely  inflamed  tissues  in 
an  abdomen. 

We  recall  some  two  or  three  years  ago  that 
Sir  Berkeley  Moynihan  presented  a paper  be- 
fore the  American  College  of  Surgeons  on  “the 
ritual  of  an  operation.”  It  occurs  to  me  that 
Dr.  Abell  has  presented  to  us  today  the  pro- 
cessional -and  the  recessional.  He  has  done  it 
in  his  usual  characteristic  manner  and  has  left 
to  us  who  might  discuss  it  very  little  to  add. 

One  point  particulaiSy  that  has  impressed 
me  is  the  mental  attitude  of  the  patient.  I 
remember  a relative  some  years  ago  who  was 
to  bis  subjected  to  an  abdominal  operation.  A 
friend  said  to  me:  “I  think  you  had  better  stop 
by  and  talk  to  her,  she  is  worrying  somewhat.” 

I stopped  by  and  saw  the  patient.  I said, 
“Sue,  what’s  the  natter?  What  are  you  worry- 
ing about?” 

She  said,  “What  sort  of  incision  are  you  go- 
ing to  make  in  this  operation?” 

I said,  “Oh,  it  will  he  just  a small  incision.” 

“How  long  will  it  bie?” 

“About  three  inches.” 

“Where  will  it  he?’ 

“In  the  lower  abdomen  down  below  the  um- 
hilicus.” 

She  -sighed  and  said,  “Well,  that’s  all  right, 
but  ever  since  you  told  me  you  were  going  to 
operate  on  me  I couldn’t  think  of  a thing  in 
the  world  but  that  picture  in  the  almanac  where 
it’s  cut  across  this  way  and  that,  and  the  four 
corners  turned  back.” 

Now  Dr.  Abell  has  told  us  everything,  gentle- 
men, about  the  pre-operative  care  except 
whether  the  “sign”  i-s  right.  I don’t  know 
whether  he  goes  as  far  with  the  s’gn  as  some 
of  our  patients  do. 

The  Kentucky  State  Medical  Association, 
gentlemen,  will  be  profited  gi’eatly  if  we  who 
are  doing  abdominal  surg/ery  would  give  tl'.e 
same  detailed  care  and  attention  to  every  phas^ 
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of  the  patient,  the  complete  physical  examina- 
tion, as  suggested  by  Dr.  Abell,  particularly 
thie  mental  attitude  of  the  patient,  relieving  the 
worry  incident  to  the  operation;  and  incidental- 
ly I might  say  that  recently  I have  gotten  a 
greater  relief,  a greater  feeling  of  tranquility, 
and  even  at  timesi  a spirit  of  “don’t  care”  about 
the  thing  by  the  exhibition  of  sodium  amytal 
the  night  before  and  one  or  two  capsules  pre- 
ceding the  operation. 

If  w’e  would  give  the  same  care  and  atten- 
tion to  our  patients  after  operation,  looking 
after  every  detail  as  toi  the  physical  and  the 
mental  comfort  of  the  patient,  recognizing  early 
the  possible  dangers  that  might  arise  incident 
to  some  disorder  in  the  circulatory  or  the  renal 
tract,  then  we  would  save  our  patients  a great 
deal  of  discomfort.  Only  recently  I had  a pa- 
tient brought  in  who  had  a general  peritonitis, 
evidently  from  a niptured  appendix,  a falling 
blood  count,  certainly  a most  unfavorable  case 
for  operation.  The  routine  urine  examination 
showed  a 4 plus  albumin  and  the  urine  literally 
loaded  with  casts.  What  was  the  use  of  oper- 
ating on  that  case?  I had  been  inclined  to  op- 
erate until  that  urine  examination.  I just 
waited,  and  the  Lord  took  his  own.  I didn’t 
get  the  blame  for  that  particular  death. 

It  occursi  to  me  that  we  gentlemen  are  to  be 
congratulated  on  having  brought  to  our  at- 
tention those  little  details,  those  facts  that  are 
so  essential  if  we  are  to  give  our  patients  the 
vei-y  best  in  abdominal  surgery. 

Oscar  O.  Miller,  Waverly  Hill  Sanitarium:  I 

have  enjoyed  Dr.  Abell’s  paper  immensely.  He 
mentioned  specifically  in  the  preparation  of  the 
patient,  examination  of  the  respiratory  tract, 
the  cardiac  organ,  ana  also  the  renal  function. 
There  is  one  point  in  particular  that  I should 
like  to  stress,  and  that  is  the  preparation  of  pa- 
tients who  have  bronchiectasis.  It  is  essential 
that  these  patients  be  drained  adequately  prior 
to  operation,  and  that  facilities  be  provided  for 
their  subsequent  drainage  after  operation; 
o'therwiise  they  deylejc  p an  interstitial  prifcu- 
monia  due  to  inadequate  drainage. 

As  to  the  time  of  operation  (and  this  refers 
specifically  to  patients  with  tuberculosis) , it  is 
a well  known  fact  that  many  of  these  patients 
are  depleted  in  the  morning,  that  they  have  a 
subnormal  temperature,  and  I think  that  th's 
is  one  of  the  reasons  we  have  that  inevitable 
10  per  cent  mortality  in  thoracoplasty.  I rather 
think  that  later  in  the  day  when  the  tempera- 
ture comes  up  slightly,  it  acts  as  a stimulus  to 
the  patient  and  they  bear  the  operation  better. 

In  regard  to  singultus,  or  persistent  hic- 
cough, Dr.  Abell  mentioned  a crushing  of  the 
nbiwe.  This  has  been  resorted  to,  but  in  some 
of  the.se  cases,  expc.sing  the  nerve  and  freezing 
it  for  a few  seconds  will  produce  a pai’alysis 
that  will  extend  over  a period  of  a week  or  ten 
days,  whereas  crushing  of  the  nerve  produces  a 
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paralysis  that  extends  over  a period  of  six 
months. 

George  A.  Hendon,  Louisville:  Dr.  Abell  so 

generously  referred  to  the  source  of  nutrition  I 
have  devised  and  that  has  given  me  a great 
deal  of  both  pain  and  pleasure,  that  I j'ust  want 
to  say  something  in  regard  to  its  employment 
and  what  it  implies.  It  means  the  introduction 
directly  into  the  circulation  of  a physiological 
amount  of  nutriment  at  a physiological  rate. 
The  way  we  arrive  at  an  estimate  of  what  that 
is,  is  based  entirely  on  experience.  It  is  more 
or  less  empirical,  but  the  origin  of  the  idea 
takes  root  in  the  investigations  that  were  made 
by  Woodyatt  in  1916,  when  he  demonstrated 
the  fact  that  an  animal  could  take  care  of,  with- 
out spilling  over,  as  much  as  one  gram  of  dex- 
trose to  each  three  pounds  of  body  weight  every 
hour.  Therefore,  to  be  safe  we  use  one-hall 
of  that  amount.  For  instance  if  you  have  a 
patient  who  weighs  150  pounds, ‘that  patient  is 
capable  of  taking  care  of  50  grams  of  dex- 
trose every  hour,  which  means  aibout  1200  grams 
in  24  hours,  and  that  means  a little  over  two 
pounds.  We  usually  start  with  as  much  as  one 
pound  of  glucose  in  the  24  hours,  and  we  find 
that  dissolved  in  a 10  per  cent  solution  we  can 
handle  it  with  a great  deal  more  ease  than  other 
concentrations. 

This  can  be  given  over  as  long  a period  of 
time  as  you  desire,  and  the  glucose  will  fur- 
nish a very  importai.t  resistance  in  preparation 
for  the  operation.  We  also  use  this  after  the 
operation  in  serious  ca'cs,  because  by  this 
means  we  can  support  our  patient  for  a week 
or  ten  days  and  make  a perfect  detour  of  the 
intestinal  tract. 

There  is  one  other  thought  in  this  connection 
that  does  not  seem  to  have  impressed  itself  suf- 
ficiently, and  that  is  the  fact  that  people  who 
are  seriously  sick  or  in  extremis  and  especially 
those  who  are  seriously  ill  as  a result  of  abdo- 
minal lesions,  have  entirely  lost  the  power  of 
absorption  in  their  alimentary  canal.  The  mere 
introduction  of  fluid  into  the  gastro-intestinal 
canal  having  it  retained  does  not  mean  that  it 
enters  the  circulation;  it  does  not,  because  the 
mucous  membrane  has  lost  its  absorbing 
power.  In  order  to  make  this  impressive  to  stu- 
dents I have  told  them  that  you  can  fill  a pa- 
tient with  fluid  from  his  adenoids  to  his  hemor- 
rhoids and  never  have  a drop  of  it  enter  the 
circulation,  so  that  really,  I think,  is  a good  idea 
to  get  inculcated  into  your  mind.  The  mere 
fact  that  you  are  pouring  water  into  a patient’s 
alimentary  tract  does  not  mean  that  the  blood 
stream  is  getting  any  of  it.  In  cases  of  extremis 
it  does  not.  We  sometimes  are  lulled  into  a false 
sense  of  security  not  appreciating  this  fact. 
By  the  use  of  this  method  that  Dr.  Abell  has 
called  your  attention  to,  we  can  entirely  obviate 
all  the  difficulties  of  absorption  and  cany  the 
])atient  foi-  a week  to  ten  days  after  the  opera- 
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lion  if  \vi-  so  desire  wilhom  ealliiijr  U|)oii  liic 
alimentai  y canal  lor  any  aid  whatever. 

Walter  1.  Hume,  Louisville:  I am  sure  there  is 
general  agreement  with  everytning  that  Ur.  Abell 
nas  said.  We  can  oniy  empnasize  some  of  the 
things  that  were  mentioned.  Along  that  line  1 
just  want  to  recall  that  some  years  ago  1 wrote 
a paper  and  grossly  estimated  that  5U  per  cent 
or  thereabouts  of  success  in  surgery  depends 
upon  pre-operative  and  post-operative  care  of 
cases.  The  preparation  of  cases  is  immensely 
important,  and  Dr.  Abell  has  covered  it  well, 
in  a very  detailed  way,  and  has  left  little  to 
be  said. 

Oral  sepsis  is  a thing  that  strikes  my  mind  as 
being  important.  It  is  amazing  to  see  how  filthy 
the  mouths  of  some  patients  are  who  must  be 
subjected  to  general  anesthesia.  Perhaps  my 
association  with  my  brother,  an  exodontist  in 
Louisville,  has  impressed  this  upon  me  particu- 
larly. I think  one  of  the  preparatory  things  that 
should  ibe  done  regularly  is  to  see  about  filthy 
mouths  if  patients  must  take  general  anes- 
thetics. 

There  is  another  thing  that  I think  might 
be  added,  an  extension  of  the  idea  that  Dr. 
Abell  has  already  mentioned,  that  even  minor 
operations  sometimes,  or  stage  operations 
should  be  resorted  to  to  get  our  patients  in 
condition.  Quite  often  small  septic  foci  may  be 
removed  in  getting  ready  for  a smashing  major 
operation  and  may  be  the  determining  factor.  In 
other  words,  whatever  load,  mental  or  physical, 
is  lifted  off  the  patient  will  help  out  a great 
deal  in  .standing  the  major  operation.  Even 
two  or  three-^Sitage  operations  will  illustrate  my 
idea. 

I am  quite  sure  we  have  lost  patients  be- 
cause of  incomplete  diagnoses,  perhaps  missing 
smaller  things  that  added  too  much  to  our  pa- 
tients’ burden  after  serious  operations.  Oral 
sepsis,  I think,  is  worth  seeing  about. 

J.  Hadley  Caldwell,  Newport:  I have  certain- 

ly enjoyed  Dr.  Abell’s  paper.  It  is  one  of  the 
most  instructive  papers  that  I have  heard  for 
a long  while.  He  has  covered  the  subject  so 
thoroughly  that  there  is  not  much  to  be  added. 
I want  only  to  emphasize  one  or  two  points  that 
Dr.  Abell  made.  One  of  them  that  made  quite 
an  impression  upon  me  was  the  point  that  he 
made  about  purgation  before  operation. 

When  I was  an  intern  some  years  ago,  it  was 
almost  a routine  procedure  to  give  the  patient 
from  a half  ounce  to  an  ounce  of  castor  oil  the 
evening  he  entered  the  hospital  before  opera- 
tion the  following  morning.  I followed  that 
procedure  myself  for  a few  years,  until  I saw 
my  mistake.  I think  it  does  a great  deal  of 
harm  in  many  cases.  It  is  well  to  have  a mild 
purgative  about  48  hoursi  before,  as  Dr.  Abell 
suggested,  and  then  an  enema  the  evening  the 
patient  enters  and  one  in  the  morning  is  suffi- 
cient. A drastic  purge  the  night  before  opera- 
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tion  makes  Ihc  patieni  restless,  there  are  jieri- 
staltic  movements  and  cramps,  and  possibly  he 
doesn’t  sleep  any  all  night.  That  is  the  time 
he  should  get  sleep.  I believe  the  night  before 
operation  is  the  time  ro  make  the  patient  rest, 
and  it  generally  is  well  to  give  some  sort  of 
hypnotic.  Then  that  patient  is  in  much  better 
condition  tor  operation. 

Also  I want  to  .stres,-  the  point  that  they 
should  take,  plenty  of  fkdds  for  48  hours  before 
operation,  if  it  is  possible,  and  this  patient  will 
do  much  better  than  the  patient  who  has  no  pre- 
operative preparation. 

Many  of  the  other  jioints  that  Di'.  Abell  made 
I certainly  concur  in.  He  spoke  of  a beginning 
ileus  about  the  second  day  after  abdominal  op- 
eration, which  sometimes  occurs.  I follow  about 
the  same  procedure  that  Dr.  Abell  does,  with 
one  addition.  I ha\ found  that  if  you  will  give 
the  patient  just  in  Ine  very  beginning,  when  you 
notice  the  slight  distention  of  the  abdomen,  a 
3 per  cent  solution  of  sodium  chloride,  hypo- 
dermoclysis,  about  300  to  500  c.c.,  and  use  an 
enema  the  following  morning,  and  possibly  some 
pituitrin  following,  you  get  excellent  results.  I 
believe  that  many  of  these  cases  treated  early 
that  way  prevent  a real  paralytic  ileus.  I be- 
lieve the  rea.son  that  works  is  because  there  is 
a deficiency  in  the  chk  rides  of  the  blood,  and 
that  is  the  reason  for  the  concentration  of  a salt 
solution.  We  get  the  same  effect  with  normal 
salt  solution  providing  the  patient  absoi’bs 
enough,  but  if  it  is  concentrated  up  to  albout  3 
per  cent  it  can  be  given  safely  under  the  skin, 
and  I never  have  had  any  trouble  so  far  with 
sloughs. 

A year  or  two  ago  I ordered  this  given  to  a 
patient,  and  the  intern  misunderstood  me  and 
gave  it  intravenously.  While  there  was  no  hai*m 
done  as  far  as  we  know,  I don’t  believe  I 
would  advise  giving  that  concentrated  salt  solu- 
tion intravenously. 

Irvin  Abell,  (in  closing)  : In  the  published 

paper  there  will  be  much  more  said  about  the 
proper  mental  preparation  of  the  patient  than, 
owing  to  the  lack  of  time,  was  read.  Dr.  Black- 
burn has  illustrated  the  fear  which  a patient 
may  have,  an  unfounded  one,  as  instanced  by 
him,  of  the  woman  who  thought  her  abdomen 
was  going  to  be  cut  like  the  sign  of  the  Zodiac. 

I should  like  to  supplement  that  with  two 
instances  from  my  own  experience.  A man 
was  sent  to  me  by  Dr.  Maddox  of  Rockport 
some  years  ago,  with  a rather  large  stone  in  his 
kidney.  After  his  examination  he  declined  opera- 
tion and  went  home.  He  came  back  about  six 
or  eight  months  later,  went  through  his  examin- 
ation a second  time,  again  declined  the  opei'a- 
tion  and  went  home.  He  repeated  this  at  the 
end  of  another  year. 

I said,  “There  is  no  use  of  your  coming  back. 
There  is  nothing  in  the  world  that  we  can  do 
for  you  except  to  give  you  some  urinary  anti- 
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septic,  other  than  to  remove  your  stone.  Why 
is  it  that  you  chject  to  its  removal?” 

He  said,  “Doctor,  I have  three  brothers.  The 
wife  of  each  was  operated  upon  and  in  tmn 
each  died.  I can’t  get  over  the  horrible  fear  of 
death,  which  this  experience  engendered.” 

You  can  readily  appreciate  that  unless  you 
can  eliminate  such  fear  and  dread  from  the 
man’s  mind,  he  will  make  anything  but  a de- 
sirjtble  surgical  patient. 

Dr.  Withington  from  the  Pine  Mountain  Set- 
tlement School,  sent  down  Bill  Nolan.  The  ex- 
amination showed  that  he  had  a perforating 
ulcer  of  the  duodenum,  with  some  obstruction 
in  the  duodenum.  I made  an  explanation  to 
him  of  the  nature  of  his  trouble  and  what  it 
would  be  necessary  to  do  to  lelieve  it.  He  said, 
“Doctor,  do  you  mean  you  are  going  to  cut  my 
gut?” 

“Why,  Bill,  I don’t  know  how  to  get  rid  of  it 
unless  I do.”  “I’m  going  home.”  I said,  “Why?” 
He  said,  “I  never  seen  a man  up  in  my  neck  of 
the  wood  that  got  shot  or  cut  in  the  guts  that 
didn’t  die.”  We  must  dispel  the  fear  in  the 
patient’s  mind. 

SYMPOSIUM  ON  DIAGNOSIS  OF  HEART 
DISEASE 

CRITERIA  FOR  THE  DIAGNOSIS  OF 
HEART  DISEASE* 

Woodford  B.  Troutm.^n,  M.  D. 
Loui.sville. 

When  requested  to  give  a paper  on  criteria 
for  the  Diagnosis  of  heart  disease,  it  occurred 
to  me  that  it  would  he  (juite  impossible  to 
cover  the  subject  within  the  short  space  of 
time  allotted,  so  I m,u.st  as’k  that  you  pardon 
any  omission,  however  impo’rtant,  .>ince  my 
words  must  be  brief.  The  word  criteria  is 
derived,'  from  the  Greek  meaning  judgment, 
therefore  when  speaking  on  judgment  in  the 
diagnosis,  I will  approach  the  subject  in  three 
way.s : 

First : General  factors  which  should  bo 

remembered  in  going  over  the  case;  .some 
points  mentioned  here  may  seem  rather 
elementary,  but  are  indeed  important. 

Second : Etiology. 

Third : A brief  review  of  some  of  the 

more  common  heart  diseases  from  a diagnos- 
tic standpoint. 

Under  general  factors,  the  heart  ease 
shouldi  be  exa;inined  in  three  waAcs,  whenever 
possible — standing,  lying  down,  and  after 
exerci.se. 

There  are  six  important  things  to  be  de- 
termined by  physical  examination: 

First : Size  of  heart. 

Second:  Diastolic  murmurs;  I specify 
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diastolic  because  most  .systolic  miiniiurs  have 
no  sig’nifieance. 

Tiiird : Blood  })ressure,  and  here  I would 
recommend  that  in  taking  the  blood  pres.sure 
always  to  have  pulsus  alternans  in  luiml ; 
this  can  be  elicited  by  forcing  the  manometer 
well  above  the  j)oint  where  any  sound  is 
heard,  then  on  releasing  the  pressure  very 
slowly,  if  say  at  170  you  hear  beats  (oming 
through  at  a rate  of  about  40  per  .minute  and 
then  on  further  lowering  the  pressure  .b  to  20 
millimeters  the  rate  suddenly  doubles  it 
means  alternation  of  the  pulse. 

Fourth : Oonigestive  failure,  the  impor- 

tant signs  of  which  ai*e  congestion  of  lungs, 
edema,  and  a larlg'e  liver. 

Pbfth:  Pulse,  rate,  compare  with  ape.x 

beat ; rhythm,  regular  or  irregular,  if  irregu- 
lar and  at  the  same  time  you  have  periods  of 
regularity  or  a dominant  rhythm  it  is  extra- 
systoles. If  it  is  an  irregular  irregularity, 
that  is,  no  periods  of  regularity,  you  have 
fibrillation.  Force,  volume,  and  tension  of 
l)ulse;  state  of  vessel  wall,  the  amount  of 
sclerosis,  best  to  feel  the  brachials. 

Si.xth : The  sixth  important  thing  is  '1'- 

wave  interpretation  by  the  electrocai'diogram  ; 
especially  in  the  aged,  where  other  physical 
signs  may  be  lacking. 

From  a series  of  10,000  heart  cases  the 
four  commonest  .syimj)tom,s  were  tabulated  in 
the  order  of  their  frequency  : 

First : Breathles.sness. 

Second : Palpitation,  especially  on  exer- 

tion. 

Third  : Vertigo  or  giddiness. 

Fourih:  Sternal  pain,  the  term  precordial 

pain  is  often  used  but  may  mean  atlier  trouble 
as  cfA’spepsia  or  lung  conditions;  sternal  pain 
more  nearly  localizes  its  tnie  position. 

There  are  two  diffei-ent  kinds  of  dyspiu-a  ; 
that  seen  in  mitral  stenosis,  due  to  cpnges- 
tion  of  lungs  and  is  more  or  less  eonslant. 
Then  we  have  the  intermittent  dyspnea, 
usually  coming  on  at  night;  this  is  .seen  in 
left  ventricular  weakness  from  aortic  rtgur- 
gitation,  hypertension,  etc.  and  is  a teulral 
type,  the  result  of  a slow  circulation  and 
acidosis,  also  the  excitable  threshold  of  the 
respiratory  centres  in  brain  are  much  lowered 
at  night  and  thus  easier  affected  by  tbe  tran- 
sient anemia  and  acidosis. 

Three  types  of  eases  have  fibrillation  : 
mitral  stenosis,  arterio-sclerotics,  and  hyin*r- 
thyroids;  it  is  selidom  seen  in  other  hearts 
and  then  only  as  a terminal  factor. 

Now,  as  to  my.ocardial  weakne.ss;  if  there 
is  no  valvular  lesion,  you  have  the  followir.g 
jio.ssibilities : 

First  : Hyperlension. 

.Second:  iMeso-aortitis.  iyi)*/r  of  these  ca.ses 

have  a high  blood  ))ressure. 

Third : Myocarditis,  which  means  an  in- 
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rifiniiiutl  ion  ol  tlic  iiiyocardimii,  t h(“)‘(*tnr(> 
you  mu.st  have  a hi.story  of  some  i)revi':ai.s 
septic  illne.ss. 

J-i'orn-th  ; Myo-idiegeneration,  this  must  also 
liave  a caii.se  as  imyoearditis,  toxic  goitre, 
pernicious  anemia,  etc. 

Fifth : Sclerosis  of  the  coronary  vessels, 

whicli  is  a (jiiite  freipient  disease  and  may 
lie  diagno.s(\l  if  the  four  preceding  jiossihih- 
ties  can  be  excluded. 

In  myocardial  weakne.ss  there  are  certain 
vei*y  important  physical  signs  to  which  1 
would  draw  your  attention.  One  is  gallop  rhy- 
thm, which  means  a thir.d  heart  sound,  usual- 
ly best  heard  in  the  3rd  or  4th  interspace 
.somewhere  between  the  left  margii.i  of  ster- 
num and  the  apex;  this  is  a very  inconstant 
sign,  may  be  present  this  minute  or  day  and 
gone  the  next  minute  cr  tomorrow.  Another 
important  sign  which  is  often  a.ssociated  with 
gallop  rhj'thm  is  pulsus  alternans.  the 
imietholdl  cf  eliciting  this  sign  by  measure- 
ment of  the  blood  pressure  has  been  de- 
scribed. Also,  pressure  on  the  vagus  in  myo- 
cardial  failure  often  brings  the  heart  to  a 
standstill,  especially  where  the  cause  of  fail- 
ure is  ooronary  sclerosis;  whereas  in  other 
heart  lesion.s,  Amgus  pressure  merely  slows  the 
rate. 

As  to  the  etiology  of  heart  disease,  we  will 
enumerate  some  of  the  usual  causes  under 
the  membrane  of  structure  of  the  heart 
which  that  disease  usually  attacks. 

Pericarditis  most  often  follows  rheuma- 
tism, pneumonia,  septicemia,  tuberculosis, 
and)  cachectic  diseases,  as  chronic  nephritis 
or  malignancy. 

Myocarditis  iimay  be  pll'esent  following 
rheuinatism,  diphtheria,  typhoid  and  scarlet 
fever,  influenza,  and  pneumonia. 

Endocarditis  occurs  in  two  forms;  simple 
and  infective.  The  simple  type  usually  fol- 
lows rheumatism  or  pneumonia.  The  infec- 
tive or  ulcerative  type  after  general  infec- 
tions as  puerperal,  pneumonic,  or  gonoirheal : 
then  we  have  the  sub-acute  infective  type  of 
unknown  origin. 

Now,  igcntlemen,  as  to  the  individual  heai  t 
diseases.  I shall  briefly  describe  four  which 
are  relatively  frequent : Hypertensive,  lue- 

tic, and  rheumatic  heart  disease,  and  the 
anginas. 

Ily])crtensive  heart  disea.se  is  a direct  re- 
sult of  high  blood  pressure,  either  the  e.s.sen- 
tial  form  or  that  secondary  to  nephritis:  the 
heart  is  overtaxed  by  the  increa.sed  work 
thrown  iip^n  it ; two  important  signs  in  this 
disease  are  accentuation  of  the  2nd  aortic 
sound  and  enlargement  of  the  left  ventricle. 

Luetic  heart  disease,  a rather  imisleading 
term,  as  it  is  very  seldom  that  lues  directly 
attacks  the  heart ; as  a rule  it  is  lues  of  the 
aorta.  Under  this  heading  the  mosif  comanon 


cause  of  failure  is  aoi'tie  regurgitatio)!.  A his- 
tory of  burning  pain  beneath  upper  part  of 
sternum,  to  and  fro  murmur  best  heard  in 
2nd  right  interspace  near  .sternum,  difference 
in  pulses  and  of  a water-hammer  type  are 
sufficient  sig'ns  for  the  diagnosis  of  specific 
aortic  regurgitation.  If  1 have  all  of  these 
signs  and  a negative  Wa.ssermann  reaction, 
1 would  still  say  specific  as  the  Wa.ssermann 
is  negative  in  about  1/3  of  the  eases. 

The  anginas,  the  coronary  form  is  due  to 
closure  of  a eoronaiw  vessel  by  an  embolus 
or  thrombus;  the  symptoms,  pain  coming  on 
at  any  time  and  not  related  to  effort  or 
other  outside  influences;  pain  lasts  for  hours 
or  days  and  is  not  relieved  by  the  nitrites. 
There  is  cardiac  shoc'k  and  then  cardiac  col- 
lapse, also  a unicpie  feeling  of  iimtscular  in- 
ability. Some  of  the  physical  signs  are  a 
pericardial  rub  heard  6 to  9 hours  after  on- 
set, I'ise  of  temperature,  leucocytosis  of  16,- 
000  to  20,000,  falling'  bloiod  pres.sure,  and 
lastly,  electrocardiographic  changes,  and 
arc  most  important;  however,  I do  not  have 
time  to  enuinerate  them. 

Angina  from  unknown  origin,  comimonly 
yalled  angina  pectoris,  causes  pain  which 
usually  follows  exertion,  excitement,  exposure 
to  cold,  or  after  a heavy  meal.  Pain  gen- 
erally lasts  only  5 to  15  minutes  and  is  re- 
lieved by  niti'ites.  There  are  few  physical 
signs ; frequentlj"  the  blood  pressure  rises, 
often  there  is  hypersensitivity  to  pin-scratch 
over  the  precorcliuim,  also  pain  on  pressure  of 
eyeball  or  brachial  plexus  on  the  side  to 
which  pain  radiates. 

Rheumatic  heart  disease,  mitral  .stenosis  is 
the  most  coiinmon  valvular  lesion  under  this 
heading;  the  two  mo.st  important  signs  ta 
look  for  here  are  accentuation  cf  the  2nd  pul- 
monic .sound  and  mitral  configuration  of  the 
heart.  By  imitral  configairation  we  mean  a 
heart  eidarged  to  the  right  of  the  sternum 
and  a “filling-out”  of  the  waist-line  on  the 
left.  The  pulmonary  conus  and  left  auricxc- 
lar  appendage  make  up'  the  waist-line  and 
when  these  portions  are  dilated  there  is  a 
“ filling‘-ouit.  ” If  these  two  signs  are  posi- 
tive along  with  either  a,  pre-systolic  murmur, 
snai)ping  1st  soundl  at  apex,  or  diastolic  mur- 
mur, you  are  justified  in  makinlg  the  diag- 
nosis of  mitral  stenosis. 

In  closing,  just  a word  as  to  the  very 
prevaleut  diagnosis  of  mitral  regurgitation, 
it  is  'generally  agreed  among  present-day 
cardiologists  that  this  disease  unassociated 
with  stenosis  and  on  an  endocardial  basis 
rarely,  if  ever  occurs.  I heard  the  statement 
made  in  a Heart  Clinic  through  which  some 
3,000  'Cases  pa.ss  yearly,  that  in  the  last  18 
years  one  ease  of  pure  mitral  insufficiency 
came  to  autop.sy,  and  that  a result  of  gun- 
shot wound  throuiah  the  mitral  valve;  and 
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incidentally,  every  case  which  j^oes  through 
that  clinic  and  later  dies,  comes  to  necropsy. 

X-KAY  IxN  DIAGNOSIS  OF  CAKDIAO 
DISEASE* 

Joseph  C.  Bell,  M.  D. 

Louisville. 

The  roentgen  ray  is  of  decided  value  in 
the  diagnosis  of  heart  disease,  but  in  itself 
is  seldom  diagnostic.  The  final  diagnosis  must 
usually  depend  upon  the  clinical  findings, 
the  roentgen  examination  and  at  times  other 
laboratory  examinations,  as  well. 

There  are  three  methods  lof  x-ray  exa;mina- 
tion  in  general  use.  The  fluoroscope  is  used 
very  commonly.  With  it  one  is  able  to  de- 
termine the  general  contour  of  the  heart.  The 
movements  can  be  studied  in  various  posi- 
tions and  abnormalities  in  movement,  a^  well 
as  the  size  and  shape,  can  be  noted.  An  im- 
pression of  the  general  condition  of  the  chest 
is  obtained  as  well  as  whether  or  not  fluid 
is  present  in  the  pleural  spaces. 

The  second  method  is  that  of  the  orthodia- 
graph. This  is  of  value  in  the  hands  of  an 
expert,  but  in  the  hands  of  an  untrained 
worker  measurements  are  subject  to  numer- 
ous errors. 

A third  is  that  of  the  so-called  six  foot 
film,  films  being  made  with  the  x-ray  tube 
at  a six  or  seven  foot  focal  distance.  This 
is  used  commonly  and  is  very  accurate.  The 
distortion  of  the  heart  shadow  due  to  imagni- 
fi cation  from  the  projection  is  very  slight 
at  these  distances.  These  films  give  an  ac- 
curate and  permanent  record  of  the  size  and 
general  contour  of  the  heart,  as  well  as  some 
idea  of  the  condition  of  the  chest.  Most 
examiners  recommend  that  the  exj)osure  be 
sufficiently  long  to  include  one  entire  car- 
diac cycle.  By  this  means  the  outline  of  the 
heart  in  diastole  is  obtained,  this  being  the 
most  satisfactory  for  imeasurement.  The 
usual  position  is  the  postero-anterior,  but 
semjlateral  positions  as  well  may  be  used. 

Normally,  the  left  border  of  the  cardiac 
shadow  is  made  up  largely  by  the  left  ven- 
tricle. Immediately  above  it,  at  times,  there 
is  a slight  protixberance  due  to  the  left 
auricle.  How'ever,  the  left  auricular  ai'ea  fre- 
quently is  not  seen  under  normal  circum- 
stances. Just  above  this  area  is  that  due  to 
the  pulmonic  vessels  and  at  the  highest 
point  is  the  shadow  of  the  aortic  arch.  Im- 
mediately over  the  right  side  of  the  dia- 
phragm is  seen  the  right  side  lof  the  heaiq 
shadow,  made  up  almost  entirely  hy  the 
right  auricle.  Above  it  is  the  shadow  of  the 
ascending  aorta.  Normally  the  transverse 
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tUameter  of  the  heart  is  less  than  one-hall' 
the  diameter  of  the  chest.  There  may  be 
a very  few  exceptions  to  this  rule,  especially 
in  athletes  and  in  soipe  persons  doing  very 
hard  manual  labor.  However,  even  in  these 
instances,  the  above  standard  usually  hoklK 
true. 

Patholouv 

►Several  congenital  conditions  can  be  dem- 
onstrated by  the  roentgen  ray.  One  often 
seen  is  a jiatent  ductus  arteriosus.  This  is 
shown  b,y  unusual  ijrominence  in  the  pdl- 
menic  area.  A jiatent  foramen  ovale  is  very 
common  but  cannot  be  demonstrated  by  x-ray 
and  in  most  instances  has  no  clinical  signifi- 
cance. .Steno.sis  of  the  aorta  or  pulmonary 
artery  is  indicated  by  unusual  size  of  the 
aortic  or  pulmonic  area  respectively.  This 
may  also  affect  the  general  cardiac  contour. 
Absence  of  the  interventricular  septum  does 
not  result  in  any  very  characteristic  changes 
in  the  cardiac  contour,  excejit  for  unusual 
fullness  of  the  shadow  of  the  right  side, 
together  with  Igicneralized  enlargement. 

Evidence  of  valvular  disease  can  usually 
be  shown.  Of  this  group  the  most  frequent 
and  most  characteristic  changes  are  seen  in 
mitral  disease.  Ordinarily  this  is  shown  by 
unusual  prominence  of  the  shadow  in  the 
left  auricular  area,  usually  together  with 
generalized  cardiac  enlargement.  The  full- 
ness in  the  auricular  area  may  be  demon- 
strated long)  before  the  enlargement  takes 
place.  Late  in  mitral  disease  there  is  a dis- 
proportionate increase  in  the  size  of  the  rigtlit 
side  of  the  heart  over  the  generalized  en- 
largeniient  and  there  may  be  evidence  in  the 
chest  of  chronic  passive  congestion  indicative 
of  heart  failure.  Involvement  of  the 
triciispid  valve  maj'  take  place  and  is  seen 
most  frequently  in  rheumatic  heart  disease. 
However,  it  is  very  uncommon  to  find  only 
this  valve  affected.  This  results  in  no 
x-ray  changes  that  are  entirely  characteristic, 
but  may  be  responsible  for  unusual  promi- 
nance  of  the  right  side  of  the  heart  shadow. 
Rheumatici  or  luetic  infections  of  the  aortic 
valve  cause  generalized  enlangement  of  the 
cardiac  shadow,  most  martced  in  the  left  ven- 
trieialar  area.  In  hypertension  the  heart 
may  be  enlarged,  the  anajor  increase  in  size 
being  in  the  left  ventricle.  Aside  from  this, 
the  changes  are  not  characteristic  of  this 
condition  and  they  may  very  closely  re- 
semble those  seen  in  aortic  disease. 

Myocarditis  u-sually  is  followed  by  enlarge- 
ment of  the  heaid.  In  this  condition,  the 
appearance  of  the  cardiac  shadow  fretiuenl- 
ly  suggests  a loss  of  muscle  tone.  The  mar- 
gins of  the  shadow  have  a tendency  to  he 
concave  rather  than  convex  and  often  are 
less  shaiqjy  defined  than  normal.  Aneurysms 
may  be  found  at  times  in  the  heart  itself 
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where  they  are  very  seldom  demonstrated. 
They  are  oommon  in  the  proximal  part  of 
the  aorta  but  mlay  be  found  in  any  part  of 
this  structure.  These  are  dne  to  weakening 
of  the  wall  of  the  aorta,  usually  the  result 
of  disease.  By  x-ray  they  are  shown  as 
shadows  projecting  from  the  luimen  of  some 
]>art  of  the  aorta.  Usuially  the  shadows  are 
sharply  defined  and  pulsatintg'.  Pulsation 
may  be  absent  Avhen  they  contain  an  or- 
ganized thrombus.  It  is  often  very  difficult 
to  determine  whether  pulsation  is  actually 
present  or  whether  the  apparent  pulsation  is 
simply  tran.smitted  motion  from  pulsations 
of  the  heart  and  great  .'vessels.  Aneurysms 
may  result  in  destruction  of  adjacent  bone 
by  pressure.  This  is  most  often  seen  in 
aneurysims  of  the  descending  aorta  where 
destruction  of  the  veitebra  may  be  seen 
early  in  the  course  of  the  disease.  Destme- 
lioii  is  also  seen  at  times  in  the  sternum,  ribs 
and  clavicle. 

Both  luetic  and  non-specifk  aortitis  can 
frecpiently  be  d(uuonstrated  by  x-ray.  The 
ai)pearauce  of  the  two  conditions  is  not  suf- 
ficiently characteri.stic  for  one  to  he  certain 
which  is  responsible  for  the  changes  notedi. 
Usually  in  a luetic  aortitis  there  is  dilatation 
of  the  ascending  i)ortion  of  the  aorta,  with 
consequent  narrowing  of  the  poiiterior 
mediastinal  space  in  this  area.  In  non- 
spccificj  [aortitis,  generally  tine  to  arterio- 
sclerosis, the  aorta  is  often  elongated  with 
consequent  abnormal  prominence  of  the  arch 
just  to  the  left  of  the  midline.  However, 
when  viewed!  in  the  semilateral  position  the 
aortic  shadow  will  be  found  to  he  normal 
in  diameter.  In  some  instances  with  advanced 
arteriosclerosis,  there  may  be  very  definite 
increase  in  the  diameter. 

Perii-arditis  may  also  be  diagnosed  by 
x-ray  but  at  times  quite  a large  amount  of 
fluids  may  be  present  in  the  pericardial  sac 
without  being  demonstrated.  Ordinarily 
pericarditiis  results  in  increase  in  the  size  of 
the  cardiac  shadow  and  in  some  instances  the 
appearance  of  the  shadow  is  rather  charac- 
teristic, being  of  the  so-called  water  bottle 
variety. Usually  an  increase  in  the  diameter 
of  the  base  of  the  cardiac  shadow  is  noted 
Avhen  filnrs  are  made  with  patient  pi'one. 
Together  with  these  changes,  there  may  be 
lack  in  the  definition  of  the  imargins  of  the 
shadoAV  and  associated  inflammatory  changes 
in  the  che.st. 

‘Cardiac  decompensation  frequently  re- 
sults in  abnormalities  that  can  be  shown  by 
x-ray,  aside  from  those  in  the  shadow  of  the 
heart  itself.  Chronic  passive  congestion  is 
one  of  these.  It  results  in  diffuse,  mottled 
areas  of  increased  density  scattered  through- 
out both  lung  fields  and  in  some  instances 
may  be  confused  Avith  a generalized  tuber- 


culosis or  a bronchial  pneumonia.  A hydro- 
thorax may  also  be  demonstrated  at  times. 

The  above  conditions  are  some  of  those 
that  may  be  shown  by  x-ray  . However,  it 
must  be  borne  in  mind  that  many  of  them 
are  .subject  to  variation  and  at  times  may  be 
simulated  by  other  abnormalities  not  of  car- 
diac origin.  The  most  accurate  and  satis- 
factory results  Avill  obtain  Avhere  there  is 
close  co-operation  between  the  roentgenolo- 
igist  and  the  physician  directly  responsible 
for  the  management  of  the  patient. 

OPERATIVE  RISK  IN  HEART  DISEASE'^ 
Emmet  Field  Horine,  M.  D. 

Louisville. 

The  statement  has  been  made  that  patients 
Avith  cardiac  disease  stand  general  anesthesia 
as  well  as  normal  individuals.  Were  this 
true  there  Avould  be  no  reason  for  the  present 
discussion.  While  real  cardiac  cripples  do 
often  undergo  operations  without  apparent 
injury  experience  indicates  that  there  is 
danjgier.  More  than  eight  ])er  cent,  possibly 
even  ten  per  cent,  of  all  normal  adults 
jiresent  heart  murmurs  which  are  sometimes 
erroneorisly  interpreted  as  indicating  dis- 
ease. Because  such  individuals  pass  through 
major  operative  jirocedures  without  diffi- 
culty has  led  to  the  mi.staken  idea  that  no 
actual  risk  is  encountered  in  anesthetizinig 
heart  cases.  Until  it  is  firmly  fixeldl  in  our 
minds  that  a mere  murmur  does  not  neces- 
sarily indicate  heart  disease  the  erroneous 
idea  expressed  in  iniiy  opening  sentence  will 
jiersist. 

Though  often  repeated!  in  recent  years  I 
Avould  again  call  attention  to  the  fact  that  a 
murmur  alone  is  not  necessarily  indicative 
of  an  organic  heart  lesion.  This  is  emphati- 
cally true  Avith  reference  to  systolic  murmurs 
and  to  a lesser  degree  it  is  true  of  diastolic. 
Morse  (1)  has  called  attention  to  the  func- 
tional aortic  dia.stolic  murmur  occasionally 
found  in  children.  These  functional  diastolic 
murmurs  show  doAvnAv^ard  transmission  and 
may  be  heard  at  the  apex'so  that  cionsiderable 
care  must  be  exercised  in  differentiating 
them  froim  the  organic  lesions.  A murmur 
merely  arrests  our  attention  and  requires  us 
to  make  a thoronigh  examination  in  the  search 
for  positive  evidence  of  heart  disease. 

In  an  indiAudual  vunder  forty  years  of  age 
at  least  one  of  the  folloAving  conditions  must 
be  iiresent  before  a diagnosis  of  organic  heart 
disease  can  be  imade  : 

(1)  Cardiac  leinlargement ; (2)  a definite 
purring  thrill  (at  the  base  either  to  the  right 
or  the  left  of  the  sternum;  (3)  a definite 
purring  thrill  in  the  apical  region;  (4)  con- 

*Read  in  Svmposinm  on  Heart  Disease  before  the  Jef- 
ferson County  Medical  Society,  February  2,  1031, 
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staiit  elevation  of  either  the  systolic  or  dia- 
stolic blcod-pressure ; (5)  definite  alternation 
of  the  roentfi’cn  eauiiae  silhonettc;  (h)  eoni- 
plete  heart  ihloek;  (7)  definite  si^ns  of  a 
mitral  stenosis;  (8)  definite  signs  of  an 
aortie  insnffieieney ; (!))  aortic  anenrysni ; 

(10)  a definite  anginal  syndrome  or  a 
status  anginosns.  In  persons  over  forty  years 
of  alge  the  heart  im,ay  be  normal  in  size  with 
no  abnormal  physical  signs  detectable  yet  it 
cannot  be  considered  sound  if  easy  fatigue 
or  breathlessness  is  manifest  at  rest  or  after 
slight  exercise.  Fortunately  electrocardio- 
grmns  furnish  unmistakable  evidence  «m- 
cerning  the  state  of  the  myocardium  in  these 
cases.  Were  electroeardiiograins  routinely 
imade  in  individuals  over  forty  years  of  age 
an  explanation  would  be  at  hand  for  the 
sudden  deaths  that  sometimes  occur  during 
or  following  general  anesthesia. 

From  the  standpoint  of  the  operative  risk 
an  exact  etiological  diagnosis  of  the  heart 
condition  is  important.  Kheuniatic  lieart 
cases  Avith  mitral  stenosis  and  auricular 
fibrillation  imrst  receive  local  anesthesia  for 
safety  while  thyroid  heart  cases  with  auri- 
cular fibrillation  imay  be  given  a general 
anesthetici  if  they  are  frightened  by  the 
thought  of  being  eon.scious  during  the  ojiera- 
tion.  However,  local  ane.sthesia.  should  be 
the  method  of  choice  in  thyroid  operations 
regardless  of  Avhether  the  heart  has  been  af- 
fected or  not. 

Hypertensive  eardio-vascular  patients  may 
receive  ether  alone  or  preceded  by  nitrous 
oxide  with  plenty  of  oxygen  to  avoid  any 
tendency  to  cyanosis.  Local  anesthesia  is,  of 
loourse,  preferable  and  i)articularly  should 
this  method  be  employed  if  there  is  any  ten- 
dency to  con'sestive  heart  failure  as  deter- 
mined by  a history  of  breathlessness,  oedema 
of  the  lower  limbs  or  the  presence  of  rales 
at  the  lung  bases  posteriorly.  Likewise  (i 
history  of  pain  in  the  upper  abdomen  or 
chest  or  numbness  of  the  amis  provoked  by 
exercise,  indicative  of  the  anginal  type  of 
failure,  demands  the  use  of  a local  anes- 
thetic. In  hypertensive  cases  chloroform  or 
spinal  anesthesia  should  be  avoided  because 
of  the  marked  fall  in  blood- pressure  which 
usuallly  acicompanies  their  use.  T am  Avell 
aware  that  certain  surgeons  advise  s])inal 
anesthesia  in  hypertensive  individuals.  How- 
ever, it  has  been  proven  that  the  constant 
accompaniment  of  an  essential  hvpertension 
is  a generalized  arteriolar  sclerosis.  In  fact 
the  arteriolar  change  probably  ])recedes  and 
is  responsible  for  the  elevation  of  the  ]ires- 
sure.  Thus  in  order  to  predent  cerebral 
anemia.  Avhieh  would  result  fronn,  the  de- 
creased blood  supply  through  narrowed; 
arpyrioles.  lh(>  pressure  is  Adevsiled'.  Sinc(‘ 
cei-cl)ral  anenda  is  apparcmtly  tin'  cau.si>  of 


death  in  spinal  anesthesia  it  iloes  not  seem 
logical  , to  ( ourt  possible  disaster  by  employ- 
ing a method  which  would  cause  a sudden 
and  ])rolonged  reduction  in  blood-pre.ssure 
thus  (.lestroying  a protective  mechainsm. 

Arteriosclerotic  heart  disease  j)atients  with 
frank  coronary  involvement  as  nianifcst(ul 
by  an  anginal  syndrome  or  a history  of  a 
status  anginosus  are  bad  surgical  risks  and 
should  be  operated  on  only  under  local  anes- 
thesia. The  local  anesthetic  solution  used  in 
such  a case  should  not  contain  any  epine-  ‘ 
phrine  for  two  rea.sons,  the  first  being  that 
sympathetic  stimulation  is  induced  which 
results  in  a tachycardia  and  the  second  being 
that  yasoconstrietion  occurs  with  a resulting 
elevation  of  blood-pressure.  liven  for  extrac- 
tion of  teeth  in  such  cases  1 have  for  years 
advised  exodontists  to  use  no  ei>inei)hrine. 
The  possible  danger  is  emphasized  by  a case 
reoe.ntly  reported  by  Cottrell  and  Wood  (2) 
in  Avhich  a diagnostici  injection  of  epinephrine 
Avas  pi'oniptly  folloAved  by  a coronaiy  throm- 
bosi.s. 

Fsuially  patients  with  any  one  of  the  va- 
J’ious  cardiac  arrhythmias  may  be  safely 
anesthetized  by  means  of  a general  anesthetic 
j)rovidedl  the  irregularity  is  not  an  accom- 
])animent  of  an  organic  defect.  Individuals 
with  the  various  types  of  j)remature  contrac- 
tions often  exhibit  a reduction  or  cessation 
of  this  type  of  in-egularity  Avith  the  accelera- 
tion of  the  heart  rate  accompanying  the 
earlier  stages  of  the  anesthesia.  Younger 
individuals  Avith  a heightened  degree  of 
sinus  arrhythmia  may  ihaA'e  this  accentuated 
to  an  abnormal  diegree  at  the  beginning  of 
the  anesthetic,  particularly  if  ether  or 
chloroform  is  not  preceded  by  nitrous  oxide- 
oxygen.  The  rapid  administration  of  a 
strong  vapour  may  result  in  marked  sloAvinig 
of  the  heart  rate  caused  by  the  vagal  stimu- 
lation arising  from  the  ii'ritation  of  the  nasal 
sensory  iierA’e  endings  by  the  A^apour.  Recently 
a contemplated  tonsillectomy  A\'as  postponed 
l)ecaiuse  of  the  alarming  slowing  of  the  heart 
by  such  reflex  vagal  stimadation.  We  Avere 
able  to  demonstrate  the  mechanism  eleotro- 
cardiographically  and  to  assure  those  con- 
cerned that  there  Avould  be  neither  mitowanl 
symjitoins  nor  danger  by  a niti’ous  oxide- 
oxygen-ether  secpience  or  sIoav  adiininistration 
of  |)lain  ether. 

A gra\'e  danger  arises  in  all  heart  i-ases  if 
a genei'al  anesthetic  is  improperly  given  and 
sti'uggiing  (M'icnrs  Avith  cojisccpient  inter- 
ference with  the  circulation.  A stage  of 
excitement  is  frequently  folloAved  by  subnor- 
)iial  breathing,  cyanosis  and  even  partial 
asphyxia  Avith  deleterious  effects  on  tin*  pa- 
lient.  'riiiei’efoi-c,  it  is  impi'ratixe  that 
methods  be  (‘iiiployed  which  Avill  ])revent  or 
lessen  tin*  stage  of  (‘xcitemeiit.  It  would  seem 
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highly  kii'])ort;m1  in  nil  hoart  'casris  toi  give  a 
proimiiiiary  hypodermic  of  a full  dose  of 
iiiorphiiie  sulphate  at  least  forty-five  minutes 
pnor  to  the  beginning  of  the  anestihetic 
whether  a local  or  a general  anesthetic  be  se- 
lected. 'then  if  general  anesthesia  is  to  be 
u.sed  the  elimination  of  the  stage  of  excite- 
ment may  he  secured  hy  careful  induction 
whether  nitroiis-oxide-oxygeii,  ethylene  or 
nitrous  oxide-o.xygen-ether  is  emiiloyetl.  De- 
spite the  idea  expressed  in  some  of  the  older 
text  books  that  chloroform  should  be  used 
in  aneurysms  I am  convinced  that  there  is 
no  valid  reason  for  its  use. 

Several  years  ago  preliminary  digitaliza- 
tion was  advi.sed  prior  to  all  major  opera- 
tions whether  or  not  any  heart  lesion  existed. 
Such  a i»trocedure  is  not  only  unnecessary 
but  possibly  even  dangerous  under  certain 
circumstances.  Unless  auricular  fibrillation 
is  present  or  congestive  heart  failure  is 
manifest  digitalis  should  not  be  given  pre- 
operatively. 

Patients  showing  venous  thrombosis  must 
be  handled  is  a niiost  careful  iniianner.  The 
use  of  local  anesthesia  is  imperative  in  such 
eases. 

Sehleich’s  (3)  postulates,  while  recom- 
mended as  general  axioms  for  all  surgical 
cases,  are  especially  applicable  when  dealing 
with  patients  having  heart  disease.  Freely 
translated  these  postulates  are  as  follows. 

(1)  A general  anesthetic  is  to  be  used  in 
operative  conditions  in  which  the  danger  to 
life  by  not  operating  is  greater  than  the  risk 
assumed  by  the  use  of  the  anesthetic  agent. 

(2)  A general  anesthetic,  is  to  be  eimploy- 
cd  only,  when  in  no  other  way,  the  relief  of 
pain  at  operation  can  be  .secured. 

(3)  With  every  general  anesthesia  which 
is  unavoidable  the  ca.se  should  be  handled  as 
one  of  the  few  for  whom  the  anesthetic  was 
especially  dangerous. 

Summary 

] . An  addedi  degree  of  risk  is  ever  present 
in  operations  performed  on  cardiac  cripples. 

2.  A murmur  alone  is  not  necessarily  in- 
dicative of  an  organic  heart  lesion. 

3.  The  basis  for  a diagnosis  of  organic 
heart  disease  is  stressed. 

4.  A complete  appraisal  of  the  condition 
of  the  cri]^pled  heart  from  an  etiologiral,  as 
■well  as  from  a structural  and  fumdional 
standpoint  is  necessary  before  operative  in- 
tervention. 

5.  Electrocardiograms'  mav  furnish  the 
onlv  evidence  of  myocardial  involvement  in 
patients  over  fortv  vears  of  ag'e. 

(>.  Local  anesthesia  is  by  far  the  safest 
type  in  heart  di.sease. 
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THE  TREATMENT  OP  HEART 
DISEASES* 

S.  C.  Frankel  M,  D. 

Louisville. 

As  the  subject  assigned  me,  “The  Treat- 
ment of  Heart  Diseases,”  eover.s  such  a large 
field,  1 will  limit  my  discussion  mostly  to 
the  chronic  myocardial  diseases  and  the 
chronic  valvular  conditions  and  say  very  lit- 
tle about  the  acute  iiiflamimaloiy  diseases  of 
the  heart. 

Chmnic  Cases;  When  we  consider  that 
heart  diseases  eontribiite  about  fifteen  per 
cent  of  the  total  niindier  of  deaths  from  all 
causes,  we  should  realize  the  importance  of 
early  recognition  of  cardiac  diseases  and  ap- 
propriate instruction  and  treatmeint  insti- 
tuted.\  111  the  earlier  .stages  heart  diseases 
may  he  asymptomatic  and  without  signs, 
but  wlien  the  heart  is  no  longer  able  to  main- 
tain an  adequate  circulation  during  the 
usual  exertion  and  activities,  symi3/,.om,s  of 
heart  failure  supervene. 

This  inability  t.oi  maintiain  iin  adequate 
circulation  results  in  disturbed  blood  distri- 
bution ; a deficiency  on  the  arterial  side,  and 
even  more  important,  a concomitant  ex- 
ee.ss  in  the  venous  side;  with  further  advance 
of  this  condition  to  the  point  where  the 
hOart  cannot  efficiently  propel  the  blood 
through  the  vascular  .system,  except  wdien  the 
jiatient  is  perfectly  at  rest,  cardiac  decom- 
pensation occurs. 

Cardiac  efficiency  may  be  impaired  by 
three  main  types  of  lesions  acting  singly, 
but  often  in  combination,  ultimately  leading 
to  cardiac  failure;  (1)  Mu.sele  daimage, 
(2)  valvnilar  disturbance,  (3)  disorders  of 
rhythm.  Low'  .systolic  blood  pressure  to- 
gether with  low  pulse  pres.sure  is  a definite 
sign  of  a failing  heart.  Gallop  rhythm  and 
pulsus  alterans  are  very  grave  sigms  of 
heart  failure  and  are  eviideneies  of  serious 
iinyoeardial  damage. 

Tliere  is  no  driiig  therapy  yet  devised  to 
improve  the  eon'dition  of  scarred  valves  in 
chronic  valvular  di.sease.  Prevention  of  fur- 
ther infections  which  are  apt  to  damage  the 
valves  is  of  prime  importance  in  individuals 
with  ehroiiie  valvular  diseases.  Prophylaxis 
de.signed  to  control  conditions  liable  to  cause 
further  damage  to  diseased  heart;  protection 
of  the  heart  against  over  taxation ; and  in- 
crease the  cardiac  efficiency. 

Of  greate.st  importanee  is  prevention  of  the 
factors  which  produoe  chronic  valvular  dis- 

*Read  in  Svinposiiim  on  Heart  Disease  before  the  Jef- 
ferson Connty  Medical  Society,  f’ebruai’y  2,  1931. 
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ease,  and  the  earlier  ])reven'tion  treatment  is 
instituted  the  greater  the  j)rospect  of  its  ef- 
fectiveness, which  emphasizes  the  im,portance 
of  frequent  jieriodie  health  examinations. 

Careful  search  should  be  made  for  all 
evidences  of  general  or  focial  infection, 
ihronic  intoxication  should  he  eliminated; 
the  use  of  alcohol  interdicted;  over-indul- 
gence in  coffee,  tea  and:  tobacco  checked ; 
intoxication  from  the  digestive  tract  con- 
trolled by  ajipgopriate  therajiy  and  regula- 
tions of  diet.  (Jeneral  hygienic,  measures  are 
to  be  adopted  in  order  to  avoid  acute  infec- 
tions. Physical  and  mental  exertion,  worry 
anxietv,  anger  and  haste,  as  well  as  dietetic 
indiiscretion.<^,,  over-indulgence  in  fond  and 
the  lack  of  slee|>  and  rest  are  all  ])otent  fac- 
tors in  over  taxing  an  impaired  heart.  A 
patient  having  an  organic  heart  disea.se  does 
not  necessarily  mean  we  must  medicate  him!, 
as  some  heart  lesions  will  take  care  of  them 
selves  for  a long  period:  with  jirope’/  living, 
etc. 

It  must  be  remembered  that  symptom, s of 
cardiac  insufficiency  do  not  apjiear  until  the 
lesions  are  already  established  and  severe, 
and  is  the  result  of  diminished  mechanical 
efficiency  of  the  heart. 

Treatment  of  heart  disea.ses  is  almost  al- 
ways an  individual  i)roblein  and  we  miust 
consider  our  j)atient,  his  symptoms,  etc.  rather 
than  a labelled  heart  ease. 

SUMAIARY  OF  TREATMENT 

Rest : Prolonged,  complete  rest  in  Ix'd  is 
the  most  important  theraiDfCutic,  measure  in 
heart  di.sea.se,  especially  with  fever  from  ac- 
tive endocardial  lesions  or  any  other  source. 

Exercise:  (Iraduated  exercise  should  he 

.started:  aftei-  the  patient  has  had  sufficiently 
prolonged  rest  to  build  up  the  cardiac,  re- 
sei'vei  It  .should  be  kept  within  the  patient’s 
tolerance. 

Diet:  The  diet  should  he  simple  and 

easily  ma.stieated.  but  not  too  I'cstricted. 
Heavy  meals  must  be  avoided.  Irritat- 
ing foods  and  tho.se  that  produce  gas 
should  be  restricted.  With  edema  present, 
fluids  should  be  limited  to  600  to  1000  c.  c. 
daily,  depending  on  the  condition  f)f  the  pa- 
tient. Salt  should  be  reduced  to  a minimum 
when  edemja  is  present. 

Symptomatic  Treatment : In  severe  dyspnea 
with  cyanosis  and  distendedJ  cervicnl  veins  im- 
mediate rtuie.section  of  300  to  oOO  c.  c.  of 
blood  brings  relief.  For  embarrassment  to 
respiration  from  hydrothorax,  hydropeidcar- 
dium  or  niai’ked  ascites,  paracentesis  is  indi- 
cated, but  too  much  should  not  be  removed  at 
the  first  aspiration. 

ln,.soim|nia : Rest  and  (piiet  is  necessary. 

Bromides,  chloral,  or  some  of  the  hypimties, 
especially  phenobarbital  in  h.vpertension,  are 
good. 


Pain  and  Restle.s.siie.s.s : iMorphin  in  about 

l/'6  to  1/4  grain  closes,  or  ecdein  ml/2  gram 
doses,  should  be  given  to  obtain  proper  re- 
laxation. llyoscm  combined  with  morjihine 
is  sometimes  valuaole  in  contmllinlg  .severe 
cardiac  p.syehosi.s. 

DigitaJis  Therapy  : No  drug  can  compete 

with  digitalis  among  cardiac  drugs,  but  be 
sure  a good  jirejiaration  which  has  been 
physiologically  tested  is  u.sed.  Its  indications 
are  as  follows: 

1.  t’ardiae  decompensation  with  auricular 
fibrillation. 

2.  (,’ardiac  deco-xipensation  with  hyper- 
ti'Ophy  as.so(  iated  with  regular  rhythm,  rapid 
or  slow. 

3.  Auricular  fil  rillation  with  or  without 
decompensation. 

4.  \'alviilar  heart  disease  with  signs  of 
failure,  irrespective  of  calves  affected. 

5.  In  compdete  heart  block,  it  improves 
the  coronary  circulation  and  may  increase 
the  heart  rate. 

0.  In  auricular  flutter  it  is  of  value  to 
change  the  flutter  to  fibrillation  and  then  to 
slow  the  rate. 

If  the  heart  is  completely  decompensated 
and  can  still  iinobilize  some  re.serve  force,  the 
eiirculation  is  greatly  improved  by  digitalis 
and  the  heart  will  compen.sate;  the  symp- 
toms di.sajipear  and  the  edema  and  anasarca 
gradually  subside  through  diuretic  action  of 
(ligjitalis.  It  induces  <liuresis  only  with 
edema.  Its  direct  action  on  the  kidneys  is 
slight,  the  diiiiresis  being  caused  principally 
through  the  improved  circulation. 

Digitalis  is  generally  given  in  altogether 
too  small  dosage,  but  occasionally  it  is  given 
in  too  large  dosage.  The  Eggleston  dosi' 
.should  be  given  very  cautiously.  (Jive  the 
tincture  by  mouth,  the  initial  dose  being 
ahout  4 c.  e,  and  2 c.  c.  every  4 to  6 hours 
until  one-half  the  Eggleston  do.se  (one-sev- 
enth of  the  pound  body  weight  in  c.  c.)  is 
given.  After  that  from  1 to  4 c.  c.  daily  is 
given  until  the  heart  is  digitalized  and  the 
de.sired  effect  is  obtained.  F.sually  the  pulse 
declines  to  about  70  per  minute.  The  aver- 
age subse«pvent  tonic  dose  is  1 to  2 c.  e.  daily, 
continued  almo.st  indefinitely,  but  always 
under  observ'ation.  The  modified  rapid 
miethod  of  dii’italization  with  1.5  gm.  of 
])Owdered  leaf  or  15  c.  c.  of  tincture  jier  100 
pound  body  weight  is  iincliciated  in  divided 
doses  over  a period  of  four  days,  giving  two- 
thirds  of  the  total  the  first  day,  one-sixth 
the  second  day,  and  the  other  si.xth  during 
the  third  and  fourth  days.  The  above  do.s- 
age  is  indicated  oidy  when  the  drug  has  not 
been  given  ])rior  to  the  institution  of  tn^at- 
ment ; otherwist*  the  dosage  mu.st  be  modified 
hy  making  the  neee.s.sary  allowances  for  pre- 
vious administration. 
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Deeompeusiited  patients  who  ctevelop  nau- 
sea and  vomiting  cannot  tolerate  uigualis 
by  moutii,  anct  tliey  stiouicl  be  given  tne  drug 
in  about  ‘tbe  sanne  dosage,  but  administerea 
in  oU  to  lUO  ic.  c.  of  water  or  normal  saiuu- 
by  recitum  as  retention  enema  diviued  in  on^ 
or  two  doses.  Hypodermic  or  intramuscular 
injections  are  given  only  when  tlie  otiier  two 
routes  are  no'c  available,  au'di  intravenous 
administration  sliotild  be  given  only  wlierc 
an  immediate  etfect  is  absolutely  indicated. 
The  cumulative  effect  of  the  drug  must  be 
liorne  in  mind. 

An  ice  bag  ovrcr  the  heart  is  of  coiisMer- 
able  service  at  times  in  cardiac  distress  and 
fachycardia.  ISniail  blisters  are  sometimes 
advantageous  ami  counter-irritation  with 
mustard  piaster  often  gives  relief. 

l^iiinidin:  The  place  of  quinkliiii  in  the 

treatment  of  heart  disease  still  remains  un- 
settled, but  experience  indicates  that  it  is  of 
value,  especially  in  auricular  fibrillation  and 
to  a less  extent  in  paroxysmal  tachycardia. 
It  is  most  effective  in  early  fibrillation  but 
is  also  valuable  in  many  chronic  forms. 

Before  instituting  quinidin  treatment  an 
initial  dose  of  the  drug,  3 grains  in  capsules, 
.should  be  given  to  test  for  hypersensitivensss 
or  idiosyncrasy  to  the  drug.  The  disagree- 
able .symptoms  from  quinidin  include  ver- 
tigo, tinnitus,  headache,  nausea,  vomiting, 
nervousness  and  tachycardia;  severe  symp- 
toms require  cessation  of  the  drug.  A nor- 
mal rhythm  may  be  established  with  6 to  12 
grains  dailj". 

Strophantus,  in  this  countrj^  is  used  very 
infrequently.  Its  action  is  similar  to  that  of 
<ligitalis. 

Iodides:  These  are  of  value  in  luetic 

me.soaortitis  Avith  or  without  decompensation. 
In  hypertension  the  benefits  are  questionable. 

Caffein:  Caffein  .sodium  benzoate,  3 to 

7 1/2  igrains  subcutaneously  is  helpful  at 
times,  especially' when  the  kidneys  shcnv  evi- 
dence of  failure. 

Euphyllin : This  is  a violuable  coronary 

vasodilator.  It  is  the  drug  of  choice  in  cor- 
onary disease  with  or  without  angina  ))cc- 
toris.  It  is  given  dissolved  in  xvater  in  doses 
of  1.5  grains  4 or  5 times  daily. 

Nitrites:  The  nitrites  lower  blood  j)res- 

sure.  Amyl  nitrite  works  quickly  and  is 
indicated  in  attacks  of  angina  pectoris. 
Nitroglycerin  and  erythrol  tetronitrate  act 
more  slowly  and  have  more  lasting  effects. 

Strychnine:  Sulphate  strychnine.  1/30  to 

1/20  grs.  hypodermically,  especially  in  con- 
.iunction  Avith  caffeiTi  or  digitalis,  proves 
effectiAT  at  times  in  cardiac  conditions. 

Epinephrin : This  causes  a rise  of  blood 

pressure  through  stinudation  of  the  peri- 
])heral  end  of  the  sympathetic  nei'A'cns  .sys- 
tem causing  vasoconstriction.  In  the  heart 
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it  also  stimulates  these  endings,  causing  an 
increased  rate  and  increase  ot  myocardial 
irritability.  Hence  us  intracardiac  use  m 
cardiac  arrest  during  anesthesia,  Adams- 
Stokes  syndrome,  etc. 

Ephecirin  : Its  action  is  similar  to  that  of 

epinephrin,  but  is  less  quantitatively  and 
imiore  prolonged.  It  is  effective  by  mouth. 

Iron- Arsenic : When  anemia  is  a markeil 

feature  iron  should  be  given  in  full  doses. 
Arsenic  is  an  excellent  sidistitute  and  one  or 
the  other  or  both  should  be  administered. 

There  are  many  otlier  drugs  used  in  dis- 
eases of  the  heart  but  1 Avill  only  mention 
them  in  this  limited  paper:  I'ampbor. 

atropin,  pituitary  extract,  ammonia,  alcohol, 
calcium,  etc.  are  all  used  at  times  in  diseases 
of  the  heart. 

1 have  endcavorc“d,  in  this  discussion,  to 
cover,  in  a limited  Avay,  the  outstanding  iiuli- 
cations  in  the  treatment  lof  the  chronic  heart 
diseases  and  hope  this  Avill  be  a means  of  in- 
ducing a iin|ore  detailed  diseu.ssion  of  this 
most  imiportant  eiondition  Avhieh  we  all  see 
so  often  in  our  every  day  practice. 
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DISCUSSION 

V.  E.  Simpson:  Evcry  observing  clinician 

has  been  impressed  by  the  unifoiTn  desii-e  of 
patients  with  congestive  myocardial  failure  to 
sit  upright  and  the  added  relief  from  the 
dyspnea  resulting  therefrom.  Concerning  this 
clinical  observation  an  adequate  explanation 
has  aroused  the  curiosity  of  many  investigators. 

The  commonly  accepted  explanation  of 
orthopnea  in  myocardial  failure  prior  to  forty 
years  ago  was  that  the  accessory  muscles  of 
respiration  could  be  used  to  better  advantage 
in  the  sitting  posture.  But  in  1891  Aron  ob- 
sei’ved  that  the  negative  intrathoracic  pressure 
is  less  in  the  recumbent  than  in  the  sitting 
posture.  In  1894  Sahli  sought  to  explain  car- 
diac orthopnea  on  the  basis  of  more  advanta- 
geous use  of  the  accessory  muscles  of  respira- 
tion, the  relief,  Iby  gravity,  of  venous  con- 
gestion of  the  brain  and  the  diminished  pul- 
monary congestion  by  accumulation  of  blood  in 
the  lower  extremities.  To  this  view  Hill  in 
1895  added  the  fgctor  of  drainage  of  a large 
quantity  of  blood  into  the  splanchnic  area  thus 
relieving  pulmonary  congestion. 

This  was  the  status  of  medical  opinion  when 
I began  medical  practice  in  1903.  That  the 
explanations  were  inadequate  is  evidenced  by  the 
sustained  interest  in  the  problem.  Then  Hof- 
bauer  in  1907  showed  that  the  embarrassment 
experienced  by  orthopneic  patients  was  expira- 
tory, not  inspiratorj'.  His  explanation  of  car- 
diac dyspnea  was  founded  on  a mechanical 
basis:  (a)  that  in  the  upright  posture  the 

diaphragm  Avas  lower,  augmenting  the  capacity 
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of  the  thorax  which  increased  the  elastic  ten- 
sion of  the  lungs  and  thus  facilitated  expiration, 
(b)  that  the  negative  intrathoracic  pressure  was 
increased  by  the  upright  position  and  thus 
aided  the  maintenance  of  blood  flow’  through 
the  lungs,  (c)  that  the  quadrilateral  foramen 
has  a rnaximum,  aperture  when  the  body  is 
erect  and,  therefore,  offers  no  olbstruction  to 
the  retuiTi  flow  of  the  inferior  vena  cava, 
(d)  the  pumping  action  on  the  viscera  and 
vena  cava  of  the  abdominal  muscles  attains  its 
maximum  when  the  body  is  upright. 

The  next  step  in  the  new’er  field  of  research 
was  made  by  Bohr  in  1907  when  he  found  that 
the  vital  capacity,  reserve  air  and  middle 
capacity  of  the  lungs  were  decreased  by  recum- 
bency. His  observations  concerning  the  vital 
capacity  have  been  confirmed,  especia.Hly  (by 
Christie  and  Beams  15  years  later  w'hen  they 
reported  their  observations  on  normals.  They 
found  the  average  vital  capacity  sitting  was 
5.5  per  cent  more  than  w’hen  recumbent  and 
that  patients  with  orthopnea  showing  a reduc- 
tion of  69  per  cent  from  the  estimated  normal 
lost  and  additional  26  per  cent  on  lying  dowm. 

Haldam  and  Priestly  some  three  years  pre- 
viously, had  discussed  the  mechanism  of  respira- 
tion in  sitting  and  recumbent  postures  and  had 
introduced  the  term  anoxemia  in  their  explana- 
tion of  orthopnea  of  myocardial  failure.  In 
such  patients  the  blood  leaving  the  lungs  is  not 
as  well  oxygenated  in  the  recumbent  as  in  the 
sitting  posture  and  partial  asphyxia  of  the 
respiratory  center  obtains. 

The  next  factor  thought  to  help  explain 
orthopnea  concerned  studies  on  the  minute 
volume  output  of  the  heart  w^hich  w’ork  began 
to  bulk  large  in  the  literature  from  1925  with 
the  Avork  of  Field  and  Bock  and  Hendei'son  and 
Hagg.ml.  This  phase  of  the  study  continues 
to  the  present  time  but  wnth  singular  diversity 
of  conclusions.  Some  find  the  minute  volunre 
output  to  be  as  much  as  25  per  cent  more  in 
the  sitting  posture  than  in  the  recumbent,  while 
yet  others  find  a fairly  constant  output  recum- 
bent, sitting  and  standing. 

The  last  hypothesis  of  orthopnea  in  congestive 
heart  failure  w’as  offered  by  Ernstene  and 
Blumgart  and  assumes  that  the  orthopenic  posi- 
tion benefits  the  patient  by  affording  a maximum 
blood  supply  to  the  respiratory  center  and  les- 
sening the  asphyxia  of  that  area. 

The  mechanism  by  which  this  is  accomplished 
is  that  to  be  explained  by  the  following  facts 
and  premises.  The  blood  in  capillaries  is  de- 
pendent on  the  pressure  gradient  in  these  ves- 
sels. An  increase  in  arteriolar  pressure  in- 
creases capilliary  flow’  while  an  increase  in  the 
vessiels  lessens  it.  Increased  venous  pressure, 
therefore,  promotes  stagnation  of  blood  which 
means  anoxemia.  The  peripheral  venous  pres- 
sure increases  roughly  w’ith  the  degi'eie  of  myo- 
cardial decompensation.  Since  there  are  no 


efficient  valves  in  the  veins  betwieen  the  right 
auricle  and  the  cerebral  capillaries  it  must  fol- 
low that  when  recumbent  the  venous  pressure 
at  thie  right  auricle  is  the  same  as  the  venous 
pressure  in  the  region  of  the  respiratory  cen- 
ter. This  causes  a slower  blood  flow  in  the 
capillaries  of  the  respiratory  center  and  stagna- 
tion anoxemia  results.  But  if  the  head  is 
elevated  as  much  as  15  cm.  above  the  level  of 
the  right  auricle  then  the  pressure  in  the  veins 
of  the  center  approaches  zero,  the  capillary  flow’ 
toward  the  veins  is  increased,  a more  adequate 
blood  supply  to  the  respiratory  center  obtains 
and  the  respiratory  distress  relieved. 

Engorgnxent  of  the  jugular  veins  as  high  as 
the  angle  of  the  jaw  w’hen  recumbent  is  a com- 
mon clinical  observation;  wdien  upright  this 
engorgment  rises  but  little  above  the  clavicle. 
Ernstene  and  Blumgart  found  that  to  secure 
relief  from  orthopnea  it  w’as  necessary  to  raise 
the  head  only  so  as  to  place  the  respiratory 
center  15  or  more  cm.  above  the  right  auricle. 
To  phase  it  in  other  terms,  an  elevation  of  the 
respiratory  center  above  the  meniscus  of  tha 
column  of  blood  in  the  jugular  vieins  will  main- 
tain the  flow  of  capillary  blood  in  the  respira- 
tory center  as  efficiently  as  an  existing  myo- 
cardial weakness  parmits. 

A.  W.  Nickell:  This  is  one  of  the  most  in- 

teresting subjects  that  has  come  before  the  so- 
ciety in  many  years.  I want  to  thank  the  pro- 
gram committee  for  this  and  the  many  othar 
interesting  symposia  that  have  preceded  this 
one. 

Heart  disease  is  the  greatest  problem  Ave  have 
today.  From  the  standpoint  of  mortality  and 
morbidity  it  comprises  from  6 to  8 per  cent  of 
the  cases  that  are  taken  care  of  evei’y  day. 

Mortality  statistics  disclose  that  of  all  re- 
portable diseases  3 per  cent  are  heart  cases, 
thfl|refore  the  important  relation  that  heart 
disease  bears  to  the  Avdiole  problem  of  morbidity 
and  mortality  is  very  obvious.  We  do  not  pay 
sufficient  attention  to  the  etiology  of  heait 
disease.  Some  time  ago  Halsey  made  a sui’A’ey 
in  the  state  of  New  York  to  ascertain  the 
causes  of  death  in  heart  disease,  for  example: 
how  many  people  died  of  rheumatic  heart  dis- 
ease, how  many  of  syphilis,  and  how  many  of 
other  diseases  of  the  heart.  Of  30,000  deaths, 
only  2,000  could  be  accounted  for  on  the  basis 
of  etiology.  In  1922  it  w’as  found  that  34  per 
cent  of  death  certificates  assigned  the  cause 
of  death  to  chronic  myocarditis,  and  in  1926, 
48  per  cent  of  deaths  Avere  assigned  to  that 
cause.  A review  of  Burwell’s  article,  AA-hich  is 
a splendid  contribution  to  the  literature,  con- 
firms the  rest  of  our  investigations  in  this  im- 
portant field  of  internal  medicine.  Heart  dis- 
ease, Avhich  heads  the  list  in  the  cause  of  death 
today,  also  causes  a great  amount  of  crippling 
and  illness  of  one  kind  or  another. 

What  the  profession  needs  to  do  in  prevent- 


KENTUCKY  MEDICAL  JOURNAL 


208 


April.  1082] 

ing  or  postponing  death  from  heart  disease,  is 
to  prevent  the  occurrence  or  endeavor  to  reduce 
the  severity  and  duration  of  the  conditions 
leading  to  heart  disease.  The  -best  way,  then, 
to  attack  this  problem  is  to  combat  acute  rheu- 
matic fever,  hypertension,  and  syphilis.  Con- 
siderable is  known  about  the  effects,  but  not 
much  about  the  cause,  of  hypertension.  We 
know  so  little,  in  fact,  about  the  etiology  of 
hypertemsion  that  it  reminds  us  of  our  ignor- 
ance of  diabetes  before  its  basis  was  demon- 
strated in  pancreatic  dysfunction,  therefore  lit- 
tle can  be  done  with  our  slight  knowledge  of 
hypertension  about  controling  it  and  practically 
nothing  about  curing  it.  It  causes  so  many 
cases  of  heart  disease  that  when  an  under- 
standing of  hypertension  has  been  gained  and 
translated  into  preventive  measures,  a long  stride 
toward  the  control  of  heart  disease  will  have 
been  made.  The  outlook  regarding  rheumatic 
fever  is  a little  more  encouraging.  The  many 
sides  and  angles  from  which  it  is  being  attacked 
gives  us  more  hope  of  prevention  and  cure. 

We  have  reason  to  believe  that  by  beginning 
early  with  intelligent  and  prolonged  treatment 
of  syphilis  hy  methods  we  have  at  our  disposal, 
that  there  will  be  a gi’eat  reduction  in  the  in- 
cidence of  syphilitic  heart  disease,  if  early 
syphilis  is  treated  well.  However,  let  us  not 
fcrget  to  encourage  investigation  of  the  many 
lesions  which  ( ause  heart  disease,  especially  the 
three  just  mentioned:  acute  rheumatic  fever, 
hj-pertension,  and  syphilis. 

There  are  other  things  that  lead  to  heart  fail- 
ure aside  from  valvular  defects  and  myocar- 
dial pathology,  and  it  is  to  that  side  of  the 
picture  we  must  look  for  future  hope.  The 
recent  observations  of  Aschoff  and  Tawara  em- 
phasize the  fact  that  most  cases  of  cardiaf 
failure  aie  not  to  be  explained  on  the  basis 
of  anatomical  lesions  which  can  be  demonstrated 
in  the  muscle.  If  such  lesions  were  the  only 
basis  of  failure,  the  problem  of  treatment 
would  be  beyond  our  solution.  If  we  agree  that 
the  heart  muscle  is  at  fault,  and  cannot  assign 
any  structural  defects  as  a basis  for  failure  we 
may  turn  our  .attention  1 o-  functional  changes 
where  there  is  some  ground  for  hope,  betause 
functional  changes  are  often  reversible.  What 
functional  alteration  in  the  muscle  can  be  blam- 
ed is  unknown,  but  reversible  changes  are  knovm 
which  are  associated  with  certaiii  cases  of  heaif 
failure,  says  Burwell.  Zondek  and  other  workers 
find  that  certain  cases  of  heart  failui-e  are  as- 
sociated with  myxedema,  and  the  heart  symp- 
toms are  relieved  by  the  administration  of  thy- 
roid substance. 

In  cases  of  heart  failure  associated  with  be- 
riberi, 'the  condition  has  disappeared  by  ad- 
ministering vitamin  B.  This,  as  claimed  by  re- 
search workers,  illustrates  functional  change  in 
the  myocardium,  severe  enough  to  cause  the 


trouble,  and  yet  reversible  by  simple  treatment. 
The  hope  which  animates  the  workers  is  that 
some  functional  change  along  this  line  will  be 
an  important  factor  in  heai-t  failure  associated 
with  valvular  disease  and  high  blood  pressure. 

In  Vienna  workers  have  observed  a reduction 
in  calcium  and  in  lipoids  in  the  myocardium  of 
individuals  dying  of  heart  failure.  Some  have 
demonstrated  a diminished  amount  of  potassium 
content  of  the  heart  and  ascribe  this  to  fatigue 
of  the  muscle.  As  Smith  has  said,  can  w-e  not 
perhaps  hope  that  the  problem  of  heart  failure 
in  the  early  stages  will  be  solved  some  day  by 
better  understanding  of  heart  tissue  chemistry? 

I think  therein  lies  our  only  hope,  for  after  the 
heart  valves  and  muscle  are  crippled  our  work 
in  the  main  consists  of  palliation,  but  again,  as 
Calvin  Smith  has  stated,  and  our  own  experience 
confirms  some  of  these  findings,  that  magnesium 
has  seemed  effective  in  some  patients  who 
have  multiple  premature  systoles;  also  calcium 
properly  administered,  wall  arrest  some  cases 
of  auricular  fibrillation;  barium  has  b-een  bene- 
ficial in  heart  block. 

Other  patients  with  high  blood  pressure  levels 
who  have  been  on  restricted  diet  for  months,  anu 
improvement  when  a change  of  environment  is 
advised  with  a more  comprehensive  dietai’y,  may 
those  benefits  not  occur  from  furnishing  the 
heart  muscle  fibei’s  chemical  replacement  of  sub- 
stances from  these  different  foods  and  water? 

Let  us  hope  that  more  effective  w’ork  and 
progi’ess  will  be  made  in  this  important  field 
of  cardiac  research. 

Emmet  F.  Horine,  (in  closing)  : One  of  the 

gentlemen.  If  I understood  him  correctly,  in- 
timated that  a dosage  of  1/100  of  a grain  of 
atropin  sulphate  would  paralyze  the  vagus.  May 
I call  attention  to  the  fact  that  this  dose  of 
atropin  does  not  cause  cessation  of  vagal  influ- 
ences. In  fact  its  primary  effect  is  to  stimulate 
the  vagus  and  thus  cause  accentuation  of  vagal 
effects.  All  this  can  be  clearly  demonstrated 
hy  electrocardiographic  observation.  If  vagal 
activity  is  to  be  abolished  much  larger  doses 
must  be  given.  In  fact  I question  whether 
vagal  activity  can  be  abolished  unless  a 30th 
of  a grain  or  more  is  given. 

The  routine  administration  of  the  barbituric 
acid  derivatives^  prior  to  anesthesia  is  question- 
able. These  derivatives  are  all  depressant  and 
they  have  a very  definite  tendency  to  lower 
blood  pressure.  In  good  operative  risks  there 
should  be  no  real  objection  to  the  administration 
of  this  group  of  drugs.  But  with  individuals 
with  real  heart  disease  or  poor  risks  in  general 
the  barbituric  group  should  undoubtedly  be 
avoided  even  by  oral  administration.  In  such 
cases  the  intravenous  administration  is  cer- 
tainly absolutely  contra-indicated.  My  im- 
pression is  that  when  more  is  learned  of  the 
side  effects  of  the  barbituric  acid  group  of 
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diugs  their  pieoperative  use  will  be  restricted 
to  selected  cases. 

The  value  of  the  x-ray  examination  of  the 
heart  has  been  thoroughly  discussed  by  one  of 
the  essayists.  It  can  certainly  be  stated  that 
no  examination  of  the  heart  is  complete  without 
x-ray  studies. 

'1  he  treatment  of  cardiac  disease  has  been 
thoroughly  summarized  by  Dr.  Frankel.  I quite 
agree  that  quinidin  has  an  important  place  in 
heart  affections  especiall>  in  paroxy.smal 
auricular  fibrillation  complicating  any  type  of 
heart  disease.  We  have  elsewhere  considered 
the  indications  and  contraindications  for  quinidin 
so  that  I shall  not  enter  into  a discussion  of 
this  at  the  present  time. 

To  the  list  of  drugs  already  mentioned  by  the 
essayist  as  used  in  heart  disease  barium  chloride 
should  be  added.  In  heart-block  complicated  by 
Stokes-Adams  seizures  barium  chloride  given  in 
a dosage  of  l-3rd  of  a grain  three  times  daily 
may  entii’ely  abolish  the  seizures.  This  drug 
has  been  particularly  efficacious  in  selected 
cases. 


TIIP]  P:FFECT  of  1)LSP]ASE  UPON  THE 
CALCIUM  CONTENT  OF  THE 
BLOOD* 

•I.tMEs  E.  Winter,  D. 

Louisville. 

An  increasing  interest  has  been  shown  in 
tile  mineral  metabolism  of  the  body  within 
the  last  few  years. 

To  understand  the  effects  of  disease  upon 
the  calcium  content  of  the  blood  it  is  neces- 
sary to  have  some  idea  as  to  the  funotion  of 
(Calcium  in  the  body,  the  effects  of  an  over 
supply  and  of  diminished  amounts  in  the 
blood  stream.  One  should  also  know  some- 
thing about  the  absorption  and  excretion  of 
calcium  as  well  as  the  effect  of  various  other 
sub'jfances  which  are  linked  with  it  in  its 
metabolism. 

Calcium  plays  an  important  iiart  in  the 
mechanism  of  blood  clotting.  It  is  one  of  the 
chief  'Constituents  of  bone.  It  helps  to  bah 
anee  the  H ion  concentration  of  the  body 
fluids  and  tissues.  It  is  necessary  to  the  neu- 
romuscular apparatu':  and  also  has  an  effect 
upon  the  heart. 

Hypercalcemia  or  an  increased  concentra- 
tion of  calciuim  in  the  blooid'  serum  causes 
nau.sea,  diarrhea,  drowsiness,  loss  of  appetite, 
muscular  flaccidity,  eoma,  and  eventully 
death. 

Hypocalcemia  causes  increased  neuromus- 
cular irritability  which  may  result  in  tetany : 
there  may  be  produced  i-a refaction  of  bom; 
as  well. 

From  one  to  one  and  five-  tenths  grams  of 


calcium  are  recpiired  daily  to  maintain  the 
calcium  eciuilibrium  of  the  body.  Tliere  is 
no  calcium  in  the  red  cells.  It  exists  in  the 
serum,  largely  as  a saturateel  solution  cf  cal- 
cium phosphate.  Jn  the  test  tube  we  are  unable 
to  dissolve  as  much  calcium  phosphate  as  is 
normally  held  in  the  blood  serum.  Con.se- 
quently,  there  are  otiier  factors  involved  than 
a mere  matter  of  solution.  If  we  add  some 
protein  to  the  solution,  more  cab  ium  will  be 
dissolved  jirobably  as  calcium  iiroteinate. 
This  fraction  plays  little  or  no  part 
in  calcification  as  it  is  unavailable  for 
the  formation  of  calcium  phosphate. 
Thu.s  we  can  understand  why  in  cer- 
tain types  of  nephritis  we  have  hypocal- 
cemia without  the  appearance  either  of 
tetany  or  decalcification.  In  these  cases 
most  of  the  calcium  which  is  lost  is  that 
attached  to  the  protein  molecule.  In  malnu- 
trition Avhen  both  the  serum  calcium  ana 
protein  are  lowered,  similar  effects  may  be 
noteid.  This  may  explain  why  there  is  no  de- 
cialcification  in  many  terminal  cases  of  tuber- 
culosis when  there  is  a lowerinig  of  tbe  serum 
calcium. 

A third  factor  which  tends  to  hold  calcium 
in  the  serum  is  the  parathyroid  hormone. 
This  is  an  active  physiological  agent  and  has 
a marked  effect  on  calcification  It  causes 
an  increase  in  serum  calcium,  by  dis- 
solving calcium  from  bone.  If  the  usual 
sources  lof  supply  are  cut  off  calcium  must 
be  obtained  from  bone  while  phbsphorus  may 
be  had  from  hone,  muscle,  and  various  ocm- 
binations  wdth  ])roti‘ins,  lecithins,  and  phos- 
photides. 

V According  to  Cantarow  and  others  (1) 
icalcium  exists  in  the  blood  .stream  as  ionized 
and  un-ionized,  diffusible  and  non-diffusible, 
and  as  free  and  combined  calcium.  Seventy 
to  75%  of  the  calcium,  is  diffusible  through 
■collodion  membranes,  Klauder  & Brown  (20) 
found  15  to  25%  of  the  calcium  ionized.. 
Snell  and  Haley  (3)  found  that  in  patholo^- 
^ical  conditions  the  diffusible  calcium  varied 
■as  to  the  total  calcium  and  so  had  little  clin- 
ical Siisnificance.  Most  of  my  ideas  on  ab- 
sorption and  excretion  of  caicium  were  ob- 
tained from  a paper  by  Peters  (4). 

Numerous  factors  influence  the  absorjition 
of  calcium  from  the  alimentary  tract. 

1.  Solubility  of  compound,  calcium  ehlorid 
and  calcium  lactate  are  most  soluble  than  the 
carbonate. 

2.  Alkalinization  diminishes  the  absorption 
of  calcium. 

3.  If  there  is  a disturbance  in  the  me- 
chanism of  fat  digestion  the  calcium  com- 
bines in  the  inte.stinal  tract  with  fatty  acids 
to  form  calcium  soaj)s  which  are  very  in- 
soluble. This  may  be  a reason  for  the  lowered 
serum  calcium  which  has  been  found  in  .iaun- 
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dice  by  Ivoecliig  (5)  and  Kirk  and  King  (Gj, 
but  denied  by  King  and  Stewart  (7 ) who 
found  it  increased,  and  Snell  and  Greene  (S) 
whoi  found  no  signifi'ciant  change.  With  a 
lowered  sernni  ealcinm  one  of  the  factors  in 
clotting  is  disturbed. 

4.  Acids  promote  calcium  absorption  by 
forming  imi.ore  solnble  salts. 

5.  The  antiraichitic  ditamin  I)  acts  as  a 
catalytic  agent  in  increasing  absorption  of 
calcium  from  the  alimentary  tract. 

In  fierum  certain  things  tend  to  increase 
the  amount  of  calcium  present. 

1.  Raising  the  H ioj»  content  of  the  blood 
increases  the  solubility  of  calcium,  thus  tend- 
ing to  decalcify  bone. 

2.  Lowering  the  11  ion  cojdent  has  an  o))- 
posite  effect.  Thus  acid  has  the  rather  con- 
trary effect  of  increasinigi  ab.sorption  from 
the  alimentarA-’  tract  wlhile  at  the  same  time 
increasing  the  solution  of  Ca  salts  from  the 
bone. 

3.  Parathyroid  extract  increases  the  .serum 
concentration  by  dissolving  Ca  from  the 
hone.  At  the  same  time  the  phosphorus  in 
the  serum  is  decrea.se,d,  there  is  increased 
excretion  of  both.  It  causes  bone  .softening, 
muscular  weakness  and  loss  of  muscle  tone 
when  given  in  large  dose.s. 

4.  Hypoparathyroidism  on  the  .other  hand 
causes  a decrease  In  serum  Ca  with  an  in- 
crease in  phosphorus,  lessened  excretion  of 
both,  muscular  irritability  and  tetany. 

5.  The  admini.stration  of  vitamin  D may 
,{))ush  both  the  serum  calcium  and  phosphorus 
to  high  levels.  With  it  is  associated  increa.sed 
Calcification  which  may  even  effect  tissi\es 
other  than  bone. 

G.  The  administration  of  maignesiuin  in 
the  presence  of  an  aderpiate  amount  of  phos- 
phorus tends  to  rai.se  the  calcium  content  of 
the  blood  and  also  promote  the  storing  of 
calcinm  in  the  body.  Dr.  Barbour  and  I (9) 
have  shown  the  former  in  a few  experiments 
in  man  and  the  latter  fact  has  been  shown 
by  Steenbock  and  Hart  (10)  in  cattle,  and 
by  Dr.  Carswell  and  myself  (11)  in  both 
dogs  and  man. 

E.xcretion  is  increased  by  : 

1.  Increased  H ion  concentration. 

2.  Increase  in  amount  of  j>arathyroid  hor- 
mone. 

3.  Increased  thyroid  liormone.  There  has 
been  shown  an  increased  calcium  output  ac- 
companied by  rarefaction  of  bone  which 
im'ay  be  demonstrated  by  x-ray  in  hypci-- 
thyroidism.  On  ihe  other  hand  hypothyroid- 
ism causes  both  increased  calciiun  retention 
in  the  blood  and  an  added  deposition  of  cal- 
cium .salts  in  the  hone. 

Thus  we  have  several  factors  involved  in 
the  depositions  of  calcium. 

1,  Those  which  increase  alimentary  absorp- 


tion of  calcium  such  as  vitamin 

2.  Those  which  permit  the  serum  to  hold 
calcium  either  in  solution  or  in  a high  degree 
of  eo'ncentration. 

3.  Those  which  cause  a depression  in  solu- 
bility of  sernm  calcium  causing  precipitation 
with  subseipient  deposition  in  bone. 

Changes  in  blood  calcium  due  to  various 
diseases. 

There  has  been  a gireat  deal  of  difference 
of  opinion  expressed  by  various  writers  as  to 
the  effects  of  various  diseases  on  the  .serum 
calcium.  1 will  (piote  the  opinions  expressed 
by  various  authors  commenting  on  some  of 
them.  Davis  (12)  states  that  there  is  a hypo- 
calcium  in  tetany,  acute  cases  havmig  4-G 
mg  ))(*!•  100  cc.  and'  latent  cases  7-S  mg. 
In  rickets  the  calcium  content  is  normal  bid 
the  phosphorus  is  low,  the  jiroduct  of  calcium 
and  phosphorus  which  .should  be  about  35, 
being  30  or  lower.  This  proiluct  is  a very 
good  means  of  measuring  Ca-R  deficiencies. 
In,  ten  cases  of  osteomalcia  which  Avere 
studied  in  China,  seven  had  tetany.  The 
serum  calcium  in  these  eases  ranged  from  5.2 
to  7.4  mg.  per  100  ce.  It  is  also  found  in  cer- 
tain types  of  renal  disease  when  there  is  a 
fall  in  calcium  accontpanied  by  an  increase 
in  phosphorus,  lllenry  and  Ebeling  (13) 
found  t’la  and  phosphorus  lowered  in  tense, 
agitated  depressed  states  consistently. 

Benedict  and  Turner  (14)  found  no  signi- 
ficant change  in  jiolyeythemia  vera  in  nine 
cases.  This  result  is  contrary  to  that  ob- 
tained by  others.  Glaser  (15)  found  that 
the  Ca  concentration  of  the  blood  decreased 
on  calming  patient  an  average  of  2.16  mg. 
and  that  excitement  increased  serum  calcium. 
Koechig.  (.5)  fimnd  hypocalcemia  in  nephri- 
tis, colitis,  pellagra,  jaundice,  osteomalacia 
and  tetany.  Hypercalcemia  Avas  found  in 
Paget’s  disease  and  pathiological  fractures. 
Brown  and  Hunter  (16)  found  a consider- 
able portion  of  all  cases  of  asthma,  hay  fever 
and  eczema  had  Ca  deficiency.  Criep  and 
IMcRIroy  (17)  in  167  cases  of  asthma  and 
allied  conditions  could  uot  substantiate  this 
result  nor  could  Klander  and  Brown  (2). 
In  a few  arlvaneed  cases  of  arthritis  defor- 
mans it  has  been  found  high  by  IMark  (18). 
Xachlas  (9)  found  it  Avith  normal  limits  in 
osteoarthritis  in  nineteen  cases.  Pemberton 
(20)  found  it  low  in  ten  cases  of  arthritis 
7.1  +0  7.3.  Peterson  (21)  found  an  increase 
in  Ca-P  product  in  the  healing  .stage  and  a 
decrease  Avhen  there  Avas  non-union  (beloAv 
30),  betAveen  30-35  little  healing,  30-40  ac- 
tiA'e  healing.  Ravdin  and  Morrison -(22) 
found  loAV  calcium  and  high  phosphorus  with 
retarded  union  in  experimental  fractures  in 
dogs  after  parathvroidectomy.  Honvitz  (23  ) 
found  serum  calcium  high  in  acute  gout  and 
imriiial  in  chronic  gout.  It  Avas  high  in  five 
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out  of  fourteoii  wises  of  Iirtlirilis  ilefoniiims. 

Waldorp  and  Trelles  (24)  found  ealeium 
reduced  in  twenty  cases  of  hyiierthyroklisni 
and  in  four  cases  of  acromegaly.  J^incussen 
(2r))  and  others  found  the  calciuiin  magnesium 
ratio  lowered  in  chloroform  anesthesia.  Km- 
erson  (2(1)  found  an  increase  of  18-207<;  in 
serunt  calcium  during  ether  anesthesia  or 
during  asphyxia,  hut  following  aneslihesia  or 
hyperventilation  there  was  a slight  decrease. 
Shock  had  no  effect  upon  Ca  content.  Le- 
mann  (27)  found  no  significant  eharig.es  in 
leprosy.  Durham  and  Outland  (28)  showed 
a lowered  serum  (’a  or  phosphorus  or  noth  in 
Pertihe’s  di.sea.se.  Gunther  and  Gi’eenberg 
(2h)  found  lowered,  ('a  in  seven  out  of  fif- 
teen eases  of  malignant  di.sease.  Greishei- 
mer  (20)  has  found  that, the  .serum  Ca  di- 
minishes with  age. 

Dolgopol  (81)  has  done  some  veiw  interest- 
ing work  on  calcium  in  tuberculosis.  She 
found  the  Ca  contend  increased  in  moderately 
advanced  cases  of  tuberculosis  but  decreasetl 
in  far  advanced  ca.ses,  eighty-five  per  cent  of 
those  with  Ca  level  below  9.2  dying  within 
three  months,  while  those  having  a content 
of  10.1  or  more  showed  only  six  ])er  cent  mor- 
tality. This  work  has  been  contradicted  by 
American  authors.  Brockbank  (82)  states 
that  arrested  cases  sihow  high  Ca  content. 
This  may  be  due  to  the  fact  that  they  usually 
have  a relatively  high  Ca  intake.  Laufer  (38  ) 
believes  there  is  a terminal  drop  in  calcium 
which  occurs  in  all  types  of  malnutrition  and 
is  the  result  of  general  demineralization. 

From  the  above  quoted  results  which  are 
fairly  re.puresentative  of  literature  on  serum 
calcium  it  can  be  .seen  that  there  are  a few 
conditions  in  which  the  opijiions  agree  that 
there  is  a significant  change  in  the  serum 
calcium.  There  are  also  many  others  in  which 
there  is  a marked  difference  of  opinion. 

The  techni(iue  of  serum  calcium  determina- 
tion is  not  particidarly  easy.  Slight  mi.stakes 
may  cause  some  of  the  calcium  to  be  redis- 
solved after  its  precipitation  and  then  dis- 
carded in  the  filtrate.  This  may  be  a eom- 
mbn  source  of  error.  Other  factors  which 
may  play  a part  in  the  variability  of  results 
are  diet  and  the  mental  state  of  the  patient. 
Conclusions 

The  following  conditions  cause  a deci-ease 
i.i  .serum  content  of  the  blood;  tetany,  osteo- 
malacia. pellagra,  certain  types  of  nephritis, 
colitis,  fracture  with  non-union,  hyjmrthy- 
noidism,  acromegaly,  Perthes’  disease,  mal- 
nutrition and  sometimes  in  terminal  stages  of 
such  wastinig  diseases  as  malignancies  and 
tuberculosis. 

It  is  increased  in  acute  gout,  Paget’s  dis- 
ease, pathological  fractures,  tumors  of  the 
parathyroid  gland,  hyperparathyroidism,  and 
hypothyroidism. 


There  is  still  much  to  lie  hsirned  about 
calcium,  about  its  relationship  to  other  con- 
stituents of  the  blood  and  t)he  effects  which 
they  have  upon  each  other,  about  the  etfect.S 
which  certain  diseases  have  upon  its  meta- 
bolism, and  also  the  therapeutic  effects  of 
calcium  administration. 
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DISCUSSION 

G.  A.  Hendon:  I recently  read  Cantarow  s 

book  on  the  subject  of  calcium  and  I was  very 
much  amazed  at  the  wide  range  of  therapeutic 
applications  that  it  covered.  Through  the  co- 
operation of  Doctor  Allen  I have  been  able  to 
elicit  some  clinical  data  that  might  be  of  more 
or  less  interest,  and  those  conditions  were  in’ 
connection  with  abdominal  lesions,  particularly 
peritonitis,  and  all  conditions  following  acute 
intestinal  obstruction.  We  were  able  to  find 
in  all  these  cases  a lowered  amount  of  calcium 
content,  about  7 mg.  By  the  intravenous  ad- 
ministration by  the  continuous  method,  we  were 
able  to  raise  the  calcium  content  to  any  pro- 
portion we  desired.  We,  however,  would  never 
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raise  it  above  15  mg.  Those  cases  where  we 
had  a prompt  rise  in  calcium,  after  its  intra- 
venous administration,  showed  a marked  im- 
provement as  soon  as  the  cajcium  ratio  began 
to  rise. 

Another  very  important  consideration  is  the 
dosage.  We  have  been  in  the  habit  of  giving 
too  small  doses.  The  dose  recommended  in 
Cantarow’s  book  of  the  gluconate  calcium  is  60 
grains  or  about  4 grams,  at  a dose.  That  can 
be  repeated  three  or  four  times  a day.  It  is 
^n’obably  more  accurate  to  base  the  dosage, 
however,  on  the  weight  of  the  patient,  usually 
about  80  mgs.  to  each  kilogram  of  weight, 
which  would  give  you  about  4 grams  to  the  dose, 
and  four  doses  a day,  240  grains. 

I was  very  much  impressed  with  its  effect  on 
acute  hepatic  conditions,  particularly  jaundice 
and  degenerative  changes  in  the  liver.  We  tried 
one  case,  with  Doctor  McConnell,  that  showed 
certain  evidences  of  acute  yellow  atrophy. 
After  this  patient  was  given  a considerable 
amount  of  gluconate  of  calcium,  combined  with 
glacose,  she  made  a rapid  recovery.  I believe 
that  it  it  is  very  important  addition  to  our  thera- 
peutic knowledge,  to  realize  the  vast  range 
of  conditions  that  calcium  therapy  will  cover, 
being  particularly  valuable  in  hepatic  diseases. 

I find,  after  reading  Cantarow’s  book,  that  it 
is  of  great  value  in  almost  all  convulsive  states. 
Observation  shows  that  in  all  these  cases  there 
is  a repression  of  calcium;  by  the  gradual  rais- 
ing of  calcium  content  of  the  blood  the  symp- 
toms are  overcome.  It  is  well  known,  of  course, 
that  in  all  cases  of  tetany,  from  whatever  cause, 
there  is  present  a lowered  calcium  content. 

Calcium  salts  can  be  given  orally,  intra-mus- 
cularly  or  intra-venously.  We  prefer  the  con- 
tinuous intra-venous  method. 

John  R.  Wathen:  I think  this  is  one  of  the 

most  important  subjects  brought  before  the  So- 
ciety for  some  time,  especially  interesting  to  un 
surgeons,  who  must  appreciate  the  value  of  cal- 
cium. My  own  discussion  will  be  limited  to  my 
personal  experience  and  not  to  any  research 
work  found  in  the  literature.  I have  had  a 
number  of  cases  following  goitre  operations 
which  developed  tetany  after  operation,  and  this 
is  based  on  about  thirty  years’  experience  in 
goitre  work.  I believe  that  more  surgeons  are 
seeing  this  condition  than  formerly  for  the  rea- 
son that  we  are  becoming  bolder  and  taking 
out  more  of  the  thyroid  gland,  thus  cutting  off 
some  of  the  circulation  in  the  para-thyroids,  and 
allowing  a temporary  condition  of  tetany  to 
develop.  Under  proper  treatment  this  condi- 
tion can  be  cured  in  a few  weeks,  or  months, 
and  I prefer  to  use  large  quantities  of  lactate 
of  calcium  by  stomach,  watch  the  effect  of  this 
drug,  both  by  laboratory  and  clinical  observa- 
tion. I also  add  to  this  thyroid  extract  in  small 
quantities  and  Vitamin  D.  Dr.  Winter  claims  to 
have  had  poor  results  with  Collip’s  serum,  calleo 


Para-Thor-Mone  and  I can  understand  why  ana 
am  passing  around  a small  box  obtained  froni 
one  of  our  leading  druggists,  in  which  you  will 
note  that  the  expiration  date  is  February,  1933, 
but  the  color  is  dark  urine  color  and  absolutely 
worthless.  It  took  me  some  time  to  discover 
this  and  I now  order  by  telephone  dliect  to 
Lilly  & Compnay,  Indianapolis,  for  fresh  prep 
arations.  ' This  probably  accounts  for  DOctoj. 
Winter’s  poor  results  with  Collip’s  serum.  Col- 
lip’s serum,  like  insulin,  should  be  kept  in  a 
refrigerator  and  not  exposed  to  heat  over  long 
periods,  as  it  is  not  a stable  product  under  the 
circumstances. 

Doctor  Morris  Flexner  states  that  the 
X-ray  does  not  a.ffect  the  parathyroid  glands 
as  much  as  the  thyroid,  but  my  obseiwa- 
tion  at  operation  is  that  the  contrary  is 
true.  In  Germany  they  have  removed  all  four 
para-thyroids,  but  left  the  thyroid  gland  and 
no  tetany  ha.s  developed,  proving  that  the  thy- 
roid gland  also  controls  the  calcium  as  well  as 
the  parathyroids. 

Doctor  Simpson  makes  the  statement  that  we 
give  this  as  an  arbitrary  dose  for  so  many 
months.  I did  not  say  that.  In  the  first  place, 
the  patients  themselves  can  tell  when  they  get 
over  tetany.  It  is  very  desirable,  as  soon  as 
they  get  enough,  to  discontinue  treatment.  We 
also  have  the  laboi’atory  check.  I have  never 
seen  it  above  15.  The  patient  can  see  the  dif- 
ference. If  they  leave  off  the  calcium  for  three 
or  four  days,  they  will  begin  to  take  it  again. 

Virgil  E.  Simpson: . I think  the  essayist  is  to 
be  congratulated  on  his  courage  in  making  an 
effort  to  prepare  a paper  of  this  sort,  to  say 
• nothing  of  the  courage  required  to  face  the 
possibility  of  empty  seats.  The  attendance  to- 
night proves  the  Jefferson  County  Medical  So- 
ciety is  awakening  to  the  tremendous  interest 
that  is  shown  in  physiological  chemistry  by  the 
profession  at  large. 

I came  primarily  to  learn  something  about 
magnesium  metabolism.  I have  been  some- 
what interested  in  it  in  a rather  desultory  and 
casual  fashion,  but  have  not  learned  a great 
deal  about  it.  I thought  perhaps  the  essayist 
would  be  able  to  enlighten  us  and  am  sorry  his 
courage  failed.  He  has  reviewed  the  literature 
very  thoroughly  concerning  calcium  and  it  has 
required  a lot  of  reading  to  present  material 
the  way  it  was  presented. 

From  a practical  standpoint  the  deductions 
that  can  be  made  from  the  work  of  the  labora- 
toi-y  man  are  now  rather  far  reaching.  It  was 
the  conception  that  tuberculosis  represented  cal- 
cium deficiency  which  gave  rise  to  the  milk  diet 
and  other  forms  of  calcium  administration  in 
that  disease. 

The  next  impetus  that  was  given  to  the  study 
of  calcium  metabolism  came  about  through  mis- 
takes of  the  surgeons.  'I'hat  represents  their 
contribution  to  the  knowledge  of  calcium  meta- 
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bolism.  They  laid  the  foundation  for  the  inter- 
est in  it  by  unwittingly  removing  the  para- 
thyroid glands  which  led  us  to  consider  tetany 
as  a clinical  entity.  To  say  that  there  is  such 
a thing  as  tetany  is  only  beginning  what  one 
should  .say,  and  while  it  is  true  that  practically 
all  clinical  forms  of  tetany  are  associated  with 
deficiency  of  calcium,  temporarily  at  least,  it 
is  far  from  being  true  that  all  forms  of  tetany 
depend  upon  the  same  causative  factor,  or  that 
all  forms  require  the  same  sort  of  management. 
In  the  removal  of  the  para-thyroid  gland  the 
ability  to  utilize  calcium  regardless  of  the 
amount  put  into  the  body  through  diet  or  that 
given  as  a drug  is  largely  removed,  and  to  give 
calcium  is  nearly  as  useless  as  the  filling  of  a 
patient’s  system  with  iodine  when  there  is  no 
thyroid  in  existence.  The  cretin  does  not  need 
iodine;  he  needs  thyroid  substance.  The  para- 
thyroid deficiency  incident  to  removal  will  be 
little  helped  with  calcium;  he  has  lost  his  power 
of  utilization  of  calcium  and  needs  para-thy- 
roid. Quite  a different  story  is  that  of  a preg- 
nant woman  for  example — she  shows  a defici- 
ency of  blood  calcium  and  may  develop  a very 
striking  clinical  picture  which  is  too  often 
designated  as  puerperal  eclampsia,  and  treated 
as  such.  It  not  infrequently  is  tetany,  but  is  a 
tetany  incident  to  the  unusual  drain  or  demand 
of  two  bodies  trying  to  subsist  on  one  diet  intake 
of  calcium.  Likewise  it  is  also  true  that  cer- 
tain types  of  gastro-intestinal  diseases  may 
cause  tetany.  In  a deficiency  of  hydrochloric 
acid,  or  its  failure  to  reach  the  bowel  because 
of  pyloric  obstruction,  tetany  may  develop,  but 
there  is  no  fault  at  all  with  the  para-thyroid, 
therefore,  chloride  of  calcium  or  administration 
of  para-thyroid  substances  is  futile.  Such  a 
tetany  can  be  cured  by  a gastro-enterostomy. 

Do  not  be  misled  by  the  statement  of 
Doctor  Wathen  in  regard  to  insulin,  in  compar- 
ing the  grade  of  Oollip’s  hormone.  He  stated 
insulin  is  kept  on  ice.  It  is  not  and  should  not 
be.  It  is  not  a substance  which  deteriorates 
at  room  temperature.  I have  been  particularly 
interested  in  the  question  of  blood  calcium  in 
connection  with  the  diabetic.  It  is  strange  that 
in  the  diabetic  state  blood  calcium  generally  is 
altered.  Just  the  explanation  for  this  I have 
been  unable  to  satisfy  myself,  either  by  some 
sort  of  individual  solution  or  by  consulting  the 
literature;  but  the  fact  remains  that  perhaps  a 
majority  of  diabefics  show  some  alteration  in 
the  chemistry  so  far  as  calcium  content  is  con- 
cerned. Finally,  it  is  of  interest,  I think,  from 
the  standpoint  of  the  clinician  to  bear  in  mind 
something  in  regard  to  the  administration  of 
calcium  to  relieve  the  so-called  deficiency;  the 
statement  that  10  grains  or  100  grains,  or  1000 
grains  of  calcium  should  be  given  for  a definite 
period  is  an  inaccurate  assumption.  Who  knows 
how  long  one  should  give  calcium  in  any  indi- 
vidual case?  It  is  an  individual  problem  and 


should  be  treated  as  such;  it  cannot  be  solved 
by  stating  that  one  should  give  100  grains  of 
calcium  for  three  months.  One  might  just  as 
sensibly  say  that  a wound  must  be  closed  by 
four  sutures  and  that  their  introduction  should 
take  thirteen  minutes. 

Calcium  deficiency,  if  treated  with  calcium 
as  a drug,  must  be  treated  on  the  basis  of  an 
individual  problem,  as  it  presents  itself,  due  to 
this,  or  that,  or  the  other  condition,  not  by  a 
general  dictum.  On  the  other  hand,  it  is  also 
important  to  remember  that  dosage  is  also 
a rather  arbitrary  matter;  it  is  not  a question 
so  much  as  to  how  much  calcium  should  be  put 
into  the  blood  stream,  but  rather  how  much  of 
the  dosage  given  is  the  patient  utilizing.  It 
does  no  good  to  give  100  grains  to  an  individual 
patient  if  that  patient  is  not  utilizing  the  cal- 
cium. It  merely  becomes  a hypercalcemia, 
exactly  as  the  diabetic  when  given  large  doses 
of  glucose  shows  a hyperglycemia. 

The  neuromuscular  irritability  of  tetany  de- 
pends largely  upon  the  relation  of  calcium  and 
magnesium  to  sodium  and  potassium.  The 
symptoms  of  tetany  are,  likewise,  as  dependent 
on  alkalosis  as  upon  calcium  deficiency  in  the 
blood.  This  explains  why  tetany  may  not  ob- 
tain in  a patient  whose  blood  calcium  is  as  low 
as  G and  may  develoj)  in  another  whose  blood 
calcium  is  as  high  as  8. 

Morris  FiVxner:  Just  about  a year  ago  I 

became  “calcium  minded.’’  I put  a technician 
in  my  laboratory  just  to  do  blood  calcium,  pa)'- 
ticularly  with  one  thing  in  view.  I wanted  to 
investigate  the  cases  of  hyperthyroidism  treat- 
ed with  X-ray  to  see  what  effect  X-ray  had  on 
the  para-thyroid;  also  to  investigate  a group  of 
asthenics,  which  I thought  possibly  had  a cal- 
cium angle.  I was  disappointed  in  the  results. 
In  all  those  cases,  and  we  ran  fifty,  blood  cal- 
cium ran  9.5  to  10.5  mgs.  per  100  cc.  serum. 

Aub,  of  Boston,  reports  the  use  of  calcium 
chloride  in  acute  gall  bladder  attacks.  He 
stated  calcium  chloride  intravenously  would 
give  much  better  and  quicker  pain  relief  than 
morphine.  I wonder  if  anyone  here  tonight 
has  found  this  to  be  true?  He  also  mentioned 
its  use  in  renal  colic. 

Along  that  line,  I might  also  mention  some 
results  which  Alexander  in  St.  Louis  found  with 
bronchial  asthma.  I know  of  one  paiticular 
case  of  a man  who  was  getting  300  minims  of 
adrenalin  a day  with  % gr.  of  morphine.  He 
was  put  on  calcium  and  ammonium  chloride, 
more  attention  being  paid  to  ammonium  chlo- 
ride. After  three  or  four  days  he  was  able  to 
get  down  to  20  or  30  minims  of  adrenalin.  He 
was  never  cured  of  bronchial  asthma,  but  re- 
lieved immensely.  He  was  also  on  a ketogenic 
diet,  which  probably  assisted  in  maintaining  his 
calcium  at  a high  level. 

H.  M.  Rubel:  I came  down  heio  this  evening 
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to  see  if  1 could  get  some  additional  informa- 
tion from  Dr.  Winter’s  paper  on  the  convulsive 
seizures  we  have  so  commonly  designated  as 
eclampsia.  What  causes  eclampsia?  There  have 
been  volumes  written  every  year  and  we  still 
do  not  know  what  causes  the  eclamptic  state. 
If  you  take  time  to  go  through  Williams’  or 
DeLee’s  Obstetrics,  you  will  find  a list  of  causes 
as  long  as  your  arm  and  we  still  do  not  know 
definitely  what  causes  it.  We  know  one  thing 
for  sure,  it  happens  only  in  pregnant  women. 
What  causes  eclampsia? 

The  theories  of  the  pathogenesis  are 
legion  and  cannot  he  enumerated  at  this 
time.  It  is  significant  to  say  tiiat  all  theories 
proposed  fall  into  one  or  another  general  group. 
These  theories  are  that  eclampsia  may  be  the 
result  of  intoxication  of  the  mother  with  the 
products  of  fetal  metabolism;  of  the  entrance 
of  the  fetal  elements  into  the  maternal  circula- 
tion; of  anaphylactic  reaction;  the  disturbance 
of  maternal  metabolism;  of  decomposition  pro- 
ducts of  the  placenta  or  endocrine  distur- 
bances, etc.,  etc.  McQuarrie,  in  1922,  showed 
that  in  eclampsias  there  is  a greater  proportion 
of  incompata'bilities  between  the  maternal  and 
fetal  blood  types  than  in  normal  pregnancies, 
and  expressed  the  opinion  that  eclampsia  was 
due  to  agglutinative  changes  caused  by  the  in- 
compatable  fetal  blood  gaining  entrance  into 
the  maternal  circulation.  This  is  still  unproved. 

Mitchell,  in  1910,  expounded  the  theory  that 
calcium  defic  ency  is  the  cause  of  eclampsia. 
To  overcome  this  deficiency  he  fed  his  patients 
calcium  salts.  So,  as  at  the  present  time,  where 
we  liken  the  fetus  unto  a growing  parasite  ab- 
stracting glycogen  from  the  liver  and  thereby 
causing  a toxic  condition  of  this  organ  which 
can  only  be  detoxicated  by  the  addition  of  large 
quantities  of  glucose,  a similar  theory  has  been 
advanced  that  it  is  due  to  the  abstraction  by  the 
fetus  of  the  calcium  which  should  normally 
unite  with  the  neutral  fat  in  the  liver  cells  to 
form  lipoids,  etc. 

Calcium  figures  for  normal  pregnancies  vary 
somewhat  with  different  groups  of  investigators. 
One  author  will  quote  10.5  to  12  milligrams  per 
100  cubic  centimeters  of  serum,  while  another 
may  quote  lower  readings.  Some  even  report 
no  appreciable  changes  in  the  blood  calcium  dur- 
ing pregnancy.  The  literature  of  the  blood  cal- 
cium in  eclampsia  is  m.ost  meagre,  and  still  an 
unsettled  matter.  One  investigator  reports  that 
while  his  figures  for  calcium  in  eclamptics  were 
somewhat  lower  than  tl  ose  of  normal  pregnancy, 
the  difference  was  negligible.  In  prenatal  work 
it  would  be  advisable  to  inquire  into  any  history 
of  delayed  dentition,  or  walking,  or  any  osseous 
changes,  or  rachitis. 

We  know  by  routine  examination  of  blood 
having  been  made  in  a number  of  clinics,  that 
blood  calcium  changes  are  not  constant.  When 
there  is  a possibility  of  nephritis,  you  get  blood 


duinges.  You  may  have  an  increased  urea,  you 
may  have  an  increased  N.  P.  N.,  and  occasional- 
ly an  unbalanced  calcium  content.  It  would  be 
wise  for  every  woman  who  is  going  to  have  a 
baby  to  be  examined  at  times  for  the  calcium 
content  of  the  blood,  to  see,  over  a period  of 
time,  if  any  decided  change  is  noticed,  and  if 
your  calcium  content  is  running  10.5  to  12 
mgm.,  which  we  take  as  normal,  any  decrease 
could  be  supplied  by  the  various  medicines  on 
the  market. 

You  may  use  calcium  gluconate  in  tablet.  I 
liave  been  in  the  habit  of  giving  tablets,  or  you 
can  give  intravenously,  if  you  wish,  just  to  see 
what  definite  action  this  causes.  Some  men 
give  para-thyroid  extract.  1 have  never  had 
any  occasion  to  give  this. 

So  far,  1 would  like  to  know  something  defi- 
nite to  do  for  these  cases.  One  of  the  best 
forms  of  treatment,  as  an  adjuvant,  that  we 
now  have,  is  the  intravenous  use  of  glucose. 

After  a patient  has  been  given  her  routine 
injection  of  magnesium  sulphate  solution  deep 
into  the  gluteal  ai’ea,  500  c.  c.  of  a 20%  solu- 
tion of  glucose  is  now  given  intravenously.  If 
patient  becomes  quiescent,  the  convulsive 
seizures  having  been  controlled,  you  may  intro- 
duce the  glucose  solution  by  the  method  ad- 
vocated by  Dr.  G.  A.  Hendon,  and  known  as 
venoclysis.  In  this  way  glucose  solution  is  in- 
troduced, drop  by  drop,  over  a long  period.  The 
amount  of  calcium  to  be  taken,  over  how  long 
a period,  what  definite  results  may  be  expected, 
is  still  problematical.  No  doubt,  the  future  has 
much  in  store  for  all  of  us  in  the  quest  of  a 
remedy  for  the  prevention  and  abolition  of  all 
tetanic  and  convulsive  seizures.  I enjoyed  Dr. 
Winter’s  paper  very  much  indeed,  as  it  takes  all 
of  us  into  new  realms  of  research  out  of  which 
much  good  is  to  accrue. 

W.  E.  Gardner:  I was  vei"y  much  interested 

in  Dr.  Winter’s  paper  and  especially  his  state- 
ment that  the  mental  state  of  the  patient  may 
affect  the  calcium  content  of  the  blood,  and  if 
this  be  ti’ue  there  must  be  a good  deal  of  varia- 
tion within  what  might  be  tei’med  rather  wide 
normal  limits,  without  necessarily  indicating  a 
faulty  calcium  metabolism  extending  over  any 
appreciable  length  of  time. 

At  the  meeting  of  the  Southern  Medical  Asso- 
ciation in  Asheville,  N.  C.,  three  years  ago,  we 
had,  as  guest  of  the  Neurcylogical  Section,  Dr. 
Walter  Timme  of  New  York  City,  who  in  dis- 
cussing some  behavior  disorders  in  children  of 
the  adolescent  age,  made  the  statement  that 
x-ray  studies  of  the  pineal  gland  were  frequent- 
ly of  value  in  determining  a faulty  calcium  utili- 
zation. He  made  the  point  that,  ordinarily,  the 
pineal  gland  does  not  show  a shadow  in  normal 
individuals  before  twenty  or  thirty  years  of  age, 
but  that  in  some  children  who  suffer  from  mark- 
ed behavior  disorders  it  was  found  that  the 
pineal  shadow  could  be  demonstrated  as  eaidy 
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US  fomte.n  or  I'if'teoii,  iiuliiatiny:  a f'aiilly  ral- 
cium  utilization. 

ilie  suggestion  has  been  made  that  x-ray 
studies  migiit  be  ot  value  in  many  suspected 
cases  of  more  or  less  chronic  or  prolonged  types 
of  faulty  calcium  utilization,  if  the  long  bones, 
or  other  portions  of  the  skeleton,  were  subjected 
to  more  frequently  x-ray  examinations.  It. . 
'iimme  believed  that  administration  of  para- 
thormone in  his  cases  showing  behavior  dis- 
orders had  been  of  definite  value,  especially  in 
those  had  an  early  calcification  of  the 
pineal  gland. 

I have  frequently  had  blood  calcium  studies 
made  in  children  of  this  type  most  of  which  have 
been  within  normal  limits,  and  an  effort  to  dem- 
onstrate an  early  calcification  of  the  pineal 
gland  has  been  somewhat  disappointing.  1 have 
however,  given  para-hormone  experimentally 
in  a limited  number  of  cases  with  some  favor- 
able results.  As  Dr.  Simpson  has  stated,  the 
amount  of  calcium  found  in  the  blood  at  any 
given  time  does  not  indicate  the  degree  of  cal- 
cium utilization  and  in  the  absence  of  x-ray 
studies,  I know  of  no  method  of  determining 
this  except  by  clinical  results.  I should  be  glad 
to  know  what  has  been  the  experience  of  some 
of  our  x-ray  men  regarding  the  matter. 

C.  Di.  Enfield:  My  impression  is  that  the  time 
of  calcification  of  the  pineal  is  variable  and  I 
do  not  know  anything  about  the  angle  brought 
up  by  Doctor  Gardner. 

James  E.  Winter,  (in  closing)  : I must  admit 
that  my  paper  is  based  on  the  literature  almost 
entirely.  I do  know  something  about  magnesium 
metabolism  as  I worked  with  it  in  experimental 
animals  for  four  or  five  years,  and  the  effects  of 
magnesium  and  calcium  in  a lot  of  ways  are 
similar.  If  we  give  either  calcium  or  mag- 
nesium into  the!  blood  stream  in  an  animal  or 
give  it  subcutaneously  in  large  doses  we  get 
anesthesia,  we  get  muscular  relaxation,  we  get 
a fall  in  temperature  and,  if  the  concentration 
in  the  blood  stream  becomes  high  enough,  death 
will  result.  If  we  had  a reasonable  margin  of 
safety  between  the  doses  necessary  to  give  anes- 
thesia and  the  amount  which  it  takes  to  produce 
death,  we  would  have  a wonderful  anesthetic 
in  either  magnesium  or  calcium.  Unfortunately 
the  margin  is  slim,  much  too  slim,  for  use  in 
that  way.  In  giving  either  calcium  or  mag- 
nesium, and  both  have  been  giv^en  in  eclampsia, 
the  question  is  whether  we  are  curing  calcium 
deficiency  always,  or  whether  we  are  producing 
the  usual  effect  of  administration  in  raising  the 
calcium  or  magnesium  level  to  the  point  which 
will  produce  muscular  relaxation.  With  either 
of  these  two  we  get  an  extremely  mai'ked  mus- 
cular relation.  I do  not  know  of  anything  that 
will  produce  a more  marked  relaxation.  The 
length  of  time  for  which  the  anesthetic  lasts  is 
not  particularly  long,  an  hour  or  two,  and  the 
recovery  is  very  prompt.  A rather  peculiar  thing 


i.s  that,  if  we  give  a large  dose  of  calcium  intra- 
venously, calcium  chlorate  enough  to  kill  an 
animal,  and  wait  until  the  animal  is  almost  in 
its  last  gasp,  and  then  inject  magnesium  chlo- 
ride, which  has  a somewhat  similar  action,  the 
animal  revives  and  makes  a very  dramatic  I'S- 
covery.  This  was  first  noticed  by  Meltzer  and 
Auer,  in  1908,  and  is  one  of  the  stock  pharma- 
cological class  experiments.  It  is  well  to  re- 
member, however,  that  magnesium  chloride  does 
counteract  the  effect  of  calcium  in  over-doses, 
and  if  calcium  is  given  often  enough,  sometime, 
sooner  or  later,  it  will  be  given  in  too  large 
doses.  It  is  well  to  remember  that  the  ir^g- 
nesium  will  act  as  an  antidote. 

The  opinion  in  the  literature  on  changes  of 
calcium  metabolism  in  eclampsia  is  so  varied 
that  I did  not  attempt  to  sum  it  up:  it  is  simply 
contradictory;  I could  not  draw  any  conclusion 
from  it. 

SYMI’OSIUIM  OX  INTRAVASCULAR 
SURGICAL  COMPLICATIONS 

ARTERIAL  CONDITIONS  OP  SURGICAL 
IMPORTANCE* 

J.  GaRL.\NU  SlTERRILLy  ]M.  D. 

Loni.sville. 

S(wue  vei-y  interesting  feat  ares  are  pre- 
sented by  the  blood  vessels.  One  of  the  most 
.striking  is  the  resistance  of  the  intima  of 
both  arteries  and  veins  to  irritants.  Sub- 
stances can  be  injected  into  the  vessels  with- 
out irritation  which  cause  severe  reactions 
whan,  placed  in  the  subcutaneous  tissues. 

It  is  a well  known  fact  that  the  artery  be- 
ing strong  and  ela.stic  often  escapes  .serious 
injury  in  gun-shot  and  stab  wounds.  The 
transportation  of  foreign  snbstalices  within 
the  blood  vessels  has  been  studied  experi- 
inientally  with  reference  to  embolism  ^and 
tlirombosis.  Clinically,  too.  some  bizarre 
observations  ai‘c  re])or1ed.  A case  mentioned 
by  Col.  Robey  in  an  addre.ss  at  Rimaucourt, 
1918,  as  occurring  ii  i a soldier  in  the  world 
war,  is  very  interesting  and  uniijue.  A frag- 
ment of  yJhraihiel  was  lodged  in  the  liver. 
While  the  surgeon  was  attempting  to  remove 
it,  oi)crating  under  the  fluoroscope,  the 
foreign  body  was  found  to  move  npveai'd 
into  the  chest,  evidu.tly,  in  the  vena  cava, 
then  rested  in  the  right  auricle  of  the  heart. 
While  under  observation  and  the  considera- 
tion of  the  ]>!).ssibility  of  its  (Operative  re- 
moval. it  became  displace  1 and  carried  to  the 
i-ight  ventricle.  Later  it  Avas  transferred  to 
the  |)ulmonai-y  artt'ry.  The  man  died  fre  e. 
anotlKM-  conditio  , and  it  was  found  at  this 
location  at  necropsy.  The  interesting  fea- 
'ures  in  this  case  were  the  nm;ill  amount  of 
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lu'iuonliiiji'c  aIoiu  <1  wnuiid  ol'  tlu;  vciui  cava 
and  ilic  transportation  of  a conskleral)le  fra<>:- 
nient  ii.i  the  vessels  of  tlie  heart. 

A similar  and  even  more  speetaenlar  case 
was  shown  in  Philadelphia  by  Dr.  •].  II.  .lop- 
son  to  the  members  of  the  (’ollege  of  Snr- 
■ieons.  This  i)atient  received  a penetrating 
Imt  not  jierforatin:;;:  gnn-shot  wound  of  the 
iip])er  y;iortiori  of  tlie  left  chest.  Skiagram  of 
the  chest  failed  to  reveal  any  foreign  body. 
Snhse(iiiently,  this  hnllet  was  found  lodged 
in  the  i)opliteal'  artery  of  tlie  leg.  The  hnl- 
let either  entered  the  heart  or  the  aorta  with- 
out a serious  hemorrhage,  and  even  caused  lit- 
tle inconvenience  in  the  artery  where  it  later 
heciame  lodged  ami  remained  for  some  time 
after  the  accident. 

The  heart  is  well  known  to  stand  injury 
well  and  to  he  prompt  in  repair  of  damage 
to  its  structure.  iMurphy,  iMatcs,  Carrel  and 
others  proved  years  ago  that  arteries  could 
he  sutui-ed  safely  without  blocking  the  lunicn. 

Wcund.s  of  arteries  occur  with  such  fre- 
(pieucy  and  their  ma.oaigement  is  so  iwell 
understood  that  such  injuries  only  need  to  he 
mentioned  in  this  connection.  The  method 
of  tr(*atment  usually  employed  consists  i i 
ligatui'c  of  both  bleeding  ends.  In  the  caNC 
of  injury  of  the  larger  vessels  it  may  be  nec- 
essary to  resort  to  direct  arterial  suture  to 
obtain  a.  restoration  of  the  circulation. 

Ca.ses  of  injury  to  the  large  vessels  with 
unusual  features  are  sometimes  observed. 
During  my  service  at  the  C'ity  Hospital  years 
ago,  undei"  Dr.  Horace  (inu.it,  a man  pre- 
sented with  a gun-shot  wound  of  the  external 
iliac  artery,  just  above  Poupart’s  ligament, 
in  whii-h  serious  bh'cding  was  prevented  by 
the  tension  on  the  fa.scia.  and  muscles  over- 
lying  the  vessel.  The  i.ijury,  some  hours 
after  its  occurrence,  was  treated  by  ligation 
of  the  artery  above  and  below.  False  aneu- 
rysm following  a wound  of  a large  ai-tery 
may  also  result  from  a stab  or  g;un-shot 
wound  which  only  partially  severs  the  tunics. 
The  traumatic  aneurysm  may  develop  at  once 
or  later  during  apparent  convaIe.scenee,  as  1 
noted  in'  a few  instances.  A most  interesting- 
case  of  false  aneui-ysm  of  the  iirofunda 
femoris  followed  an  injury  froiir  the  knife 
used  by  a veneer  worker  at  his  work  table. 
The  wound  was  tre-ated  in  a hospital  with 
I'ontrol  of  hemorrhage  by  the  usual  nudho  1. 
His  ( on  vales, cence  progressed  well,  and  he 
left  till'  hospital  about  ten  days  later.  Some 
swelling  and  tenderness  mu-sistel  and  he 
returned  to  the  hosjaital.  this  time  I was 
called  into  consnItatioM  and  made  the  diag- 
nosis of  1i-aumatic  amuu-ysai.  Following  the 
usual  operativ(‘  treatment,  he  ana.de  satis- 
iactory  recovery.  In  this  case  the  attendant 
was  mis-lc.d  as  to  the  gravity,  because  of 
small  primary  hemorrhage.  A bleeding  ves- 


sel .should  be  brouglit  u.ider  1Ih‘  direct  view 
of  the  suirgeon.  The  motto  of  Dr.  A.  „\1. 
Cartledge  was  "Look  the  bleeding  vessel  in 
the  face.” 

When  a large  artery  and  its  accomi)anying 
vein  are  injured,  both  should  be  ligated  ii 
seen  primarily.  If  an  aneurysmal  varix  or 
a varicose  aneurysm  results,  as  sometimes 
occurs,  the  liest  method  of  treatment  is  to  tie 
both  vessels  above  and  below,  and  excise  the 
a neuryi-rm. 

It  is  not  my  purpose  to  consider  in  this 
connection  a study  of  aneurysm,  which  is  in 
itself  a subject  for  special  study.  You  are 
all  familiar  with  earlier  literature  upon  this 
subject,  as  well  as  the  more  recent  and  ori- 
ginal work  of  IMatas. 

The  artery  may  be  pojured  in  fracture  or 
dislocation  with  the  development  of  a false 
aneurysm).  The  writer  re, ported  to  the 
Southern  Surgical  Association  in  lb27  a case 
of  rupture  of  the  brachial  artery  from  a dis- 
location with  ischemia  of  the  forearm,  swell- 
ing, great  pain  and  complete  ah.sence  of  pulse 
at  the  wrist.  When  seen  three  hours  later 
an  arteriorrhaphy  restored  the  circulation  and 
the  radical  pidse.  No  tight  dressings  were 
applied.  As  a result  of  tlu'  prolongml  lack 
of  blood  in  tlie  forearm  a X'olkmann’s  con- 
traction (atrophic  myositis)  resulted,  al- 
though the  arm  was  saved. 

Kndarteritis,  too,  icati  only  receive  passing 
mention  because  of  its  importance  in  the  de- 
velopment of  lanterial  bloc  and  gaiigTene  cf 
the  e.xtremity,  which  results.  This  condition 
and  the  concomitant  carddac  disease  are 
,pli-oper  subjects  for  consideration  by  the  in- 
ternist. The  study  should  interest  the  sur- 
geon also,  hecan.se  of  the  clo.se  relationship 
of  these  cdiditions  to  embolic  bloc  of  the 
larger  as  well  as  the  smaller  arteries.  His 
interest  is  also  aroused  because  certain  condi- 
tions resulting  from  cardiac  valvular  lesions 
and  endartei-itis  pi-oduce  sym|)toms  that  re 
semble  surgical  lesions  of  the  upper  abdo- 
men, and  re(piire  a careful  stud.v  to  make 
accurate  differentiation  possible.  'I’hesc  are 
notably  coronary  bloc,  pulmonsiry  throm- 
bosis and  pulmonai-y  collapse,  so  called. 

The  followd-r.g  ease  seen  with  Dr.  W.  (0. 
Huimiphre.v  at  6 P.  1\1.  on  July  2.").  1928,  il- 
lustrates this  ,t#aint : At  5 ;0()  1*.  Al.,  after 

gargling  his  throat  for  some  irritatiooi,  he 
became  nauseated  and  v'^eiw  uncomfortable. 
He  attempted  to  prc.luce  emesis  and  vomited. 
Finall.v  some  blool  was  observed  in  the 
vomit  us.  He  also  coiii  plained  of  .severe  pain 
in  the  ei)igastrium. 

Temporary  relief  was  obtained'  by  a dose 
of  morphia.  Dr.  Hnmphre.v  was  called  back 
within  a short  time  and  also  'asked  me  to 
return.  When  I .s,aw  him  be  was  nale,  witli 
niioist,  cool  .skin,  ami  in  evident  disti-e.ss.  He 
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held  slight  dys^KHioa  and  his  ])idsr  was  slow, 
regular  aiid  rather  full.  The  labdomeii  was 
somewhat  tense  in  tlie  upper  portion  and 
some  tenderness  was  elicited,  but  there  was 
no  boaird-like  rigidity  or  sutt'icient  evidence 
to  justify  the  diagnosis  of  a rupjtui'ed  peidie 
ulcer. 

The  man  W’as  in  no  condition  for  trans- 
portation, nor  was  he  considered  a good  sur- 
gical risk  at  this  time.  He  had  another  at- 
tack: of  heniatemesis  in  considerable  quan- 
tity, and  w’e  saw  him  again.  Kest  and  ex- 
pectant treatment  were  continued.  The  next 
morning  at  8 ;00  he  was  not  in  such  extreme 
distress.  Hospitalization  was  suggested  wdth 
further  observation  and  he  w’as  removed  to 
the  Norton  Infirmary  where  he  wms  seen  in 
the  late  afternoon  by  Dr.  Lucas,  who  a'gfreed 
with  Dr.  Humphrey  and  mj'self  that  surgical 
intervention  was  not  indicated,  althox;gh  a 
positive  diagnosis  was  not  made.  The  history 
suggested  peptic  ulcer  more  than  did  the 
physical  findings. 

At  this  time  luxmerous  rales  were  heard 
over  the  chest,  and,  apparently,  pulmonary 
edema  xvas  jxresent.  Under  a dose  of  atropine 
this  cleared  up  considerably.  Dr.  Viugil 
Simplon  joined  us  in  consultation  about  one 
hour  later,  and  after  close  examination,  ex- 
pressed the  opinion  that  there  was  no  surr- 
eal lesion  in  the  abdomen,  but  that  all  the 
l)athology  w’as  in  the  chest.  At  10  :00  P.  M.  w'e 
anade  diagnosis  of  “Massive  Pulmonary  In- 
farct,” with  which  all  agreed.  Death  oc- 
curred at  4:30  A.  M. 

t)ne  of  the  most  ihstmetive  evidences  of 
sudden  arterial  bloc  is  severe  and  intense 
pain.  There  is  also  an  interference  with  the 
nervous  mechanism  as  well.  The  part  be- 
comes cold  and  blanched.  Such  symptoms 
coming!  on  suddenly  are  indicative  of  em- 
bolus. In  my  early  practice  a lady  of  6d 
years  had  embolic  bloc  of  both  femorals, 
wdth  synqxtoms  described  above.  Unfor- 
tunately, at  that  time  embolectomy  had  never 
beej.i  sugge.sted,  nor  indeed  had  arterial 
suture  been  considered. 

More  recently  a case  of  gradual  bloc  of  the 
left  brachial  artery  came  under  ob.servation. 
This  evidently  begian  as  a partial  obstruc- 
tion with  lividity,  some  pain,  some  change  in 
temperature,  jxartially  relieved  by  posture, 
but  going  on  to  complete  obstruction. 

The  most  important  arterial  condition 
which  demrjids  surgery,  next  to  severe  active 
hemorrhage,  is  arteidal  bloc  due  to  embolus 
and  thrombus.  For  many  years  past  l)oth 
experimental  and  clinical  studies  of  these 
conditions  haye  been  made  with  the  ho])e  ojf 
pi-eyenting  gangrene  in  the  extremities,  which 
occurred  so  frecpiently  from  complete  ob- 
struction of  the  lumen  of  the  larger  yessels 
by  a floating  clot.  In  rare  in.stanices  I'estora- 


tiou  of  the  circulation  distal  to  a partial  ob- 
struction may  oc(  nr.  When  complete  occlu- 
sion takes  place  sucih  result  is  extremely  un- 
likel}'.  Extension  of  the  clot  into  the  smaller 
vessels  below  the  point  of  lodgment  is  of  great 
inqxoj’tance  in  the  determinat  ioii  of  gan- 
gi-ene. 

Many  years  ago  efforts  were  math-  to  pre- 
vent gangiene  follow ioo,  bloc  of  the  larger 
arteries  of  the  extremities,  but  these  efforts 
met  with  universal  failure. 

Sabanejew  in  1895  first  attempted  to  re- 
move the  obstructing  clot  by  arteriotomy. 
The  effort  was  un.sueee,ssful  and  ihe  patient 
succumbed  to  amputation. 

Trendelenburg  in  1908  recognized  the  pos- 
sibility of  operative  relief  for  pulmonary 
emjbolism,  and  sugt,ested  a method  of  pro- 
cedure for  the  purpose.  Time  does  not  per- 
}uit  a mention  of  all  the  man  who  have  con- 
tributed to  this  department  of  surgery. 
Neither  the  numerous  failures  nor  the  many 
difficulties  in  this  field,  prevented  repeated 
ett'orts  to  accomplish  success.  The  concejxt 
of  this  condition  and  the  causative  factors 
leading  to  its  oecurrenee  has  been  greatly 
wddened  within  the  past  century. 

The  Scandinavian  surgeons  have  esipecially 
developed  this  field.  The  experimental  work 
of  Panum  must  not  be  forgotten,  since  it 
next  to  the  .studies  of  Virchow,  has  done  most 
to  develop  the  knowledge  of  embolism,  and 
is  classical  to  this  time.  Dr.  R.  Matas  pays 
a high  tribute  to  the.se  men  in  an  editorial 
in  the  American  Journal  of  Surgery  in  June 
1930. 

The  most  outstanding  work  in  tiliis  connec- 
tion is  that  of  Pi  of.  Einar  Key  of  Stockholm). 
His  report  of  216  embolectomjes  for  the  re- 
moval of  clots  in  the  main  arteries  includes 
11  for  obstruotion  of  the  abdominal  aorta 
up  to  1929.  Of  the  216  eases  146  or  68  per 
cent  w’Ci'C  reported  by  Scandinavian  sur- 
geons. Key’s  ji/ersonal  ciontribution  was  15 
cases  "with  8 recoveries,  one  of  which  was  a 
succassful  embolectomy  of  the  aorta.  I’rom 
1895  to  1911,  11  embolectomies  were  per- 

formed, and  only  one  of  these  recovered. 
These  facts  emphasize  the  great  work  done 
in  Sweden  and  Nonvay.  iMatas  says,  “The 
sucee.sis  of  the  Scandinavian  methods  is  not 
.solely  due  to  their  excellent  technic  which 
is  practically  that  laid  down  by  Carrell  for 
arteriorrhaphy  with  tiie  free  use  of  .sodium 
citrate  as  an  anti-coagulant,  b'U  it  is  in  theii- 
alertness  in  diagtiosis  and  their  promptness 
to  act  on  the  diagnosis  that  they  excell.” 

L’p  to  1927  only  20  emibolectomies  had  been 
performed  in  the  United  States,  Canada  and 
Creat  Britian,  according  to  Pemberton.  This 
advance  i|i  arteriotomy  of  the  larger  vessels 
of  the  trunk  and  extremities  must  not  be 
permitted  to  overshadow  the  work  done  for 


April,  1932J 


KENTUCKY  MEDICAL  JOURNAL 


213 


tlie  relief  of  pulmonary  embolism. 

Kirshner  in  192-1  was  the  first  to  success- 
fully perform  Trendelenburgi’s  operation. 
3'liis  operatioii  was  performed  ipjon  a woman 
of  38,  suffering  from  pidnuonary  embolisnn 
, Since  that  time  a total  of  7 recoveries  from 
this  exceedingly  grave  condition  have  been 
obtained,  according  to  A.  W.  Meyer,  Berlita, 
who  had  2 successes  in  3 cases.  Meyer  has 
developed  a rapid  and  efficient  technic  which 
can  be  completed  with  tlie  utmost  rapidity. 
Speed,  calmness,  and  dexterity  are  essential 
to  success  in  this  field  of  endeavor. 

Two  most  interesting  cases  of  embolism  of 
the  abd'omigial  aorta  have  come  under  my 
observation.  One  was  the  direct  result  of 
trauimiatism,  the  other  developed  spontaneous- 
ly in  a ca.se  of  cardiac  disease. 

The  first  piatient  was  admitted  to  the  Nor- 
ton Infirmary  in  the  service  of  Dr.  A.  C. 
IMcCarthy,  following  an  abdominal  injury. 
He  had  been  struck  i'n  the  abdomen  by  a 
piece  of  timber  with  considerable  force,  and 
wa.s  in  marked  shock.  This  condition  im- 
proved under  usual  treatment  in  six  hours. 
He  looimplained  of  some  pain  in  both  lower 
extremities,  which  became  ischemic,  cold  and 
spastic  with  loss  of  tactile  sensation  and  mo- 
tion. Owinigi  to  the  rarity  of  the  condition 
and  the  neurological  picture.  Dr.  II.  Glenn 
Spurling  was  called  in  and  made  the  fol- 
lowing- notations: 

Po.stive  Findings.  Subjective:  1.  Blow 

upon  the  abdomen  at  twelve  o’clock  (noon) 
lOctober  8,  1928t  2.  Immediate  abdoinninal 

pain  followed  by  pain  in  the  legs,  particular- 
ly the  left.  3.  Both  legs  numb  with  severe 
pain  in  each.  4.  Patient  unable  to  move  the 
right  leg,  and  the  left  was  decidedly  weak. 
5.  Immediate  severe  shock  which  gradually 
subsided  under  treatment. 

Objective.  1.  Line  of  anesthesia  to  all 
forms  of  sensation  about  on  a level  with  the 
cre.st  of  the  iliumi  (twelfth  dorsal  segment). 
2.  Left  leg  spastic  but  slightly  mobile ; right 
leg  immobile  and  spastic.  3.  Tendon  reflexes 
absaint,  ;jtlantar  reflex  absent.  4.  Left  leg 
cold,  white  and  i.schemic : right  leg  warmer 
but  not  2ionmal.  No  pulsation  could  be  de- 
tected in  either  leg  at  the  femoral  triangle, 
over  the  popliteals  or  tibials.  5.  Lumbar  punc- 
ture showed  clear  fluid  with  noT’mal  pressure 
readings;  negative  Queckenstedt. 

rni])ression.  Injury  to  the  abdoimlinal  aorta 
with  ischemic  paralysis  of  both  legs.  It  is 
believed  that  damaige  to  the  spinal  cord  caii 
be  excluded. 

The  writer  Avas  called  in  consultation  at 
10.25  P.  M.  (same  davL  and  from,  the  fore- 
going findings  concluded  that  the  patient  had' 
suffered  a severe  injury  of  the  abdominal 
aorta  and  had  an  end>olus  at  the  Infurcatioti 
as  a result  of  the  traumati.sm.  Doubt  Avas 


expressed  to  the  family  as  to  the  possibility 
of  suooessfully  restoring  the  circulation  in 
the  extremities,  but  operation  Avas  considered 
the  only  hope  that  could  be  oft'ered  the  pa- 
tient. 

The  particularly  interesting;  features  in 
this  case  are : The  iMusual  nature  of  the 

injury,  the  manner  in  Avhich  the  embolus  de- 
veloped, and  the  practically  complete  occJu- 
sion  of  both  iliacs  simultaneously,  Avith  symp- 
tounjs  strongly  resembling  tho.se  i-esulting 
from  pressure  injury  of  the  spinal  cord. 

The  patient  was  admitted  Avith  a pulse  rate 
of  130,  temperature  94.4  degrees  4'.,  respira- 
tion 24,  Idood  pre.ssure  138/80.  At  1 :00 
P.  M.  the  blood-pressure  had  risen  to 
152/100.  This  veiy  unusual  finding  Avas 
probably  the  result  of  the  usual  shock  medi- 
cation and  all  blood  beingi  Avithheld  from  the 
extremities  and  the  tension  'On  the  A-essels 
thereby  increa.sed.  The  mentality  of  the  pa- 
tient was  clear,  and  all  reflexes  in  the  loAver 
extremities  absent.  Subsequently  the  tempera- 
ture rose  to  about  normal  and  the  pulse  rate 
impro\-ed,  being  120  just  prior  to  operation. 

Blood  Examination.  Hemoglobin  78  per 
cent,  erythrocytes  3,600,000,  leucocytes  18,- 
650;  polymorphonuclears  92  per  cent,  lymph- 
ocytes 8 per  cent.  Urinalysis:  Urine  dark 
amber  in  color,  cloudy,  reaction  acid,  specific 
gravity  1,016;  albumin  three-plus,  sngiar, 
acetone  and  diaeetic  acid  negative ; a feAv 
erythocytes  and  pds  cells  in  each  high  power 
field. 

No  minute  physical  examination  could  be 
made  because  of  the  desperate  condition  of 
the  patiejnt.  Arterio  sclerosis  Avas  marked 
throughout.  The  head,  neck  and  thorax  were 
e.s.sentially  negative.  The  abdomen  showed  a 
contusion  over  the  right  side  of  the  epigas- 
trium, Avith  general  tenderness  and  rigidity. 
The  other  findingfs  Avere  as  i-.^ported  by  Dr. 
Spurling. 

Abdominal  section  Avas  performed  under 
gas-oxygen  anesthesia  at  11  :40  I*,  kl.,  or 
tAvelve  hours  after  the  injury.  The  abdo- 
minal AV'all  shoAved  a small  clot  on  the  right 
side  of  the  mid-line  above  the  umbilicus.  A 
.small  amount  of  free  bloodi  Avas  found  in  the 
cavity.  There  was  a rent  in  the  lesser  mesen- 
tery, some  ecchymlosis  presented  over  the  ab- 
dominal aorta  near  the  celiac  axis,  and  the 
vessel  Avas  evidently  contused  at  that  point. 
The  external  coat  Avas  not  torn,  but  there  AA'as 
a rent  in  the  posterior  peritoneum  overlying 
it  Avhich  Avas  not  cut  through.  9’here  Avas  no 
immediate  injury  to  arny  other  viscus,  but 
the  peritoneum  over  the  gall-bladder  Avas 
slightly  torn  from  the  liver.  The  loAver  part 
of  the  aorta  near  its  bifurcation  Avas  occlud- 
ed; no  ])ulsation  was  detected  in  either  iliac 
and  an  embolus  AAas  found  a*  tlie  dh-ision. 
On  gentle  miamipulation  of  the  embolus 
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lln’ougli  tlu'  vessel  wall  slight  pulsation  eould 
he  elicited  below  the  bifurcation  for  a brief 
time  ami  it  then  ceased,  showing  that  tlie 
clot  had  been  pushed,  downward  into  the  two 
v(*ssels,  thus  blocking  the  flow. 

The  aorta,  was  opened  just  above  the  bi- 
furcation, while  it  was  held  upward  b^' 
means  of  the  finger.  Several  plaques  of 
intima  which  were  unattached  and  obstruct- 
ing the  vessel  were  removeil,  and  the  clots 
surroundinjg;  them  were  also  dislodged.  Tin' 
arterial  wall  was  sutured  with  fine  silk,  a 
small  aiiiiount  of  muscle  placed  over  the  su- 
ture line  and  the  sheath  coapted  over  it.  The 
l>esterior  iieritoneum  was  closed  and  the  ab- 
dominal wall  sutured  in  the  usual  manner. 

The  patient  left  the  operating  table  in 
fair  condition  with  a pulse  of  122  which 
gradually  increased  in  frequency,  lie  rallieci 
somewhat,  became  conscious  anrd  the  temper- 
ature of  the  e.xtremities  slightly  increasetl, 
but  the  circulation  was  never  fully  restored. 
There  was  no  great  difficulty  i:i  controlling 
hemorrhage  and  the  operative  ste{)s  were 
lather  .simple.  The  patient  died  Octoher  !t, 
at4:00P.  j\I. 

In  reviewing  recent  literature  on  embolism 
and  embolectoany,  no  case  similar  to  the  fore- 
going could  be  found.  The  actual  cause  of 
obstruction  to  the  ves.sel  was  an  embolus 
ccusisting  of  portions  of  jilaques  which  were 
torn  from  the  intima  of  the  aorta  by  the 
force  of  the  injniw;  these  were  carried  to 
the  bifurcation  and  there  occluded:  the  vessel, 
thus  blocking  the  flow.  These  jilaques  were 
flat  with  irregular  edges,  calcified,  and 
measured  about  2.5  cm.  in  length.  As  a re- 
sult of  the  presence  of  these  hodies  .slight 
thrombus  formation  had  occurred  immediate- 
ly surrounding  tliem. 

The  sympttoms  resulti.ig  from  the  presence 
of  these  emboli  were  similar  to  those  de- 
scribed in  cases  of  non-traumatie  embolism. 
Special  attention  should  be  called  to  the 
spasitieity  which  was  first  most  marked  in  the 
left  leg  and  thigh  and  subsequently  develop- 
ed in  the  right  leg  and  thigh.  The  muscles 
becrnne  very  ri;gid,  so  that  the  condition 
closely  resembled  rigor  mortis.  This  rigidity 
api)eared'  to  result  from  siuhlciii  and  complete 
deprivation  of  the  nerves  and  iinn.scles  of 
their  blood  .spiT(])ly. 

rndoubtedly  the  failure'  to  restore  the 
circulation  in  this  case  was  due,  to  great  ex- 
tent, to  the  time  which  elapsed  betwe'cn  the 
injury  and  the  o))eration.  The  greater  por- 
tion of  this  ]>eriod  was  spent  in  etforts  to 
oveiv-|om,e  tin*  shmqk. 

Tin*  abdiomiinal  route  was  employed  in  this 
case  because  of  tbe  ]m.ssibilitv  of  serious  in- 
tra-abdominal lesions  in  addition  to  the  vas- 
cular disturbance.  It  aopears,  hovv(‘vei*. 
from  oni'  lat»*i'  findings  that  :oj)ening  tin* 


femoral  or  iliac  artery  extrapcritoneally 
would  not  have  resulted  in  removal  ol  tlic 
tipboli,  which  were  too  large  to  liave  readily 
passed  the  bifurcation.  i he  tatter  metlioo 
lias  been  suggested  by  Launbiad  avi'd  Pember- 
ton for  dealing  with  emboli  at  tlie  biturcation 
of  tine  aorta.  The  external  iliac  or  femoral 
artery  is  opened  on  botii  sides  of  the  lesion, 
the  vessel  is  clamped  below  the  opening,  the 
embolus  is  dislodged  by  passing  a flexible 
probe  into  the  ,ptnoximal  portion,  and  the 
torce  of  the  blood  stri'am  washes  away  the 
thrombi.  This  method  has  the  advantage  ot 
requiring  an  incision  into  the  artery  on  each 
side,  while  the  abdominal  route  reipiires  only 
one  incision  and  suture  of  the  aorta  at  one 
point. 

Dr.  Morris  Flexner  saw  the  second  [latient 
soon  after  .symptoms  presented,  and  made  a 
diagnosis  of  embolic  bloc  of  the  abdominal 
aoita.  This  opinion  was  confirmed  by  Dr. 
J^orine,  and  by  myself  after  his  proiiijit  ad- 
mission to  the  Kentucky  Baptist  Hospital. 
I found  a man,  aged  52  years,  sulfering  from 
cardiac  disease,  who  had  been  suddenly 
seized  with  excruciating  pain  in  both  lower 
extremities  which  were  pale,  cold  and  with- 
out pulsation.  The  patient  was  con.scious. 
but  in  great  slimck  and  was  ul'inble  to  move 
his  limbs.  Sensation  was  lost.  Kmbolectomy 
was  performed  at  once,  and  the  patient  ral- 
lied ; but  death  followed  within  24  hours. 
The  results  in  these  two  cases,  while  dis- 
ccuraging  have  taught  us  something  as  to 
operative  details  as  a result  of  arteriotomy. 

In  my  first  case  the  po.ssibility  of  addi- 
tional injury  to  the  abdominal  viscera  de- 
cided in  favor  of  the  abdominal  route.  In 
the  second  case  the  suggestion  of  Pemberton 
to  open  the  femoral  under  local  anesthesia 
was  followed.  Each  femoral  was  opened  and 
found  to  be  collapsed.  The  removal  of  the 
clot  was  not  successful,  and  only  slight  bleed- 
ing occurred. 

An  abdominal  incision  was  then  made,  and 
after  the  posterior  jieritoneum  was  incised 
with  its  fa.scia  the  artery  was  lifted  on  the 
left  fore-finger,  and  incised  longitudinally. 
The  (‘lots  and  frag(ments  of  intima  Averc  m 
moved  and  the  flow  of  bloiod  started.  The 
coats  were  .sutuied  with  silk  and  the  fascia 
and  peritoneum/  closed  over  the  arterial 
wound.  There  was  no  bleedinc  after  the 
arterial  suture. 

Tin*  operative  steps  necessary  to  remove 
the  obstruction  from  tbe  aorta  an*  best  con 
ducted  through  an  abdominal  incision.  Then* 
are  sev(*ral  rea.sons  for  reaching'  ^bis  conclu 
sion.  By  actual  insnection  and  digital  (*\- 
aminaticiu  the  location  and  extent  of  tin* 
Clot,  las  well  as  the  v'(*ssi*ls  involvi*,!.  can  be 
d('termin(‘d.  'Plu*  clots  in, ay  plnu'  (*ach  com- 
mon ili-i(‘  and  fi*moral  and  (>ach  internal 
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jliae.  All  of  these  vessels  must  be  eleareil. 
Kemovat  of  the  dots  may  be  accomplished 
by  breaking  them  loose  with  a prohe,  by 
milking  them  to  tli  ' wound,  anti  (>xtracting 
ll’em  by  a small  sooop  or  by  loi-ig  endoscopic 
forceps.  The  best  imthotli  is  llie  use  ot  a 
suction  apparatus  ( 11.  I’ool  j,  aided  by 
manual  manipulation.  All  etforts  .shotdd  be 
gentle  and  rapidly  execut  -d.  Where  it  is 
difficult  to  clear  the  distal  vessels,  a second- 
ary opening  permiis  through  a'.di  through 
irrigation  with  solu^^ioii  ef  sodium  citrate. 

d'iie  limbs  should  be  ket)t  warm  and  elevat- 
ed somewhat  after  the  })rocedure  is  com 
jiletecl.  To  prevent  coagulaticu  in  the  op- 
erative field  or  elsewhere,  stimulants  to  the 
edre, Illation  should  be  administered. 


I'vXTK A- V A8CU L A K CO.U PL  1 C A T 1 ON S 
IN  SURGERY:  THE  VENOUS  CO.M- 
PLICATIONS* 

Walter  Hi  me,  M.  D.  F.  A.  U.  S. 

Louisville. 

Trends  in  medical  thought,  often  quite 
definite  and  quite  general,  have  long  beeui 
I he  fashion.  On  a smaller  sadc  some  active 
•s])irit  among  us  now  and  again  fires  us  with 
a new  or  reneweil  intercs,  in  some  special 
subject.  General  currents  in  medicine  and 
enthusiastic  study  of  its  many  special  j)rob- 
lems  are.  at  least  evidence  of  activity  in  our 
ranks.  Recently  unusual  interest  is  appar 
ent,  at  least  locally,  in  the  matter  of  inti'a- 
va.scnlar  complications  following  operation  or 
injury.  Jt  is  also  apparent  that  eithei’  more 
siK  h complications  occur  in  these  later  'days 
or  that  renewed  intere.st  in  the  subject  is 
leading  to  the  diagnosis  of  such  conditions 
when  in  former  times  they  were  overlooked. 
Undoubtedly  a certain  percentage  of  mor 
bidity  and  of  mortality  following  surgical 
work  is  due  to  these  causes  and  our  interest 
is  challenged.  Your  essayist  can  claim  no 
unusual  ex|)erience  with  the  subject  in  hand. 
A few  experiences  are,  however,  apt  to  be 
impre.ssive  and  it  is  hoped  that,  with  the  free 
use  of  the  mass  of  literature  now  available 
on  this  subject,  it  iinay  be  presented  in  a way 
that  will  be  provocative  of  thouight  and  of  a 
full  aJid  free  discussion.  >\  c,om])lete  review 
of  the  subject  in  a short  })a])cr  is  not  j)0.ssible 
and  ernsideration  of  less  ini])ortant  lines  of 
thought  01-  of  some  closely  I'elated  sidijecls 
ai'c  h(‘rc  treated  bidefly  or  are  left  out  with 
the  idea  that  discussion  may.  to  soine  extent, 
be  ('ompleuKuitary.  It  will  be  well  to  re- 
nieiid)ei-  at  the  outset  that  thrombo-|)hlebitis 
Avith  the  ever  pi'csent  )iossibility  of  resnilaiit 
embolism  i.s  the  one  intra-vascnlar  compli- 
cation to  be  feared;  that  the  origin  of  our 
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difficulties  is  practically  always  in  the 
venous  tree;  and  that  tlie  etfects  are  local, 
in  the  gieighborhood  of  the  atlected  vein  or, 
in  the  case  of  embolism,  more  apt  to  be  gen- 
eral and  on  the  aiderial  side  ot  the  circula- 
tion. 

The  incidence  of  thrombo-phlebitis  is  dif- 
ficult of  accurate  estimation.  Basham  (Jour. 
Kansas  Med.  Soc.,  February  ]l)2y)  quotes 
Klein  of  \'ienna,  who  found  tnis  condition  in 
70  of  5851  cases.  Hampton  reports  205  cases 
of  femoral  phlebitis  in  2100  iiost-operative 
cases.  Bandy  reports  1000  cases  with  1.5% 
and  Ranzi  found  1.2%  in  6071.  It  is  prob- 
ably approximately  correct  to  estimate  that 
about  1%  of  abdominal  post-operatii'e  cases 
will  be  followed  by  phlebitis.  It  is  certainly 
true  that  operative  procedures  on  the  uterus 
and  adiiexa  are  especially  likely  to  be  fol- 
lowed by  this  complication  though  it  may 
follow  qperations  in  any  locality.  It  may  he 
remarked,  incidentally,  that  thronsbo-jihle- 
bitis  may  follow  fractures,  paidurition  and 
certain  mledical  diseases  as  typhoid  fever,  etc. 
Miller  and  Rogers  of  Boston,  whe  investigat- 
ed 206  cases  of  thrombo-phlebitis  found  exact- 
ly the  same  number  following  non-snrgical  as 
surgical  conditions.  Most  of  the  recognized 
cases  occur  in  the  veins  of  the  lower  extre- 
mities and  it  has  been  repeatedly  remarked 
that  seldom)  does  embolism  follow  these  easily 
recognized  superficial  cases.  The  proportion 
of  emboli  causing  serious  or  fatal  results  to 
the  number  of  cases  of  thrombo-phlebitis 
must  be  small.  Hence  we  must  have  many 
ca.ses  of  deep  jihlebitis  which  go  unrecognized 
except  in  case  of  embolismj  with  serious  or 
fatal  result.  It  is  quite  probable  that  not 
a few  of  the  cases  which  show  an  abnormal 
post-operative  febrile  reaction  and  whose 
convalescence  is  not  normal  have  thrombo- 
phlebitis someAvhere.  And  careful  routine 
autopsies  ivould  surely  place  some  of  our 
^(>called  myocarditis  cas’es  in  the  list  of 
coronary  occlusions  and'  explain  some  other 
such  cases  as  mesenteric  occlusions  and  some 
sudden  qollapse  and  death  cases  on  the  basis 
of  the  blocking  of  an  important  ves.sel.  In 
general,  it  is  believed  that  we  have  under- 
estimated the  number  and  the  importance  of 
blood- vascular  complications  following,  tis.sue 
injury. 

The  cause  of  thrombo-phlebitis  is  a miatter 
of  much  ditference  of  opinion.  Why  it  does 
inot  occur  in  many  cases  of  heavy,  crushing 
injuries  or  )nassive  infection  and  ivhy  it  does 
occur  in  other  sup>plosedly  clean,  carefully 
handledi  cases  cannot  be  answered  with  any 
degree  of  certainty.  For  the  purpose  of  dis- 
ciLssion  the  (piestion  may  be  divided  into 
predisposing  and  exciting  causes.  Li.sled 
among  the  predisposing  causes  ar(>  (1)  Alco- 
hol. tobacco  and  certain  artiides  of  diid.  The 
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causative  influence  of  these  irritants  in 
thronibo-phlebitis  is'  suggested  by  their  be- 
ing fouind  in  lists  of  causes  of  other  blood 
vascular  diseases,  e.  g.  prolonged  tobacco 
smoking  is  regarded  by  some  (Silbert)  as  the 
immediate  cause  of  thrombo-angiitis  obli- 
terans. (2)  Intravenous  medication  (prob- 
ably not  valid)  has  been  mentioned  as  a pos- 
sible cause  as  has  also  the  therapeutic  use  of 
metals.  (3)  Obesity  is  rather  [generally  ac- 
cepted as  an  important  factor  (Snell:  The 
Kelation  of  Obesity  to  Fatal  Post-op.  Pul- 
monary Embolism.  Arch.  Sung.  15  :237,  Aug. 
1927).  The  obese  patient  moves  about  in 
bed  less  following  operation  and  the  circula- 
tion is  more  sluggish.  (4)  Trauma  and  op- 
erations for  traumatic  conditions  show  a high 
incidecice  for  , phlebitis  and  embolism  (Mc- 
Cartney : Pulmonary  Embolism,  Arch.  Path, 
and  Lab.  IMed.,  3:921  June  1927).  (5)  De- 

bilitating conditions,  under  nourishment,  low 
bljood-pi'essure  states  and  dchytlration  post- 
anesthetic or  other  deserve  consideration  as 
causative  factors.  (6)  Slowing:  of  the  blooil 
stream  by  the  (luiet,  recumbent  position  in 
bed  after  operation  or  accidental  injury  is 
thought  to  be  an  important  influence.  (7)  De- 
creased' 15.  M.  H.  following  anesthetic,  o])era- 
tion  and  the  use  of  narcotics  with  almost  ab- 
solute rest  in  bed  has  been  advanced  as  a 
factor  favorable  to  the  occurrence  of  phle- 
bitis and  emibolism.  (Walters:  Peducing 

Piost-Op.  Pulmonary  Thubolism,  Ed  S.  (t. 
& 0.,  45:238  Aug.,  1927).  (8)  Pre-exist- 

ing disease  affecting  the  integrity  of  the 
heart  valves  or  muscle,  the  vessel  Avails  or  the 
blood  itself  may  more  properly  belonig  with 
the  exciting-  causes  but  should  be  mentioned 
here.  So,  also  should  avc  think  of  i)re-exist' 
ing  foci  of  infection.  Anemias,  primlary  or 
secondary,  are  saidi  to  be  predisj)osing  im- 
fluences  and  the  absorptions  of  tissue  juices 
may  be  added  to  the  list.  The  aboA-e  consti- 
tutes (piite  an  array  of  possibilities  and  each 
has  had  at  one  time  or  another  a ,]4rotagonist 
Avith  a ready,  supportkig  line  of  reasoning. 
Xo  doubt  several  of  the  above  influences  Avill 
be  found  operative  at  one  and  the  same  time 
in  iinost  cases.  Stich  has  been  my  obser\'ation. 
The  onstanding  causes  apiiear  to  be  enforced 
(|niet.  decreased  15.  M.  R.  Avith  sloAved  blood 
current. 

Tn  this  connection  and  before  considerating 
the  exciting  causes  the  conditions  determin- 
ing the  location  of  llirombo-phlebitis  folloAV- 
ing  surgery  may  be  brought  up  for  consider- 
ation. Of  the  cases  Avhicli  have  b(>en  definite- 
ly recognized  bv  far  the  greater  mumber  have 
been  iTi  the  lareie  A^eins  of  the  iielvis  ami  the 
loAA-er  limbs  no  matter  Avhere  the  operative 
trauma.  Mo.st  haA-e  folloAved  abdominal  Avoi-k 
and  especiallv  gynecological  ooerations.  It 
is  knowti  that  most  ca.ses  of  thmiubo-plde- 


bitis  occur  in  the  loAver  half  of  the  body  ana 
that  veins  of  the  left  leg  are  mojst  frecpiently 
affected  no  matter  in  what  area  the  operative 
AMork  is  done.  Exactly  Avhy  is  not  known 
though  not  a few  theories  have  been  advanced 
and  some  experimental  work  has  been  done. 
Position  in  bed — head  and  upper  trunk  ele- 
A-ated  Avith  hijis  and  legs  lower — llias  been 
mentiotaecl  as  of  soane  importance  though 
casts  of  iliac  and  femoral  veins  Avith  the  bkidy 
flat  and  senii-sittin;g  failed  to  sIioav  construct- 
tion  of  these  A-eins.  (Patey.  iMr.  I).  H.  Proc. 
of  Royal  .Soc.  of  Med.  1929).  Large,  long 
veins  supporting  heavy  coliunns  of  blood  at 
locations  in  Avliich,  under  the  circumstances, 
the  influences  normally  forcing  the  blood 
foi-Avard  on  its  Avay  back  to  the  heart  are 
least  effective  is  ainother  suggested  explana- 
tion. Unusual  prominence  of  the  sacrum  Avith 
fonvard  angulation  of  the  iliac  veins  Avith 
possible  slowing  and  eddyinigi  of  the  blood 
current  in  this  area  has  been  cited  as  a pos- 
sible cause.  The  i)ump  action  of  the  venous 
return  exei-ted  by  diaphragmatic  and  abdo- 
luimd  Avail  mj()vements  is  undoulffedly  much 
restricted  in  post-  operative  cases  due  to  gen- 
eral Aveakness  and  rela.xation,  but  particular- 
ly in  abdominal  work,  to  natural  s])liinting, 
and  may  have  la  great  deal  to  do  Avith  venous 
stagnation  in  the  ve.s.sels  below.  Tight  dress- 
ings and  inerea.se  in  intra-abdominal  pres- 
suix“  from  ainy  cau.se  may  be  thought  of.  In 
short,  .stagnation  because  of  failure  of  the 
forces  Avhich  normally  overcome  gravity  in 
the  A'enous  tree,  at  situations  mo.st  likely  to 
such  stagnation,  seems  to  be  the  trend'  of  our 
theories  as  to  Avhy  phlebitis  occurs  in  one 
vein  and  not  in  others.  This  seems  to  be  in 
line  Avith  the  thought  that  circulatory  failure 
of  any  kind  is  apt  to  be  first  noted  and  moist 
marked  in  the  more  dependent  and  'distant 
))arts.  The  same  may  be  said,  in  gecieral, 
though  not  Avithout  e.xception,  of  other  dis- 
eases specially  affecting  blood  vessel  Avails 
e.  'g.  arterio  sclerotic  and  diabetic  gangrene, 
throiiiibo-angiitis  obliterans,  etc.  Yet,  all  our 
theories  fall  short.  Why  Avith  the  blood  /es- 
■scls  and,  of  course,  the  'blood  in  the  tAvo  limbs 
of  the  same  individual  under  identical  eem- 
'ditions,  is  Ihis  coipplication  unilateral  as  it 
is  in  most  cases?  Why  does  the  condition 
occur  in  the  vessels  of  the  left  leg  u.siudl.v 
folloAving  .such  operations  as  appendectomy 
and  right  henaiotomy?  .Such  (piestion  re- 
main unanswered  and,  lookiivm  to  prevention, 
are  of  more  than  academic  iiderest.  Local 
trauma  ai)]Aarently  has  nothing  to  do  Avith 
the  condition  Mul  a bloo.d  borne  infeidion  is 
necessarih-  a e'eneral  one.  It  is  conceivabh- 
that  a mild  blood  borne  infection  plus  stag- 
nation due  to  chaiic(‘  position  for  a time,  or 
other  factor,  'inight  produce  changes  ila  the 
('udothclitd  liniue-  of  a v(-in  ind  didermine 
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a 1‘lot.  Oi’,  tlirombi  arr  usually  round 

sterile  on  eiilture,  possibly  altered  blood 
chemistry  follmving  injuries,  opei'atious, 
acute  fevers  etc.,  plus  stagnation  may  cause 
endothelial  injury,  uith  clot  formation,  only 
in  the  vessel  in  which  the  current  was  slow 
enough  to  allow  the  production  of  this  initial 
damage.  These  are  open  questions.  This 
brings  us  to  the  c,q.i.sideration  of  the  excit- 
ing cause  of  thromibo-phlehitis.  A voluminous 
literature  chronicling  many  clinical  observa- 
tions and  a great  deal  of  experimental  work 
on  this  phase  of  the  subject  leaves  one  in 
doubt.  However,  certain  importaJnt  facts 
have  been  established  in  this  cioniiection  and 
authoritative  opinion  on  points  not  yet  be- 
yond dispute  may  be  had.  Aside  from  the 
predisposing  causes  already  considered  infec- 
tion and  changes  in  the  blood  are  usually 
thought  of  in  this  connectiioii. 

As  to  the  matter  of  infection  we  may  re- 
call that  cultures  from  thrombi  are  usually 
sterile;  that  thrombosis  occurs  not  in  tlic 
gros.sly  infected  eases  nor  in  septicemias,  as 
a.  rule,  but  more  often  in  cases  showing  not 
the  slighte.st  clinical  eviddnee  of  infection — 
clean  ca.ses : and  that  the  symptomatology  of 
thrombosis  is  not  that  of  igro.ss  infection. 
Dr.  Wi  Howell  Evans  (Proceedings  Royal 
Soc.  of  Med.,  Vol  xxii.  No.  5,  March  1920 j 
.states  that  “there  is  no  eonvinciing  proof  of 
the  infectious  origin  of  primary  thrombi 
though  it  may  influence  the  numher  of  plate- 
lets and  cause,  cha)nges  in  the  vascuki-  endo- 
thelium. It  is  not  a necessary  factor  bid 
may  be  a contributing  one.”  Aschoff 
(Thrombosis,  Lectures  on  Pathology,  Paul 
B.  Haeher,  New  York,  1924-,  p.  2515.)  .says 
“opinion  as  to  the  role  of  infection  differs 
but  that  many  fatal  ca.ses  have  followed  clin- 
ically dean  cases  a/!id  dosed  fractm-es.  ” Lis- 
ter, W.  A.  (Statistical  Investigation  into  the 
Causation  of  PulmJonary  Emholism  Follow- 
ing Operation,  Lancet  1:111  Jan.  15,  1927) 
.states  that  “pulmonary  emboli  following 
ojieration  are  probably  mot  due  to  trauma  or 
Infection.”  The  role  of  infection  in  the 
cau.siation  of  throiinbosis  is  aiiparently  a 
minor  one.  Yet,  Foulerton  showed  that  B 
coli  appear  in  the  urine  after  practically 
every  ahdom^nal  o,p)eratlon.  l\Ir.  Victor 
Bonney  suggests  the  idea  that  bacteria 
mdrate  through  the  bowel  wall  after  every 
abdciminal  operation  and  may  be  the  pos- 
sible source  of  the  infectious  origin  of 
thrombi. 

Changes  in  the  bload  following  operations 
have  been  studied  by  numerous  investigators. 
Among  the  recent  workers  is  Andrews  of 
Chicago,  (Post-Operative  Blooid  Changes. 
Edmund  Andrews,  Annals  of  Surgery.  Vol. 
XCri,  Oct..  1930)  who  made  intensive  post- 
operative blood  diemieal  studies  ion  patients 


for  21  to  3(3  hours  after  oiieration  and  re- 
ports 'no  signiticant  cha<,iges  ni  tlie  leuco- 
cytes, blood-pressure,  temperature,  inilse, 
blood  sugar,  water  content  at  tlie  uioocl,  or 
chlorides  or  carbon  dioxide  though  prolouud 
cinanges  were  noted  in  the  mineral  salt  bal- 
ance. Bancroft,  Kngelmass  Stanley-Brown 
(Annals  ot  Siirg.,  Vol.  Nt  , Aug.  Ibz9j  have 
juiblis'ned  tlieir  preliminary  reports  on 
■■Evaluation  of  Blood  Clotting  factors  in 
Surgical  Diseases.”  Their  work  is  ba.sed 
on  the  assumption  that  since  many  paue.its 
who  have  present  all  the  lactors  liioiiglit  to 
he  favorable  to  the  production  of  jilileimis  or 
thrombosis  do  not  develop  the  condition 
while  others  with  a minimal  number  of  the 
factors  jiresent  readily  succumb  there  must 
he  a varient  in  the  ciOiistitiients  of  the  blood 
Avhich  predisposes  to  it.  It  is  significant,  in- 
cidentally, that  they  finally  omitted  bleed- 
ingi  and  clotting  time  in  their  work  with  the 
statement  that  “no  true  indication,  of  the  de- 
gree of  the  patient’s  blood  coagulability  was 
thus  obtained.”  It  has  been  suggested  that 
anesthesia  and  operation  may  disturb  the  lial- 
ance  between  the  coagulant  and  the  anti- 
coagiilamt  elements  in  the  blood.  Any  exten- 
sive discussion  of  the  subject  of  blood  clot- 
ting is  beyond'  the  scojge  of  this  paper  but  the 
bearingi  is  so  direct  that  it  may  not  be  left 
out  entirely.  It  is  well  known  (Dr.  AV. 
Howell  Evans)  that  tissue  juices  contain  a 
thnombojilastie  material  capable  of  initiating 
coagulation  and  also  that  there  is  a some- 
thing in  injured  tissue  which  provokes  in- 
crea.se  in  blood  platelets.  Detached  mnsele 
tissue  is  .sometimes  used  to  control  bleeding 
(in  bone)  and  platelet.s  are  understood  to 
be  a definite  kind  of  cell  arisiag  from  the 
bone  marrow  and  which  by  their  degenera- 
tion furnish  material  which  in  turn  is  in- 
timately associated  with  iiroce.ss  of  clotting. 
It  has  been  siiiggested  that  the  tendency  to 
clotting  may  be  indicated  in  any  disea.se  by 
the  platelet  count.  Platelet  counts  are  high 
froim  about  the  third  to  the  tenth  post-opei-a- 
tive  day  and  seem  to  be  in  proportion  to  the 
amount  of  tissue  injury  and  the  iibsorption 
or  break-down  products.  Further,  the  fir.st 
step  in  thrombus  formation  is  the  adherence 
of  platelets  to  the  vessel  wall.  It  is  stated 
(Evans)  that  shed  hlood  in  which  platelet 
degeneration  is  ]irevented  shovs  no  tendency 
to  clot.  In  this  connection  we  may  recall 
that  blood  drawn  through  a double  needle 
so  as  to  touch  mo  tissue  may  be  kept  fluid 
in  a test  tube  three  weeks  ((Mr.  J.  P.  Lock- 
hart-Miimmery.  Proc.  R.  8.  of  (Med. — (Mch., 
1929).  And  John  Hunter  proved  by  care- 
fully ligating  the  veins  in  the  neck  of  a horse 
that  the  blootl  remained  fluid  after  two 
weeks.  This  experiment  has  been  recheeked 
in  more  recent  times.  The  oocurrencie  of 


218 


A'/;.V7Tr/vT  MEDICAL  ./nj'DXAL 


[Ajiril,  l!t.S2 


1 liiH>iiil)o>is  at  alxmt  tlic  tiiiif  wlui.i  altsai'p 
tion  of  wound  protluets  is  lutive  is  sug'gos- 
tive  and,  in  view  of  the  above,  it  may  be  rea- 
soned that  l)reakdown  tissue  produets  either 
(lireetly  or  liy  inciting  a rise  in  jilatelets  and 
along  with  slowed  blood  current,  etc.  have' 
an  im])ortant  part  in  thrombus  production. 
Again,  it  has  been  noteil  above  (Andrewsj 
that  there  are  profound  changes  in  the  min- 
eral salts  of  the  blood  following  operation. 
Are  sucili  changes  in  the  direction  of  increased 
coagiulaliility  and  tendency  to  thromims  for- 
mation f The  evidence  at  hand  is  apiiarent- 
ly  against  such  conclusion.  At  this  junc- 
ture it  is  interesting  to  note  that  since  tlie 
suggestion  of  Waltm-s  and  of  Whipple  there 
is  widespread  use  of  calcium  preiiarations 
pre-operatively  in  cases  in  which  hemorrhage 
is  feared : yet,  calcium  deficiency  has  not 
been  demonstrated  in  such  eases  even  in  the 
presence  of  jaundice  and  recent  studies  of 
Kavdin,  Kiegel  and  iMorrison  (Annals  of 
8ui’g.,  Vol.  XCl.  No.  6,  June,  1930)  are 
suniiiuarized  by  the  stateiiient  that  ionized 
calcium  does  not  favorablj-  affect  the  coagiU- 
lation  time  of  normal  or  jaundiced  dogs  ex- 
cejit  in  rare  instances  but  that  glucose,  on  the 
other  hand,  by  mouth  or  intravenously  does. 
Other  blood  elements  liav'e  been  .studied  in 
tins  connection  but  definite  conclusions  as 
to  the  relation  of  changed  blood  chemistry 
to  jihlebitis,  arteritis  and  thrombosis  are  not 
at  hand  at  jiresent. 

The  symjitomatology  of  post-ojierative 
pathological  conditions  of  the  superficial  ves- 
s(‘ls,  jiarticularly  of  the  extremities,  is  too 
well  known  to  warrant  repetition  here, 
(’hanges  in  the  deejier  veins  will  remain  a 
difficult  diagnostic!  problem  except  in  cases 
in  which  very  important  vessels  are  involved, 
in  which  dramatic  crises  are  brought  about 
by  emboli  or  in  which  careful  post-mortem 
examinations  are  done.  Kecently  an  attempt 
has  been  made  to  set  up  a minimal  list  of 
symptoms  on  Avhich  a diagnosis  of  throm- 
bosis or  embolism,  is  justifiable.  In  view  of 
the  extreme  difficulty  in  some  cases  such 
standard  should  prove  heljiful. 

In  .spite  of  the  fact  that  general  agreement 
on  the  problem  of  thrombosis  and  embolism 
is  lacking  prophylaxis  is  thought  to  be  of 
first  importance  and,  in  view  of  what  is  knoAvn 
of  the  subject,  the  following  are  recom- 
mended: (1)  Pre-opierative  preparation 

should  include  the  ('limi’'.ation  of  foci  of  in- 
fec|tion,  the  correction  if  jmssihle  of  .shock, 
low  blood  jiressiire  states  and  ammiia  (trans- 
liision,  etc.)  (2)  (bnitle  handling  of  tissues. 
(3)  ('are  in  dissections  about  important 
blood  vessels,  care  in  placing  ligatures  and 
care  in  jilacing  drains.  (4)  Avoidance  of 
prolon:2cd  anesthesia,  hemorrhage  and  shock. 
(5)  Position  in  bed  to  favor  circulation  in 


I he  dislal  pai  ls  and  l'rc(|ucnl  cJiange  of  posi- 
tion es})ccially  of  the  limbs.  (6)  Supportive 
bandages  if  varicosities  are  present  in  the 
legs.  (7)  Cardiac  .stimulants  may  speed  up 
t'ne  cii-culation  when  depressed.  (8)  It  has 
been  suggested  (Xesbitt-Jour.  of  Okla.  State 
•Med.  A.ssn.  Nov.,  192!))  that  in  cases  in  which 
clotting  is  fear(‘d  that  15  e.  c.  of  .sod.  citrate 
be  givem  intravenously  but  the  ba.sis  of  this 
seems  unsound,  (ff)  Careful  investigation  of 
already  existing  circulatory  disease  condi- 
tions Avith  remedy  if  possible  Once  the  con- 
dition has  actuall^v  occurred  and  been  recog- 
nied  the  treatment  consists  in  absolute  rest 
of  the  part  Avith  bandaging  au;l  elevation  and 
the  ajiplication  of  heat.  Jlassage  is  interdict- 
ed as  it  may  favor  the  breaking  up  of  the 
clot  and  embolism.  Numerous  more  or  le.ss 
ineffective  medicaments  have  been  used  as 
local  aiiplications  to  the  aii’ected  part.  Pain 
relief  may  be  required.  If  fraaraents  of  clot 
break  away  and  drift  Avith  the  blood  stream 
the  heart  or  the  arterial  tree  Avill  be  the  site 
of  lodgment  and  the  treatment  of  embolism 
of  venous  or  of  actual  cardiac  origin  belongs 
to  the  consideration  of  the  arterial  complica- 
tiotns. 

Summary  and  Comment-  The  blood  vas- 
cular complications  of  importance  folloAA'ing 
sui’gical  procedures  are  thrombo-phlebitis  and 
embolism.  These  complications  are  knOAvn  to 
cau.se  a .small  percentage  of  our  morbidity 
and  a smaller  percentage  of  our  mortality 
in  surgical  Avork.  It  is  thought  that  some 
cases  are  overlooked  even  on  post-mortem 
examination.  Thrombo-phlebitis  is  a many- 
sided  ]U’oblem  and  geineral  agreement  as  to 
many  of  its  features  is  lacking.  iMueh  Avork 
has  been  done  on  the  difficult  problem  of  the 
exact  cause  of  these  conditions  and  because 
this  pr  iblem  is  unsoh'ed  it  is  commented  on 
here  at  some  length.  What  is  knoAvn  con- 
cerning the  cause  of  the  condition  .should 
render  j)rophylaxis  fairly  effectWe.  The  con- 
dition Avhen  actually  present  and  recognized 
usually  resiACuds  to  the  Avell  established 
routine  of  treatment  Avith  canalization  or  the 
e.stablishment  of  collateral  circulation  and 
return  of  function  of  the  imrt  affected. 


Contraction  of  Gallbladder.  Chiray  and 

London  present  the  results  of  roentgenography 
of  the  gallbladder  after  stimulation  in  three 
cases  from  their  material  comprising  600  obser- 
vations. The  contractions  occur  rapidly  within 
from  two  to  three  seconds  and  according  to  the 
authors  give  proof  that  the  gallbladder  is  a con- 
tractile active  reservoir.  They  pclnt  to  the  de- 
velopment of  the  technic  of  inducing  and  rec- 
ording the  contractions  which  may  be  used  as  a 
guide  in  testing  the  functioning  of  the  gall- 
1)1  .Adder. 
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Lot’is  Fraxk^  ]\I.  I).,  F.  A.  S. 

Louisville. 

There  is  no  more  a])i)alling  hap|)imii..g  in 
surgery,  none  more  snocking  to  tne  family 
aim  surgiimn  than  those  of  major  eharaeter 
involving  tlie  pulmonary  rascular  sujiply. 

< leenrring  at  a time  wiieii  the  patient  lias  as 
a rule  eompleted  eonvaleseenee,  vhen  tne 
immediate  operative  da.iger  period  has  lieen 
suecpssfnlly  passeil',  at  a time  when  the  pa- 
tient is  no  longpr  bedfast  and  is  looking  tor- 
ward  with  jileasuralile  antieiioation  to  leav- 
ing the  siek  room  and  the  hospital,  2>nlraon- 
ary  embolus  or  thrombosis  is,  next  to  death 
on  the  table,  the  most  tragici  event  which  niaj- 
ensue  as  a seciuence  of  operative  interference. 
To  the  master  pathologist  Vireliow,  who  first 
brought  embolism  to  our  notioe,  we  are  in- 
debted for  almost  our  entire  theories  of  vas- 
cular occlusion  due  to  floating  bodies  as 
well  as  that  of  thromhosis.  His  studies  oc- 
cupying the  decade  from  1846  to  1856  were 
confirmed  and  elaborafed  by  many  observers 
notably  Colinheim  and  Cohn.  Of  the  lat- 
ter’s Avork  in  I860,  Welcdi  im  Ibis  classical  re- 
view forty  j’ears  later  says  “It  is  extra-ordi- 
1 arily  rich  in  anatomical,  experiinenta!,  and 
clinical  facts  and  it  is  well  for  any  one  Avho 
lielieves  he  has  a new  observation  or  ojiinion 
concerning  embolism  to  consult  it  before 
venturing  on  ])ublieation ; a precaution  which 
has  CA’idently  been  often  neglected  by  wintei’s 
on  the  subject.’’  So  I think  having  followed 
the  above  advice,  no  apology  is  requisite  if 
in  this  paper  nothing  new  is  offered  and  if  it 
is  merely  a reminder  of  known  pertinoit 
facts  concerning  the  lAathology  with  possibly 
some  later  ideas  regarding  i)revention  ainl 
treatme«nt. 

In  a study  of  pulmonary  or  any  type  of 
embolism  for  that  matter  we  must  bmir  in 
mind  the  effects  of  vascular  occlusion,  arterial 
and  A’cnous,  which  depend  not  only  upon  the 
size  of  the  A’essel  hut  the  rate  of  O('elusion 
and  the  colliateral  blood  sujppl.v.  For  in- 
stance if  the  collateral  circulation  is.  even 
though  abundant,  by  vessels  of  small  size  as 
in  the  heaid,  blocking  ef  a vessel,  the  coronarv. 
may  nevertheless  lead  to  sudden  death.  1 
would  also  call  attention  to  the  effect  of 
blocking  a large  bramch  of  the  supimdor  mes- 
enteric, notwithstaiuling  tin*  anastomosis  be- 
tween it  and  the  pancreatico-duodenal  abo\-c 
and  the  inferior  mesejderic  below.  “It  is 
not  the  existence  or  non-existence  of  anasto- 
mosis that  should  trouble  us  but  the  pi'esence 
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or  absence  of  suflieicnl  anastomosis."  This 
has  a very  practical  bearing  in  the  technique 
of  resection  of  tlie  transverse  colon  wliicii  ^ 
need  only  meiitioin.  it  .s'nould  also  be  borne 
in  mind  that  at  the  cortex  of  certain  organs 
tliere  is  an  anastomosis  betAveen  the  {leripiiery 
of  the  organ  and  its  capsule  and  that  while 
this  is  very  meagre  it  plays  a distinct  part 
iia  the  changes  occurring  folloAving  occlusion 
of  terminal  vessels  at  the  surface  of  t'lie 
periphery  of  such  organs.  Again  in  the  liver 
and  the  organ  under  discussion  there  is  a 
'double  blood  supply  hence  we  may  have  modi- 
fioations  of  the  |)rocesses  Avhich  usually  take 
jdace. 

Without  going  into  detail  it  is  for  the  aboA’e 
reasons  that  peripheral  and  at  times  more 
cci.Ttral  liloeking  of  a vessel  in  the  lung  does 
not  terminate  in  necrosi.s,  Avhy  the  infarct  re- 
mains a red  infarct  and  Avhy,  notwithstand- 
ing red  corpuscles  may  escape  into  the  alve- 
oli, vitality  is  maintained.  Should  the  in- 
farct not  comtiletely  resolute,  should  it  go 
to  the  stage  of  a ‘white’  infarct  as  is  so  often 
the,  case  in  the  .smaller  occlusions  near  the 
periphery,  they  are  always  noted  as  Avedged- 
■shaped  areas  extending  not  to  the  surface 
hut  just  beneath  it.  In  the  lumg  often  the 
infarct  is  imiperfect  and  if  so  does  not  result 
in  necrosis  but  goes  on  to  complete  resolu- 
tion, or  it  may,  if  .small,  as  a result  of  leuko- 
cytic action  undergo  organization  and  cica- 
trizatioiri.  liargcr  ones  often  undergo  t)utre- 
faction  Avith  suppuration  and  absee.ss  forma- 
tion. Should  a main  vessel  or  the  pulmonary 
artery  become  blocked  death  as  a rule  oi- 
sii(‘s  and  it  is  this  type  that  aa'c  had  in  mind 
in  the  o]iening  sentence  of  our  paper. 

We  are  of  the  ojiiidon  that  smaller  infarcts 
i-esulting  from  surgical  operations  are  of  not 
infi-equent  occurrence,  eA'en  though  often  un- 
I'eeognized  as  such  and  often  the  .symp;toms 
misinterpreted.  In  the  ab.sence  of  frank 
])leuritic  effusion  or  fluid  our  belief  is  that 
the  not  uncommru  i)ost -operative  pleuritic 
stitch  or  so-called  localized  pleurisy  requir- 
ing sti‘aj)])ing.  is  of  throndjotic  origin  and  is 
sej)tic  in  character.  Doubtless  many  of  the 
])ost-operative  ))neumonias  involving  only  a 
small  area  of  one  lung  lobe  are  of  similar 
origin  and  it  is  of  course  a question  open  for 
discussion  as  to  ju.st  hoAv  many  luna'  abscesses 
following  tonsillectomy  may  be  of  the  .same 
causal  nature.  While  this  minor  type  of  em- 
bolus is  of  much  iiderest  not  only  as  to  its 
etiology  and  as  to  its  preA'ention  by  a more 
scrupulous  aseptic,  technique,  it  is  to  the  al- 
mo.st  universally  fatal  ma.ssive  hlockini  that 
we  would  direct  your  attention. 

I’l'om  (*ven  a mej-ely  cursory  reAucw  of  tin* 
literature  j)ulmonary  embolism  Avould  seem 
to  be  upon  tlm  increase,  particularh’  in  older 
subjects.  Quoting  Henderson’s  statistics  from 
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llic  i\I;iy()  (,’liiiic  tIuMT  wrrc  ;n;l  e<iscs  in  tlic 
tea  year  ]ieno(l  I'rnin  1!(17  to  li*27,  there  were 
46  iioii-surgieal  fatal  eases.  Kulin  of  I"  rei- 
berg  lias  reeenly  reported  the  inerease  in  (ter- 
iiuaiiy  111  fatality  from  this  caiisi*  troiii  1.6% 
111  U»24  to  4.!)%  in  1927  where  as  in  1927 
thronibosis  was  fonntl  in  every  fourth  body 
exaininetl  and  fatal  einholisni  was  tound  in 
(‘very  twentieth  body.  In  the  series  of  4,b(H) 
surgical  ca.s(*s  report(‘d  by  Walters,  jnil- 
nionary  emboli  were  found  at  neerojisy  in 
four  eases  though  three  of  the  patients  had 
advanced  cardiac  disease  and  were  over  sev- 
enty years  of  age.  In  two  of  the  cases  pul- 
monary embcili  were  foirid  iine.xpeetedly  at 
post-mortem  though  death  was  the  rc'sult  of 
uremia,  in  one  ami  in  one  of  sepsis.  The 
other  patient  had  auricular  fibrillation  and 
died  on  the  6th  day  following  her  operation. 
Wilson  in  over  63,57.4  operative  cases  found  a 
mortality  of  0.07%.  In  this  group  were  a 
total  of  1.346  breast  operations  and  449  vagin- 
al hysterectomies  among  ivhich  however  there 
was  not  a single  ease  of  pulmonary  embolism. 
In  1712  abdominal  operations  in  this  same 
seri(‘s  there  were  five  fatal  eia.sos  of  embolism 
or  (me  in  every  342.  In  a group  of  40,449 
operations  of  various  tyjies  embolism  was 
found  in  0.12%.. 

It  is  generally  recognized  that  in  pelvic  op- 
ei-ations  by  the  abdominal  route  in  both  male 
and  female  that  the  occurrence  of  this 
disa.ster  is  the  most  frecpient  and  it  Avould 
beho(/ves  us  then  to  look  well  into  the  causa- 
tive factors.  The.se  have  been  generally  ac- 
cepted as  dejiending: 

(Ij  Upon  slowing  or  .stagnation  of  the 
blood  .stream  with  a decrease  in  blood  pres- 
.sure  following  operation; 

(2)  Eddying  of  the  blood  current  as 
pointed  out  by  Von  Recklinghausen ; 

(3)  Loss  of  integrity  of  the  vessel  wall 
with  damage  to  the  endothelium  from  bac- 
terial or  other  cause; 

(4)  Decrease  in  metabolism  with  increase 
in  the  viscosity  of  the  blood : 

(5) )  Changes  in  the  cellular  constituents 
of  the  blood:  among  Avhich  may  be  mentioned 
hemolysis  which  may  be  the  product  of  cell 
degeneration  or  of  a bacterial  activity. 

Under  this  latter  causative  factor  as  well 
as  that  due  to  damage  of  the  vascular  endo- 
thelium, may  be  'mentioned  the  bacterial  ac- 
tion on  blood  clots  which  follows  ligation  of 
its  mesentery  in  the  removal  of  a gangrenous 
ai)pendix,  also,  in  the  ligations  in  abdominal 
hysterectomies  and  oo])horectomit‘s  particular- 
ly for  large  growths.  Tihe  large  mass  liga- 
ture in  the  pelvis  oi‘  anywhere  for  that  matter 
is  a very  potent  source  of  danger.  It  is  not 
infrecpient  to  see  [)hlebitis  following  such 
Operations  and  such  teehni(pie  in  the  ])lacin,g 
of  ligatures.  This  is  always  due  to  extension 


nf  an  infectious  pro^e.ss  into  the  vein.  It  is 
not  a long,  cry  trom  such  conditions  to  mas- 
sive juii ii.'unai'A'  tliromnosis. 

If  .one  studies  the  deaths  from  pulmonary 
enioolism  tliey  fall  naturally  into  three 
clas.s(‘s : 

(1)  Those  that  occur  immediately  with 
only  a small  portion  of  tihe  pulraonarj'  cir- 
culation obstructed  ; 

(2)  Death  in  a,  few  moments  due  to  coni- 
plete  or  almost  complete  blocking  of  the  pul- 
mo.diry  circulation ; 

(3j  Delayed  deaths  due  to  an  increase  of 
thrombo.sis  following  an  initial  blockinig  by 
an  embolus  of  a small  iiortion  only  of  thg 
pulmonary  circulation. 

In  this  discu-ssion  we  have  .said  nothing  of 
those  emboli  following  fractures;  \dz.  fat 
emboli.  They  are,  ihowever,  a source  .of  dan- 
ger which  is  to  be  remembered  especially  by 
the  bone  surgeons,  though  they  may  also  occur 
as  a result  of  operative  handling  of  fatty  tis« 
sues.  Another  reason  for  gentle  surgical 
manipulation. 

At  this  point  I would  like  to  call  attention 
to  an  artiede  by  Patterson  of  Rochester, 
X.  V.  in  the  October  17th  i.ssue  of  the  Jour- 
nal rejAorting  two  cases  of  fatal  oil  embolism 
following  dilitation  of  the  urethral  .stricture 
with  oil  after  the  method  recommended  by 
Sir  Henry  Thompson  in  1888. 

1 would  also  call  attention  to  an  editorial 
in  the  same  issue  commenting  upon  an  article 
by  the  son  of  one  of  our  local  iMaster  Sur- 
geons, Dr.  A.  Morgan  Vance.  This  work  of 
his  .son’s  Dr.  B.  Morgan  Vance,  is  a most 
interesting  rejiort,  one  which  does  him  and 
his  illustrious  father  great  credit  and:  which 
I know  Avould  for  that  reason  if  no  otlier 
interest  the  members  of  this  society.  One 
paimgraiph  of  the  editorial  1 will  C}Uote  ver- 
batim ; 

“Fat  emboli  Avhich  pass  in  large  numbers 
from  the  pulmonary  circulation  into  the 
arterial  circulation  may  be  distributed  to  all 
organs  of  the  body,  especially  to  the  brain, 
the  heart  and  the  kidneys.  The  most  prom- 
inent .symptoms  are  eau.sed  by  fat  lodging 
in  the  brain.  In  such  cases  Vance  divides  the 
])rogre.ss  of  the  condition  into  three  stages; 
first  a period  of  from  forty-eig.ht  to  sixty 
hours  between  the  trauma  and  the  appear- 
ance of  the  symptoms;  next  the  soporific 
sta:ge.  ushered  in  by  dysjuu'a.  restles.sness. 
jirecardial  pain  and  a higher  pulse  rate.  In 
this' .stage  the  fat  probably  is  passing  through 
the  capillaries  of  the  lungs  into  the  arterial 
blood,  and  the  symptoms  a, re  due  to  difficul- 
ties experienced  by  the  right  side  of  the  heart 
durinigi  this  jiroce.ss.  Cerebral  symptoms  then 
arise;  the  patient  sinks  into  a stupor  and 
gradually  passes  into  the  third  stage,  that  of 
coma.  The  cerebral  type  of  fat  embolism 
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may  be  overlooked  if  an  injury  of  t'he  head 
is  present. 

This  study  jiti’ovides  further  evidence  that 
one  of  the  "true  etiologic  factors  in  fat  em- 
bolism is  trauma  to  the  odipose  tissue  fre- 
quently produced  by  fractures  of  bones.  Al- 
leged etiologic  factors,  such  as  burns,  poisons, 
lipemic  conditions  due  to  natural  causes,  ancl 
post-mortem  processes,  did  not  prove  to  be  im- 
portant.” 

So  also  have  we  not  touched  upon  that  very 
interestin;gi  type  of  eimboliis,  pulmonary  in 
character,  which  is  observed  during  preg- 
nancy due  to  the  carrying  into  the  circula- 
tion of  placental  villi.  Such  may  occasional- 
ly be  a cause  of  Sudden  death  either  during 
pregnancy  or  the  progress  of  labor.  iMo.st 
often  though  they  go  unrecognized  or  are 
even  symptomless  with  subsequent  disappear- 
ance of  this  cellular  meta.static  embolus.  A 
study  of  this  subject  alone  Avould  intrigue 
one  into  an  essay  of  large  proportions  and  it, 
as  that  of  fat  emboli  are  only  mentioned. 
En  qmssafni. 

Notwithstanding  the  striking;  j)icture  in  ]»ul- 
nionary  embolus  it  is  not  at  aJl  times  an  easy 
matter  to  make  a definite  and  positive  diag- 
nosis and  mistakes  have  not  infre(iuently 
been  made  as  shown  by  .subsequent  autopsy. 
Thus  in  the  .series  of  cases  collected  by  Cap- 
pelle  the  clinical  diagnosis  of  pulmonary 
embolism  was  found  to  be  wrong  in  nim* 
cases  out  of  twenty-six,  the  mistake  in  a num- 
ber having  been  made  of  interpreting  car- 
diac insufficiency  as  embolism.  Riedel  gives 
two  cases  from  Denk’s  clinic  in  which  cardiac 
in.S'ufficiency  also  interpreted  as  ejnbolism  were 
operated  iilpon  with  fatal  residt.  Nystrom 
says  he  also  made  the  mistake  of  interin-eting 
uremia  for  embolism. 

Pulmonary  embolism  may  appear  under 
various  forms  and  the  most  common  symp- 
toms when  death  does  not  ensue  at  once  are 
accompanied  with  a shortness  of  breath, 
anguish,  feeble  pulse,  paleness  and  cya.nosis 
Avith  a stitch  or  pain  in  the  chest.  These 
symptom>s  may  exhibit  wide  differences  as  to 
quality  and  intensity.  There  may  be  a feel- 
ing of  marked  constriction  of,  Avith  girdle 
sensation  around  the  che.st  Avhich  may  be  ac- 
companied Avith  vomiting.  “In  other  cases 
the  attack  may  resemble  very  closely  that 
due  to  cardiac  insufficiency  nr  anemia  of 
the  brain.”  We  have  known  a case  to  be 
mistaken  for  an  attack  of  e])ilep.sy,  the  proiti- 
inent  .symlptoms  being  convulsions,  loss  of 
consciousne.ss,  frothing  at  the  month  and 
blood  stained  saliva.  Nystrom  called  attention 
to  a matter  of  A'ery  great  interest;  namely, 
that  tihe  ptilse  need  not  be  at  all  accelerated. 

Prom  a )u-actieal  standpoint  we  ask  our- 
selves is  there  any  means  of  nrcvcnting  this 
terrible  surgical  calamity.  We  beli(>ve  that 


following  the  plan  of  Walters  of  the  IMayo 
Clinic  with  attention  to  the  Avork  of  some 
other  observers  that  it  is  quite  possible  to 
lessen  the  incidence  of  this  complication.  Por 
.sometime  uoav  in  many  of  the  German  Clinics 
based  upon  the  assumed  changes  in  meta- 
bolism and  the  slowing  of  the  blood  current, 
it  has  been  the  custom  to  administer  small 
doses  of  thyroid  or  thyroxin  post-operatiA’ely. 
The  recent  excellent  AVOrk  of  Bancroft  in  a 
study  of  the  prevention  of  emboli  stresses 
•scAcral  factors  Avhich  are  quite  stinking.  At- 
tention is  also  again  directed  to  infection  and 
trauma.  He  cites  the  Avork  of  Mills  in  con- 
nection Avitih  the  effect  of  diet  upon  the  vis- 
cosity of  the  blood  and:  basal  metabolism  in 
connection  Avith  blood  clotting.  Por  instance 
a carbohydrate  and  fat  diet  Avhile  raising  the 
metabolism  does  not  increase  the  clotting 
Avhile  a protein  diet  not  only  raises  basal 
metabolism  but  definitely  increases  tbe  blood 
(lotting  elemients.  He  attributes  this  to 
some  unknown  factor  connected  Avith  protein 
metabolism. 

Patey  in  some  very  careful  experimental 
.studies  bas  shoAvn  that  unquestionably  fol- 
loAving  abdominal  ojicrations  there  is  very 
freiiuently  a reduction  in  the  deipth  of  nor- 
mal resptiration  and  that  in  the  cases  studied 
by  him  there  Avas  shoAvn  a decided  effect  fol- 
loAving  abdominal  operations  not  only  in  the 
movements  of  the  dia])hragin  Avith  marked 
respiratory  AUiriations  of  intra-abdominal 
pre.ssure  but  also  on  tin*  vital  capacity  and 
tidal  air.  Bearing  these  studies  in  mind  and 
until  more  definite  facts  are  knoAvn  concern- 
ing the  mechanics  and  chemistry  of  blood 
cioagulation  patients  should  not  be  purged 
j)receeiding  operations  but  blood  fluids  shoidd 
be  kejit  at  a very  high  level.  Also  tbe 
strengtb  of  tbe  heart  should  be  keiff  up  by 
the  pre-operative  adiministratioii  of  digitalis. 
Extreme  care  should  be  taken  to  iirevent  loss 
of  blood  and  unnecessary  trauma  especially 
by  large  mass  ligaturing.  Needle.ss  to  say 
one’s  technique  must  be  kept  flaAvless  and 
CA^ery  effort  should  be  made  not  only  to  at- 
tain this  technicjue  and  to  perfect  it  but  also 
to  .maintain  it.  After  tbe  operation  the  patient 
.siiould  not  be  allowed  to  remain  in  one  posi- 
tion veiy  long’.  The  position  of  body  and 
also  the  extremities  shoidd  be  freipiently 
changed.  Moderate  exercise  of  the  arms  and 
h'gs  should  be  bce.iin  as  early  as  po.ssible. 
The  patimit  should  be  urged  to  breath  deeply 
and  small  dos(^s  of  di'siccated  thyroid  may  be 
given  for  a number  of  days  post-operativcly 
with  advantage. 

So  much  for  ])rcA’ention,  but  Avhat  are  av<‘ 
to  do  after  tbe  pulmonarA'  vessel  is  blocked 
Avith  an  embolus.  In  1908  Trendelenburg 
reiiorted  to  the  German  Snrgicnl  Giongress 
bis  lA'searcli  on  cmbolectomy  of  the  pulmonary 
ai'tci'V  describing;  the  fii’st  1avo  opei'ations 
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peri’ormed  iu  iiuui  fur  its  relief.  Since  lus 
report  some  dU  operations  have  lieen  publish- 
ed in  the  literature. 

.Xystuciiii)  has  a most  fa-scinatiiig'  article  iu 
the  *<  >c!tober  llhJO  Annals  of  Surgery  report- 
ing his  own  and  other  cases  operated  on  up 
to  that  time.  In  this  report  Id  cases  siir- 
\iving  operations  are  cited.  Westerborn 
called  attention  to  2 cases  which  throuigih 
ty{)ogra|)hical  error  Avere  overlooked  and  re- 
ports 22  cases  Avhich  survived  the  operation 
6 of  Avhich  were  discharged  from  the  hospital 
as  well.  When  one  takes  into  consideration 
the  ciertain  death  which  folloAVS  massive  pul- 
monary embolism,  this  is  a remarkable 
'achievement. 

XystromX  retiort  and  the  one  h_A  Meyer  of 
Uerliii  publishcil  in  S.  (I.  & <h  for  May  ]!)2() 
read  like  the  most  thrilling  and  absorliing 
novel  and  we  recommend  their  study  as  well 
as  that  of  the  article  liy  Bancroft  and  the 
paper  by  Waltcis  to  those  who  are  more  than 
casually  interested  in  this  subject. 
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DISCUSSION 

Emmet  F.  Horine:  The  historical  background 
of  va.scalar  surgery  is  (luite  interesting  in  that 
more  than  one  hundred  and  twenty  years  elapsed 
between  the  birth  of  the  idea  and  further  work 
toward  the  solution  of  the  problems  concerned. 
Apparently  in  1759  a surgeon  of  New  Castle- 
on-Tyne  named  Lambert  suggested  closing  an 
arterial  Avound  by  the  introduction  of  a pin. 
Shortly  after  this  suggestion  Hallowell  closed  a 
bleeding  aneurysm  by  inserting  a pin  through 
each  edge  of  the  Avound  and  then  Avrapping  a 
string  around  the  pin.  Success  follow’ed  this 
technique  and  several  other  cases  Avere  tried  iu 
a like  manner.  Twelve  years  later  Assmanu 
made  animal  experiments  which  wei'o  uniformly 
unsuccessful  leading  him  to  state  that  vascular 


surgery  was  not  feasible.  It  was  not  until  1881 
that  Gluck  again  attacked  the  problem  with 
some  success.  Out  of  his  work  has  grown  ttie 
modern  technique  used  at  present. 

When  the  circulation  through  the  heart  has 
slowed  and  especially  when  the  auricles  fail  to 
empty  themselves  as  occurs  in  auricular  fibrilla- 
tion large  clots  may  form.  These  so-called  bland 
thrombi  appear  in  various  types  of  chronic  heart 
affections  and  wasting  diseases.  Thrombotic 
vegetations  may  be  present  in  acute  and  sub- 
acute endocarditis.  Mural  thrombi  covering  cir- 
cums'cribed  areas  may  be  encountered  as  a re- 
sult of  coronary  occlusion.  Ball  or  pedunculated 
thrombi  are  relatively  rare.  Naturally  any  of 
these  thrombi  or  portions  of  them  may  be  forced 
into  the  circulation  finally  to  be  lodged  in  some 
portion  of  the  arterial  tree. 

Dr.  Hume  mentioned  that  in  thrombosis  of 
the  lower  extremities  the  left  side  Avas  most  fie- 
(|uently  affected.  'I  his  is  certainly  true.  Pos- 
sible explanations  are  that  the  left  common  iliac 
vein  is  much  longer  than  the  right.  Further  the 
left  is  more  obliquely  placed  and  is  crossed  by 
the  right  common  iliac  artery.  Also  its  situa- 
tion is  such  that  it  is  liable  to  pressure  from  an 
over  filled  sigmoid  flexure  or  rectum.  An  ad- 
ditional factor  should  be  mentioned  based  on  the 
work  of  McMurrich  who  in  studying  cadavers 
found  80  per  cent  of  congenital  anomalies  in 
the  common  iliac  veins  which  resulted  in  a 
dimunition  of  their  lumen.  The  most  interesting 
point  Avas  that  he  found  these  congenital  de- 
fects on  the  left  side  in  90  per  cent  of  the 
cases. 

A very  interesting  and  unusual  type  of  em- 
bolism is  the  crossed  or  paradoxical  one.  By 
this  we  mean  an  embolus  in  the  arterial  tree 
whose  point  of  origin  has  been  on  the  A’enous 
side  and  which  has  reached  the  left  side  of  the 
heart  without  passing  through  the  lungs.  It  has 
been  shown  that  such  eimboli  pass  through  an 
open  foramen  ovale.  Pathologists  tell  us  that 
autopsies  show  from  20  to  45  per  cent  cf  open 
foramen  ovales. 

Peripheral  Nenous  thromboses  occur  occas- 
ionally in  advanced  heart  failure  and  often  go 
undiagnosed  because  of  the  accompanying  and 
often  'marked  oedema.  In  surgical  work  Di-. 
Hume  is  undoubtedly  cori’ect  when  he  calls  at- 
tention to  the  possibility  that  certain  surgical 
cases  making  a slow  couvalescene  with  an  un- 
explained slight  fever  may  have  a thrombo- 
phlebitis. 

A diagnosis  of  embolism  is,  in  the  usual  case, 
not  difficult  since  there  is  sudden  onset  of  pain, 
numbnOss  and  evidence  of  a disturbance  of  the 
circulation  in  the  part  affected.  Further  sug- 
gestiAC  evidence  is  present  if  there  is  a co-exist- 
ent heart  defect  notably  a mitral  stenosis  and 
auiicular  fibiillation,  or  a histoi'y  of  a recent 
coronaiy  occlusion  or  recent  infection  or  opera- 
tion which  might  have  lead  to  a thrombosis.  I 
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may  digress  a moment  by  saying  that  occasional- 
ly a coronary  occlusion  may  occur  without  pain 
and  that  the  diagnosis  may  be  suggested  by  em- 
bolic phenomena. 

Prompt  embolectomy  is  imperative.  If  more 
than  twelve  hours  elapse  before  operation  the 
chances  of  success  are  remote.  The  reason  for 
the  necessity  for  early  operation  is  that  arterial 
thrombosis  develops  rather  early  below  the  ob- 
structed area.  Naturally  no  good  would  result 
unless  the  operation  is  performed  before  this 
occurs. 

In  recommending  operation  no  set  rules  can 
be  given  it  'being  necessary  to  weigh  every  factor 
in  each  individual  case.  Undoubtedly  the  pres- 
ence of  multiple  emboli  constitutes  a contra- 
indication to  operation.  In  embolectomy  the 
anesthetic  of  choice  is  local. 

A.  J.  Miller:  I wish  to  call  attention  to  the 

great  variation  of  reports  of  instances  of  em- 
bolism post-mortem.  Personally,  I think  there 
is  no  subject  that  has  caused  more  perplexity 
and  work  than  the  search  for  emboli  in  patients 
clinically  dying  of  embolism. 

Usually  death  from  pulmonary  embolism  is 
easily  demonstrated;  the  clot  is  so  obvious  that 
its  recognition  is  easy.  In  the  case  of  the  brain, 
it  is  possible,  I presume,  for  embolism  of  the 
brain  stem  to  cause  quite  sudden  death  even 
if  a very  small  area  is  involved;  but  it  is  dem- 
onstrated with  much  difficulty.  In  the  case 
of  coronary  embolism,  there  is  much  variance 
between  the  post-mortem  findings  and  the  clin- 
ical interpretation.  Some  of  this  variance  is  no 
doubt  the  result  of  examiners  using  different 
criteria  for  the  recognition  of  anti-mortem  clots. 
If  the  clot  which  is  the  embolus  forms  a short 
time  before  death,  it  is  not  possible  by  any 
method  of  examination  or  testing  to  differentiate 
between  a post-mortem  and  an  anti-moilem 
blood  clot.  The  changes  which  make  the  differ- 
entiation possible  are  post-mortem  changes  in 
the  blood  clot.  If  sufficient  time  has  elapsed 
for  these  changes  to  occur,  the  differentiation  is 
possible;  otherwise,  not. 

I should  like  to  mention  that  in  fat  embolism, 
the  masses  of  lipoid  substance  may  form  by 
coalescence  of  the  emulsified  fat  in  the  plasma. 
These  masses  may  be  in  sufficient  quantity  to  do 
severe  damage  or  bring  about  death,  having 
been  formed  in  the  blood  stream. 

In  infections  and  in  the  case  of  neoplastic 
diseases,  the  possibility  of  embolism  should  al- 
ways be  borne  in  mind  during  surgical  proce- 
dures and  also  in  physical  examination  of  pa- 
tients. In  infectious  diseases  in  which  there  is 
desti’uction  of  tissue,  such  as  tuberculosis,  sta- 
phylococcus infections  and  syphilis,  there  are  al- 
ways thrombosed  vessels.  The  thrombi  are 
continuous  with  inflammatory  exudate  and  tu- 
mor. 1 hey  are  easily  dislodged.  If  we  do  any 
manipulation  of  the  lesion  during  the  examina- 
tion or  singery,  metastasis  of  tumor  or  bacteria 


may  result.  I believe  it  is  a mistake  to  squeeze 
a boil;  it  should  be  opened  gehtly  and  allowed 
to  drain  with  as  little  trauma  to  the  tis.sues  as 
possible.  In  diseases  in  which  the  vessels  are  not' 
invaded  or  thrombosed,  there  is  little  possiblity 
of  dislodging  emboli.  The  method  of  removal 
of  neoplastic  or  infected  tissues  should  be  di- 
rected with  Inis  point  in  mind.  It  is  gratifying 
to  see  most  operations  of  the  breast,  for  in- 
stance, being  continued  from  the  axilla  toward 
the  median  line  rather  than  from  the  median 
line  laterally,  for  the  purpose  of  blocking  off 
the  lymphatics  and  blood  vessels  at  the  axilla 
and  in  that  way  materially  lessening  the  instance 
of  transplantation. 

Morris  Flexner:  My  case  which  Dr.  Sherrill 

included  in  his  report  is  one  of  the  most  un- 
usual I have  ever  encountered  and  I will  prob- 
ably never  see  another  one  like  it.  Aftei’  we 
had  made  a definite  diagnosis  of  aortic  throm- 
bosis, the  (juestion  as  to  the  method  of  proce- 
dure natuially  arose.  I feel  that  Dr.  Sherrill 
gave  this  man  his  one  opportunity  to  live,  and 
should  the  situation  be  repeated  I would  be  will- 
ing to  follow  the  same  pi'ocedure.  Among  the 
interesting  findings  at  autopsy  was  an  aneui'y.sm 
of  the  heart  secondary  to  the  coronary  throm- 
bosis. Recently  in  Baltimore  1 heard  Di’. 
Emanuel  Libman  discussing  the  question  of 
aneurysm  of  the  heart  following  coronary  throm- 
bosis; he  made  the  statement  that  it  occurred 
somewhere  within  the  neighborhood  of  30%  of 
the  cases,  asserting  also  that  it  is  not  a very 
difficult  diagnosis  to  make. 

Dr.  Ilume  made  the  statement  that  sodium 
citrate  administered  intravenously  might  help 
prevent  some  of  these  post-operative  throm- 
boses. This  is  in  distinct  contradiction  to  my 
understanding  of  the  problem,  as  sodium  citrate 
is  supposed  to  behave  differently  in  vitro  and  in 
vivo.  Baer  of  Mt.  Sinai  showed  some  years  ago 
that  sodium  citrate  solution  injected  intraven- 
ously destroyed  blood  platelets  and  liberated 
thromboplastin  which  would  tend  to  make  the 
blood  clot  more  rapidly.  At  one  time  intra- 
venous injections  of  sodium  citrate  solution  were 
advocated  for  hemorrhage  from  gastric  and 
duodenal  ulcei-,  as  well  as  pulmonary  hemor- 
rhage. 

O.  O.  Miller:  One  is  impressed  by  the  in- 

creasing frequency  of  pulmonary  embolism. 

In  the  Journal  American  Medical  Association, 
of  October  17,  1931,  page  1162,  the  Berlin  cor- 
respondent quotes  E.  Payr,  citing  that  in  his 
opinion  the  exhaust  gases  from  the  modern  auto- 
mobile and  manufacturing  plants,  was  a factor 
in  the  production  of  pulmonary  emboli,  especially 
so  since  the  gi’eatest  number  of  cases  occurred 
in  city  dwellers.  Upon  his  suggestion  Dr. 
iKuntzeii  conducted  a serie.s  of  animal  experi- 
ment.s  on  rats  and  labbit.s  in  which  he  exposed 
the  animals  daily  to  the  inhalation  of  two  to 
three  liters  of  exhaust  gas.  This  treatment  was 
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continued  for  two-and-one-half  months,  and  at 
the  end  of  that  time  an  injection  was  made  into 
the  portal  vein;  this  slight  injury  was  sufficient 
to  cause  the  death  of  four  out  of  fifteen  treated 
animals  within  from  twenty-four  to  twenty- 
eight  hours  from  thrombosis  of  the  portal  vein, 
whereas  the  control  animals  showed  no  disposi- 
tion to  thrombosis. 

With  the  increasing  popularity  of  artificial 
pneumothorax,  one  must  not  overlook  the  ever 
present  hazard  of  air  embolism.  Whenever  this 
occurs,  the  marked  dysponea,  marbling  of  the 
skin,  dilated  pupils  and  clammy  persipiration 
testfies  eloquently  to  an  embarrassed  circulation. 
The  treatment  in  such  conditions  is  prompt  'arti- 
ficial respiration.  Several  cases  have  been  re- 
ported where  the  patient  had  a complete  hemi- 
plegia which  cleared  inside  of  twenty-four 
hours. 

A.  C.  McCarty:  I have  enjoyed  very  much 

the  interesting  points  brought  to  light  in  the 
papers  of  the  evening.  I speak  simply  to  em- 
phasize the  point  made  by  Dr.  Sherrill  and 
stressed  by  Dr.  Horine — namely,  that  embolic 
phenomena  must  be  treated  early  by  surgical 
methods  when  possible.  If  this  is  not  done  throm- 
bosis is  sure  to  follow  and  then  surgery  is  of 
no  avail. 

This  is  well  shown  in  the  first  case  reported  by 
Dr.  Sheirill.  For  the  first  six  hours  after  this 
man  received  a blow  in  fhe  albdomen  there  was 
little  to  discover  of  an  abnormal  nature  save 
for  profound  shock.  During  this  time  the  abdo- 
men was  being  watched  for  signs  of  hemorrhage 
or  peritonitis.  These  signs  did  not  occur  but  in 
their  stead  the  affected  limb  became  white, 
painful  and  swollen  and  the  pulse  disappeared. 
It  was  at  this  time  that  spinal  punctures  ruled 
out  central  nervous  system  involvement  and 
then  intra-abdominal  operation  was  undertaken 
at  an  hour  which  was  evidently  too  late. 

I am  firmly  convinced  that  had  the  correct 
diagnosis  been  made  early  and  an  operation 
performed  under  spinal  anesthesia  this  man 
would  have  had  a fair  chance  of  recovery.  This 
was  an  industrial  accident,  but  an  abdominal 
blow  of  this  same  nature  might  easily  result 
from  an  automobile  or  other  common  accident 
and  I should  like  to  urge  all  present  to  bear  in 
mind  an  embolic  phenomenon.  Early  diagnoses 
and  surgical  Intervention  may  secure  brilliant 
results  whereas  late  inteiwention  is  fruitless. 

W.  M.  Weiss:  Because  of  the  intimate  rela- 

tion of  the  oesophagus  to  the  left  auricle,  the 
former  is  compressed  and  di.splaced  by  the  lat- 
ter in  mitral  stenosis.  Hence  the  stomach  tube 
should  be  used  witn  extreme  caution  in  patients 
with  mitral  stenosis  since  thrombi  already  pres- 
ent from  the  sluggish  circulation  can  be  readily 
dislodged  from  the  dilated  left  auricle.  The 
deviation  and  displacement  of  the  esophagus 
can  be  well  visualized  on  the  fluoroscopic  screen 
when  the  patient  is  in  the  right  anterior  oblique 
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position  and  a thick  barium  mixture  is  swal- 
lowed. 

WonHford  Troutman:  I have  recently  see- 

some  ten  of  twelve-hundred  autopsies,  over  a 
period  of  about  ten  months,  and  it  was  alarm- 
ing *^0  note  the  number  of  cases  of  embolus  and 
thrombosis  in  this  group  of  autopsies.  Dr. 
Chiari,  a pathologist  in  Vienna,  has  some  very 
definite  ideas  about  the  causes  of  thrombi  and 
emboli,  and  I am  passing  his  opinions  on  to 
you.  He  groups  the  causes  under  three  head- 
ings, which  probably  cover  the  field:  (1)  Dis- 
eases of  the  intima;  (2)  Stagnation  of  the 
blood;  (3)  Alteration  of  the  blood.  I believe 
one  of  these  three  etiological  factors  would 
probably  account  for  any  embolus  or  throm- 
bosis. One  probable  cause  of  left-sided  embolus 
in  women  would  be  an  anatomical  difference 
w'hich  exists  in  the  lower  pelvis:  the  ovarian 
vein  on  the  left  side  empties  into  the  left  renal 
vein,  while  on  the  right  side  the  ovarian  vein 
empties  directly  into  the  inferior  vena  cava. 
Certainly,  we  can  understand  that  there  would 
be  stagnation  of  the  blood  on  the  left  side  due 
to  this  anatomical  variation.  Also  in  women, 
(we  do  not  know  just  why)  thrombosis  very 
often  occurs  in  cases  of  myomata  of  the  uterus. 

In  the  male,  the  spermatic  and  prostatic  veims 
should  always  be  looked  to  for  emboli. 

H.  M.  Rubel:  I enjoyed  the  papers  in  this 

symposium  very  much  indeed,  and  think  that  the 
Society  in  indebted  to  each  essayist  for  his 
clear  and  comprehensive  presentation  of  this 
subject. 

From  an  obstetrical  standpoint,  I am  nat- 
urally most  interested  in  thrombosis  of  the 
vessels  of  the  lower  extremities.  The  condition 
known  as  phlegmasia  alba  dolens  follows  the 
direct  extension  of  a thrombotic  process  from 
the  pelvic  veins.  Occasionally  the  thrombophle- 
bitis can  be  traced  from  the  uterus  to  the  com- 
mon iliac  veins,  upward  to  the  vena  cava,  and 
downward  through  the  external  iliac  to  the  ves- 
sels of  the  leg.  While  it  should  be  borne  in 
mind  that,  clinically.  Phlegmasia  Alba  Dolens 
is  caused  primarily  by  puerperal  infection,  we 
know  that  at  times  it  is  hard  to  discover.  1 
have  had  several  cases  in  my  own  practice  in 
which  the  patient  had  never  been  examined, 
and  after  the  tenth  day  this  complication  fol- 
lowed. Again,  mechanical  factors  may  influ- 
ence this  condition,  as  well  as  pressure  exerted 
upon  the  intrapelvic  veins  by  inflammatory 
exudates. 

The  symptoms  usually  do  not  make  their  a)v 
pearance  until  one  is  almost  ready  to  dismiss 
his  patient  from  the  hospital.  A slight  rise  in 
temperature,  pain  in  one  leg,  uually  the  left, 
extending  along  the  course  of  one  of  the  larger 
veins,  oedema,  from  the  foot  and  ankle  and 
maybe  up  as  liirffi  as  the  upper  portion  of  the 
thigh,  ushers  in  this  condition.  The  leg  become.s 
swollen,  skin  glazed  and  tightly  stretched,  and 
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pits  on  pressure.  Thi.s  usually  lasts  tor  sev- 
eral weeks,  but  months  may  elapse  belore  the 
patient  again  regains  the  full  use  of  the  leg. 
An  elastic  stocking  is  oT’dered,  as  a lule,  to  con- 
trol the  oedema  when  the  patient  is  again  up 
and  about.  The  usual  treatment  is  rest,  eleva- 
tion of  the  involved  limb,  and  warmth.  Some 
practitioners  find  icnthyol  either  a.s  an  ointment 
or  as  a 20  7^  solution  for  paiiiting  the  leg,  most 
helpful.  No  massage  .shoidd  lie  allowed,  on  ac- 
count of  the  possibility  of  detaching  poitions 
of  the  thrombus  with  the  danger  of  a generalized 
condition  resulting. 

In  cases  of  pyemia  in  which  infected  thrombi 
are  carried  from  the  uterus  to  various  portions 
of  the  body,  hysterectomy  may  be  useful.  Aga’n, 
the  suggestion  of  Freund  and  Bumm  may  toe 
more  practical:  that  the  thrombosed  vessels  be 
exposed  by  laparotomy  and  excised  or  ligated 
distal  to  the  thrombus.  Di'.  J.  W.  Williams 
found  this  radical  operation  successful  in  some 
of  his  cases. 

Harry  Goldberg:  I'boni  an  Olthopcdic  Iioint 

of  view,  I want  to  call  attention  to  the  fact  that 
fat  embolism  may  occasionally  follow  manipula- 
tion of  joints  for  correction  of  deformity,  espe- 
cially in  cases  of  arthiitis  deformans.  'I'hi:; 
condition  is  most  apt  to  occur  in  those  cases 
where  the  x-ray  shows  hone  atrophy  of  the  ex- 
tremity from  disuse. 

I have  seen  two  cases  of  this  nature  in  which 
embolism  followed  manipulation  of  the  knees 
for  the  correction  of  defoi'mity  in  cases  of 
arthritis  deformans. 

These  patients  became  cyanotic  following  the 
manipulation,  pas-ing  into  deep  coma  later,  and 
and  finally  ceased  to  breathe  within  24  to  3G 
hours  later,  iti  spite  of  intensive  restoi'ative 
measures.  The  aufopies  revealed  n.it  only  fat 
emboli  in  the  lungs,  but  also  in  the  biain  as 
well.  The  knee  showed  that  the  cancellous  bone 
was  filled  with  good  deal  of  fatty  marrow  and 
that  it  had  been  crushed  during  the  manipula- 
tion. The  intra-ai’ticular  fibrous  adhesions  were 
not  touched  by  the  manipulative  procedure. 

Fat  emboli.sm  is  one  of  the  complications  one 
should  always  bear  in  mind  in  carrying  out 
manipulative  procedures. 

J.  G.  Sherrill,  (in  closing)  : The  complimen- 

tary discussion  of  the  fellows  is  most  gratifying 
since  there  has  been  no  contradiction  or  con- 
troversy concerning  the  views  expressed. 

Von  Recklinghausen  and  Virchow  taught  that 
anti  mortem  clots  are  adhei-ent  to  the  vessel 
walls,  while  those  occurring  ])ost  mortem  are 
readily  separated.  It  would  a))|)ear  that  this 
method  of  determining  whether  a clot  occurred 
before  or  after  death,  is  more  reliable  than  de- 
pending upon  the  color  of  the  clot  itself.  'I'he 
white  clots  are  more  likely  to  exist  longer  than 
the  red. 

In  suturing  a vessel  wall  in  Embolectomy,  the 
suture  should  be  placed  by  transfixing  the  ves- 
sel wall  so  as  to  bring  the  intima  into  direct 
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contact  on  each  side  of  the  wound.  This  biings 
the  endothelial  surface  into  contact  and  acts 
just  a.s  does  the  peritoneum  which  is  sutured  in 
the  opposite  manner — 'by  infolding.  The  hemor- 
rhage is  readily  controlled  in  these  operations 
either  by  digital  pressure  or  by  the  use  of  a 
tape  around  the  vessel,  with  traction.  A rubber 
covei'ed  clamp  will  also  prove  satisfactory,  but 
has  the  disavantage  of  damaging  the  already 
damaged  vessel  wall. 

With  reference  to  thrombosis  in  the  veins,  1 
have  seen  some  peculiar  cases.  Recently,  as  the 
result  of  an  infection  of  a finger  from  tulare- 
mia, a patient  who  had  very  large  varicose  vein.s 
in  tire  leg,  showed  a marked  phlebiti.-;.  The  phle- 
bitis directed  attention  to  the  tularemia  which 
nad  been  previously  overlooked,  and  resulted  in 
1 bliteration  and  cure  o*"  th>  varicosity.  This 
result  resembled  exactly  what  is  hoped  to  be 
obtained  in  the  injection  treatment  of  varicoses. 
Three  important  things  predispose  to  the  de- 
velopment of  thrombosis  within  the  lumen  of 
the  vessel.  These  are  damage  to  the  wall  of  the 
vein — ^particularly  the  intima,  slowing  of  the 
circulation  and  change  in  the  blood  itself.  The 
actual  exciting  cause  is  usually  infection.  Cer- 
tainly a combination  of  all  of  these  conditions 
readily  results  in  coagulation  of  the  blood  within 
the  vessel  wall. 

When  we  consider  the  number  of  vessels 
around  the  neck  of  the  uterus  and  the  almost 
universal  presence  of  bacteria  in  the  vagina,  it 
is  not  difficult  to  understand  the  manner  in 
which  autogenous  infections  occur  in  puerperal 
women.  Where  an  expectant  mother  has  a 
profuse  vaginal  discharge,  smears  should  be 
taken  some  time  prior  to  delivery,  the  bacterial 
flora  .studied,  and  if  pathogenic  bacteria  are 
found,  the  proper  treatment  instituted  to  re- 
store a healthy  condition.  By  following  this 
plan,  the  percentage  of  puerperal  infection 
would  be  materially  lessened.  In  the  treatment 
of  puerperal  phlelitis,  rest  in  bed  with  elevation 
of  the  limb  is  the  usual  plan  followed.  One  is 
led  to  ask  the  question  of  why  a more  prompt 
recovery  would  not  be  obtained  by  operation, 
ligature  of  vein  and  removal  of  the  clots  ju.  t 
as  is  done  in  thrombosis  after  mastoid  opeia- 
tions  or  for  phlebitis  elsewhere.  I believe  that 
by  double  ligation  cf  the  vein  in  the  meso-ap- 
pendix  in  the  case  of  gangrenous  appendicitis, 
the  possiblity  of  a thrombosis  in  the  portal  vein 
is  to  a large  degree  prevented. 

O.'ie  of  the  most  troublesome  things  we  meet 
is  I’lesenteric  thrombosis,  and  the  mortality  is 
very  high.  With  Embolectomy  and  several  oi>- 
enings  in  the  vessels  damaged,  it  may  he  po.s- 
sible  to  wash  out  the  clots  and  prevent  necrosis 
of  the  intestine.  The  usual  treatment  previous- 
ly employed  has  been  wide  excision  of  the  gut, 
and  anything  that  will  lessen  the  extent  ot 
such  treatment  offers  to  prove  beneficial  to  the 
))atienl. 
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WAS  i'l'  AN  KIfKOK  IN  I ) I A( i Nnsi S'' 
('llAKLES  Ci.  LiX’AS,  M.  1). 

Louisville. 

i\Ir.  X,  aged  51,  eonsulted  lUie  November 
17,  1!»27,  with  the  following'  history : llis 

father  had  died  of  pneumonia;  motlier  was 
living-  and  well.  One  si.ster  died  of  tuhereu- 
losis  and  one  sister  of  .septicemia.  lOight 
brothers  ami  two  sisters  living  and  w’ell.  lie 
had  liad  the  diseases  of  childhood ; al.so 
typhoid  twice;  was  janndioed  once  as  a boy; 
ana  had  j>as.sed  ureteral  ealculus  25  years  be- 
fore. h'or  the  jirevious  12  years  he  had  had 
a great  deal  of  trouble  with  gas  in  the  stom- 
a(‘h,  but  no  pain  until  si-ven  months  liefore, 
though  occasionally  he  would  have  trouble 
getting  his  breath.  lie  attributed  this  syni])- 
tom  to  the  chewing  of  tobacco,  for  it  was 
absent  during  jierioils  of  alistinenee  and  he 
would  gain  weight.  During  the  past  year 
he  had  had  two  attacks  similar  to  the  present. 
The  present  illness  began  about  September 
Lst,  when  he  was  awakened  at  night  with 
acute  jiain  in  the  epigastrium,  was  nauseated 
next  (lay  and  vomited.  No  blood  was  .seen 
in  the  vomitus.  lie  had  no  food  relief  from 
the  pain,  but  at  times  thought  that  soda  help- 
ed relieve  both  the  pain  and  the  gas.  He  had 
lost  20  pounds  in  tin*  past  year. 

Physical  examination  revealed  the  follow- 
ing; Weight  126;  a year  previously  155. 
Sensory,  motor  and  reflex  function  appear(*d 
normal.  His  teeth  had  been  removed  six 
years  before,  and  lie  was  wearing  two  den- 
tures that  fitted  well.  Nasopharynx  not 
congested,  pupils  Wionld  react  to  light  and 
accommodation.  Tongue  was  large,  clean, 
shiny  and  slightly  mioist.  On  palpation^  there, 
■was  a feeling  of  fullness  under  right  costal 
arch,  with  some  tenderness.  Thi.s  was  also 
present  in  the  right  iliac  fossa,  and  he  was 
somewhat  tender  abo\  e the  umbilicus  in  the 
median  line.  The  area  of  liver  didlness  was 
normal.  Heart  pn*sentcd  no  evidence  of  en- 
lai’igement,  arhythmia,  n o r adventitons 
sounds.  Lungs  .showed  normal  resonance, 
breath  and  voice  sounds;  no  rales  nor  fric- 
tion rub.  A palpable  lyurph  node  1 Vz  cm. 
diameter  was  found  in  left  snpra-elavieular 
region.  A slight  edema  of  the  abdominal 
wall  was  noted  after  examination. 

Hlood  examination  showed  Hb  72%,  reds 
2,888,000,  whites  8,2O0,  color  index  1 ; differ- 
ential showed  polys  72,  small  lymphocyt(*s 
20,  large  lym2)hocytes  4,  eosiiiiophiles  2, 
mononuclears  2. 

The  examination  of  the  urine  made  at  the 
office  showed  amber,  clear,  acidity  28,  s,peci- 
fic  gravity  1022,  no  albumin,  no  sugar,  no 
bile,  and,  microscopically,  was  negative. 

*Ren<l  bi'foi-t'  the  Lonisvill.-  Mt-dico  ('liirurgir.il  Sofiptv. 


lb*  was  st-iii  out  to  St.  -loscph’s  lnlirmai'\ 
for  flirt h(*r  observation.  A specimen  of  urine 
passed  the  following  morning  showed  sjiecifie 
gravity  of  1026,  acidity  88,  trace  of  albumin, 
and  an  oecasional  granular  cast. 

The  giastro-intestinal  X-ray  was  made  on 
November  10th,  and  the  following  reiiort  was 
made  by  Sidney  dohnson: 

“The  esophagus  filled  and  emptied  noi*- 
mally.  The  .stomach  showed  a large  filling 
defect,  involving  practically  all  of  the  body 
of  the  stomach.  The  fundus  fiiied  normally 
and  .shovved  some  enlargement,  the  bai’inm 
accumulating'  above  the  filling  defect  which 
aippeared  to  be  more  or  less  annular  in  char- 
acter. There  was  no  marked  obstruction;  the 
])ars  ])ylorica  filled  readily ; the  duodenal 
null)  filled  immediately  andl  was  of  normal 
contour.  Lmpt.ving  time  of  the  stomach  ap- 
proximately normal.  Twenty -four  hour  ex- 
amination showed  normal  filling  of  the  colon. 
The  gastric  filling  defect  pre.sented  irregular 
ragged  margins  characteristic  of  advanced 
)ualignancy.  ” 

He  w'as  seen  the  following  day  by  Dr.  Irvin 
Abell,  at  my  request,  and  the  following  is 
Dr.  Abell ’s  consultation  report : 

“Inability  to  relax  abdomen  prevents  sat- 
isfactory palpation ; no  mass  felt. 

X-ray  .shows  such  huge  defect  in  lessei' 
curvature  of  stomach  that  cancer  is  undoubt- 
edly present  and  to  such  degree  that  relief 
by  surgery  is  extremely  questionable. 

Would  recommend  exploratory  operation 
at  request  of  patient.’’ 

Test  meal  was  given  him  the  following 
morning  and  75  ce.  aspirated  at  the  end  of 
an  hour,  and  the  analysis  showed  free  HDL 
20,  total  acidity  56,  blood,  trace,  bile  and 
lactic  acid,  of  each  trace.  ^Microscopically, 
starch,  yeast,  and  bacteria  onh'  ■were  found. 

The  patient  declined  an,v  operative  inter- 
ference, and  was  allowed  to  go  home  on  the 
afternoon  of  the  21st,  and  I suggibsted  to  his 
doctor  that  his  diet  should  consist  of  all  soft 
stuff : eggs,  milk,  cream,  mashed  potatoes, 
rice,  carrots,  canned  tomato  juice,  orange 
juice,  apple  sauce,  and  cream  soups. 

A diagnosis  of  malignant  disease,  involv- 
ing the  lesser  curvature  of  the  stomach,  was 
made,  and  in  the  course  of  two  or  three  weeks 
1 rei’eived  au  impiiry  from  a ])rominent  in- 
.surance  conqiany  concerniim  this  palieui  an  I 
made  a report,  as  I have*  oul lined  above.  The 
ease  ])assed  away  from  my  mind,  and  it  was 
r.ot  until  three  weeks  over  three  years  after 
find  I was  notifie^l  tliat  my  deposition  would 
be  taken  in  a lawsuit  filed  by  the  patient 
against  the  insurance  comiiany.  In  giving  thi.* 
de])Osition,  I .stated  that  I had  no  knowledgt* 
of  any  malignant  disea.se  of  the  stomach  liv- 
ing that  long,  fully  four  years,  as  the  patient 
had  been  having  symptoms  for  at  least  a year 
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In’Torr  being  .set'ii  aiul  luul  lost  bO  pouml^ 
(luring-  that  time.  1 igatliered  from  tlie  state- 
imeiits  made  at  tlie  time  of  giving  tlie  deposi- 
tion that  the  patient  had  been  able  off  and 
on  to  visit  his  pla'ce  of  business  and,  in  a 
(neasure,  look  after  his  business,  but  I stated 
frankly  that  it  was  likely  1 had  made  a mis- 
take and  that  he  really  had  an  old  perforated 
ulcer,  as  could  1 not  conceive  of  any  one  living 
that  loTiigi  with  a malignant  condition  that 
presented  the  X-ray  evidence  and  the  symp- 
toms this  patient  did. 

Yesterday  morning  1 received  a letter  from 
his  doctor,  in  reply  to  a query  of  niine  early 
in  the  week  as  to  Ids  condition,  as  follows: 

“I  regard  i\lr.  X’s  case  as  still  bad.  He 
is  able  to  go  about  some  in  an  automobile, 
and  be  in  his  store  some,  but  sutfers  a great 
deal  and  is  not  able  to  eat  anything  much.” 
DISCUSSION 

Sidney  Johnson:  The  patient  whose  history 

Dr.  Lucas  has  just  presented  was  sent  to  me  for 
roentgenologic  study  on  December  19,  1927. 
The  routine  gastrointestinal  examination  was 
made.  Dr.  Lucas  has  read  to  you  the  report 
which  I made  on  the  examination.  I was  sur- 
prised to  learn  from  Dr.  Lucas,  a few  weeks 
ago,  that  the  patient  was  still  alive. 

There  is  no  question  as  to  the  presence  of  a 
large  filling  defect  of  the  stomach  at  the  time 
of  my  examination.  This  is  shown  clearly  in 
the  serial  roentgenograms  Avhich  (are  before 
you.  The  stomach  was  not  of  the  leather-bot- 
tle type.  The  fundus  and  pyloru.s  were  normal- 
ly pliable.  The  defect,  as  you  see,  is  in  the 
body  of  the  stomach,  sharply  defined,  with 
rather  ragged  borders.  During  the  examination 
the  position  of  the  patient  was  varied  from 
standing  to  Trendelenberg.  The  appearance  of 
the  filling  defect  was  not  altered  by  changes 
in  position  of  the  patient.  As  would  be  expect- 
ed there  was  no  delay  (and  no  acceleration)  in 
emptying  time  of  the  stomach,  as  there  was  no 
involvement  of  the  pylorus  and  duodenum. 

In  reconsidering  the  validity  of  the  original 
diagnosis,  it  seems  to  me  that  there  are  two 
possible  explanations  of  the  fact  that  the  pa- 
tient is  still  alive.  First,  it  is  quite  possible 
that  the  patient  has  a carcinoma  of  the  stomach 
of  slow,  or  even,  retrogressive,  development. 
The  position  of  the  growth  is  such  as  to  inter- 
fere very  little  with  the  normal  functioning  ot 
the  stomach.  Second,  growths  of  benign  char- 
acter— tumors,  syphilis,  tubei'culosis — must  be 
considered.  Benign  tumors  do  not  often  pre- 
sent the  ragged  mai’gins  seen  in  this  case. 
Syphilis  is  said  to  produce  a leather-bottle  type 
of  stomach,  but  truly  authentic  cases  of  syphilis 
of  the  stomach  in  adults  aCe  so  extremely,  rare 
that  I would  not  consider  it  in  this  case  even 
if  the  patient  has  a positive  Wassermann.  I have 
never  seen  a case  of  tuberculosis  of  the  stomach. 

In  conclusion,  I would  like  very  much  to  ex- 


amine this  patient  again,  but  until  fuiLlier  evi- 
dence is  available,  I feel  inclined  to  adhere  to 
the  original  interpretation. 

Irvin  Abell:  I wish  to  thank  Dr.  Lucas  for 

his  courtesy  in  asking  me  to  be  present  this 
evening. 

Both  the  man’s  appearance  and  the  appear- 
ance of  the  x-ray  plates  are  ko  characteristic 
of  the  changes  we  ordinarily  find  in  malig- 
nancy, that  I believe  we  would  not  be  willing 
to  affirm  that  the  case  was  not  one  of  malig- 
nancy of  the  stomach. 

There  are  certain  types  of  malignar.cies  that 
occur  in  the  stomach,  particularly  Tnitis  plastica, 
which  grow  very  slowly.  I do  not  know  whether 
or  not  the  x-ray  findings  are  compatible  with 
this  condition.  In  fact,  there  has  been  quite  a 
discussion  in  years  gone  by  as  to  whether  or  not 
the  condition  is  malignant,  so  slowly  does  it 
progress  due  to  the  paucity  of  epithelial  tissue 
and  the  abundance  of  fibrous  tissue.  I do  not 
know  that  I have  had  under  personal  obseiwation 
a carcinoma  of  the  stomach  with  the  patient  liv- 
ing as  long  as  this  man  has  done. 

I recently  have  had  under  observation,  how- 
ever, a carcinoma  of  the  breast  of  long  dura- 
tion. This  woman  died  during  the  past  year. 
I saw  her  for  the  first  time  5 % years  ago,  at 
which  time  .she  presented  an  ulcerated  mass  in 
the  breast  with  palpable  axillary  glands  and 
with  glands  above  the  clavicle  to  such  an  extent 
that  we  did  not  even  regard  her  as  suitable  for 
x-ray  or  radium  therapy.  If  that  condition  is 
possible  in  the  'breast,  I think  a similar  condi- 
tion might  be  possible  within  the  stomach,  al- 
though I know  that  ordinarily  cancers  in  this 
location  do  not  last  longer  than  20  or  30  months. 
I have  seen  very  few  benign  tumors  of  the  stom- 
ach that  presented  such  x-ray  findings  as  noted 
in  this  instance. 

I am  not  willing  to  say  that  the  tumor  in  this 
case  is  not  malignant.  I had  rather  see  the  end 
of  the  case  before  giving  my  consent  to  that 
view. 

Louis  Frank:  I have  enjoyed  the  report  as 

well  as  the  discussion.  In  all  of  the  cases  of 
linitis  plastica  that  I have  seen,  a greater  por- 
tion of  the  stomach  has  been  involved  than 
shown  in  the  x-rays  presented,  and  they  show 
the  typical  leather  bottle  stomach  appearance. 
We  do  not  often  see  in  cancer  of  the  stomach 
such  filling  defects  as  we  have  in  this  picture. 
To  me,  I do  not  know  of  a carcinoma  of  the 
stomach  that  has  arisen  in  the  mid-portion  which 
yielded  such  x-ray  plates  as  have  been  shown. 
These  plates  show  apparently  perfect  filling  of 
the  antrum  or  pars  pylorica  and  the  fundus  of 
the  stomach  with  marked  constriction  in  the 
mid-portion.  Such  types  are  not  uncommon  in 
the  large  bowel,  with  cancer  beginning  in  the 
deeper  coats  of  the  bowel. 

I think  if  this  were  a carcinoma  lasting  such 
a long  time,  probably  some  light  may  have  been 
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►shod  upon  it  l)y  j)athulc)gi(.al  oxaniiiuitioii  of  uno 
of  the  lymph  nodes  above  the  clavicle.  Usually, 
cases  of  this  duiation  show  regional  metastasis. 
I should  think  this  would  be  a very  importaiu 
point  clinically  in  dealing  up  the  case.  I have 
.seen  cancer  of  the  stomach  that  hai?  gone  over 
.‘!  to  4 years.  1 have  seen  cancer  of  the  breast 
that  has  gone  as  long  as  17  and  18  years  with- 
out operation.  We  know  that  it  is  not  so  abso- 
lutely infrequent  for  carcinoma  of  the  breast 
to  travel  from  one  portion  of  the  breast  to  an- 
other until  it  gradually  destroys  it.  I have  seen 
entire  breasts  practically  di.sa})pear  under  such 
conditions,  ami  the  individual  finally  die  not  ot 
carcinoma  but  of  an  iatercurrent  disease. 

Reference  to  this  one  point  of  supraclavicular 
gland  involvement  lecalls  a case  that  I had  Dr. 
M'orris  Flexner  see.  I was  veiy  much  con- 
cerned about  this  patient.  She  presented  a mass 
in  the  abdomen,  but  no  clinical  history  of  can- 
cer of  the  stomach. 

She  was  anemic,  and  the  suspicious  thing  was 
that  there  was  noted  an  enlarged  supraclavicu- 
lar lymph  node,  an  almost  typical  Virchow’s 
node.  Under  local  anesthesia,  this  node  was 
removed  for  biopsy.  The  report  came  back 
adenocai'cinoma,  probably  from  the  stomach  or 
breast.  Slie  had  nothing  in  the  breast  by  din 
ical  examination.  She  was  treated  with  x-ray 
and  ladium.  Her  pi'imary  tumor  entirely  dis- 
appeared. .She  went  along  for  about  a year 
and  began  to  lose  weight.  Deep  x-ray  therapy 
was  again  instituted.  She  was  comfortable  for 
about  2 years,  and  then  she  presented  symp- 
toms of  obstruction  and  loss  of  weight  with 
anemia.  We  opened  her  abdomen.  At  opera- 
tion, which  was  a gastro-enterostoiny,  there  was 
found  a letroperi^oneal  tumor,  causing  obstruc- 
tion of  the  pyloius  by  diiect  pressure  on  the 
duodenum.  A section  of  the  tumor  mass  showed 
the  same  type  of  cancer  as  found  in  the  biospy 
of  the  lymph  node.  Patient  died  and  an  autop.sy 
was  obtained,  which  revealed  the  mass  in  the 
retroperitoneum.  We  could  not  ascertain 
whether  it  was  attached  to  the  stomach  or  not. 

In  order  to  arrive  at  a final  diagnosis  of  the 
case  reported  by  Dr.  Lucas,  I would  suggest 
that  if  the  man  can  be  induced  to  have  local 
anesthesia,  a supraclavicular  lymph  node  be  I'e- 
moved  for  microscopic  examination. 

M orris  Flexner:  There  is  one  thing  I think 

should  be  done  in  this  case.  If  the  patient  has 
not  had  a Wassermann,  he  should  have  one. 
Anyone  who  has  ever  seen  Eusterman’s  cases  of 
syphilis  of  the  stomach  will  appreciate  that  the 
condition  looks  very  much  like  malignancy.  For 
that  reason,  I think  it  should  be  luled  out. 

The  question  of  Virchow’s  gland,  that  Dr. 
Frank  brought  up,  is  important.  If  the  man 
had  a Virchow’s  gland  three  and  a half  years 
ago,  it  is  probable  that  he  would  have  died  by 
now,  as  the  disea.se  would  have  spread  else- 
where. The  first  thing  to  rule  out  is  syphilis. 


and  if  he  is  non-sypliilitic,  th<  n it  is  <|uite  pos- 
sible that  he  may  have  a slowly  growing  type 
of  malignancy  with  great  resistance. 

J.  Garland  Sherrill:  Dr.  Lucas  has  said  that 

we  learn  by  our  mistakes,  and  if  he  made  a 
mistake  here,  he  certainly  has  brought  forth  a 
discussion  tliat  should  prove  beneficial  to  all 
of  us. 

Dr.  Coley’s  work  in  the  ti’eatment  of  sarcoma 
and  other  malignant  diseases  began  as  the  re- 
sult of  his  observation  in  ei-ysipelas,  in  a few 
ca.ses  attacking  cancer  and  the  cause  of  its  dis- 
appearance. 

'1  hei'e  are  many  things  about  cancer  with 
which  we  are  not  familiar,  and  the  behavior  of 
any  given  cancer  is  not  accoi’ding  to  any  fixed 
rule.  In  other  words,  one  cancer  will  rapidly 
progress  to  a fatal  termination  in  a very  short 
time.  For  instance,  if  a breast  cancer  is  re- 
moved in  a young  woman  a few  days  after  de- 
velopment, it  may  recur  in  6 months  and  the 
patient  may  be  dead  in  a year.  While  on  the 
other  hand,  a cancer  may  exist  in  an  older  per- 
son for  sometime  before  a physician  or  surgeon 
is  consulted;  operation  may  be  performed  imme- 
diately, and  the  patient  go  along  for  many  years 
without  any  recurrence. 

I wish  to  mention  a case  that  came  under  my 
observation  17  or  more  years  ago.  Most  of  u. 
a)'e  usually  able  to  determine  carcinoma  of  the 
stomach  or  of  the  breast  when  we  see  it.  'fhis 
patient  came  in  during  the  first  stages  of  her 
severe  illness,  unable  to  eat  or  drink  anything 
and  retain  it.  Ihe  had  been  under  the  observa- 
tion of  a physician  for  two  yeai-s. 

When  I opened  her  abdomen  at  St.  Joseph’s 
Infirmary,  the  condition  looked  like  carcinoma. 
It  invo’ved  almost  two-thirds  of  the  stomach 
with  thick  walls  and  marked  induration.  The 
intiltration  extended  into  the  liver  as  is  usual 
in  carcinoma  of  the  stomach. 

Foolishly,  or  ])erhaps  wisely,  I did  not  take 
out  a sectioji  of  the  tumor  for  microscopic  ex- 
amination, and,  thereby,  possibly  cause  a spread 
of  whatever  might  be  present.  I did  a simple 
gastroenterostomy  and  quit. 

The  patient  recovered  within  a few  weeks  and 
was  able  to  eat  and  drink  anything  and  retain 
it.  I saw  her  at  the  end  of  17  years,  and  .she 
was  doing  her  own  housework  and  feeling  per- 
fectly well. 

If  that  was  not  a case  of  cancer,  I will  have 
to  .say  that  I cannot  always  tell  cancer  when 
I meet  it  and  feel  it.  As  in  this  instance,  when 
you  have  a prolonged  freedom  from  symptoms 
folilowing  a simple  operative  procedure,  then 
you  can  realize  that  a carcinoma  might  exist  in 
the  stomach  as  long  as  this  one. 

I believe  as  we  get  more  and  more  necropsies, 
we  will  get  more  and  more  knowledge  of  the 
final  outcome  and  final  result  of  carcinoma  in 
every  way.  This  will  help  us  along  with  our 
other  studies  In  fact,  the  result  of  all  treat- 
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meiit  for  carcinoma  up  to  the  present  time  has 
not  improved  much  over  what  it  was  20  or  30 
years  ago.  There  is  much  to  be  learned  in  this 
field,  and  if  we  can  learn  through  our  mistakes, 
I think  this  paper  is  going  to  be  of  very  great 
benefit. 

Guy  Aud:  I am  very  much  indebted  to  Dr. 

Lucas  for  the  privilege  of  attending  this  meet- 
ing. 

These  conditions  are  always  very  interesting. 
When  Dr.  Lucas  told  me  of  this  case,  I re- 
called having  heard  Dr.  Georgine  Luden  read 
a paper  on  “Spontaneous  Cure  of  Cancer.’’ 
She  had  made  a very  thorough  study  of  the 
literature  on  this  subject  and  was  able  to  col- 
lect, if  I recall  correctly,  120  cases  of  what  were 
apparently  spontaneous  cures  of  cancer  over 
very  long  periods  of  time.  These  were  cases  of 
extensive  cancer  that  were  proven  by  patholo- 
gical examination.  I had  Dr.  Luden’s  paper  filed 
away  so  carefully  that  I am  unable  to  find  it. 
I also  was  unable  to  find  her  paper  at  the  Med- 
ical Library,  but  in  looking  over  the  Medical 
Journals  there,  I found  a number  of  other 
cases  that  had  been  reported  as  spontaneous 
cures  of  cancer.  We  have  all  seen  cases  of  very 
extensive  cancer  of  the  stomach  that  have  been 
proven  so  by  iboth  inspection  and  thorough  path- 
ological examination.  I speak  particularly  of 
cases  of  inoperable  cancer  of  the  stomach  where 
we  have  done  gastroenterostomies  and  have  such 
patients  survive  for  a very  long  time  free  of 
symptoms.  It  has  been  my  experience  that  they 
all  eventually  die.  Nevertheless,  I have  had 
cases  to  go  over  a period  of  2 or  3 years. 

With  your  permission,  I would  like  to  call 
your  attention  to  a few  of  the  cases  that  I 
was  able  to  find  at  the  library,  which  had  been 
reported  as  spontaneous  cures  of  cancer. 
These  are  cases  that  have  been  proven  by 
pathological  examination  to  have  had  cancer. 
There  is  no  question  about  the  diagnoses. 

N.  P.  Trinkler  in  the  Archives  of  Clinical 
Surgery,  Berlin,  1922,  reports  two  inteiesting 
cases  with  very  extensive  carcinoma  of  the 
stomach  with  lymphatic  involvement.  Path- 
ologically, the  cases  proved  to  be  adenocar- 
cinomas. One  of  these  patients  happened  to 
he  a woman  physician,  43  years  of  age.  She 
had  very  extensive  metastasis  throughout  the 
abdominal  cavity.  A gastroenterostomy  was 
done.  She  was  per-fectly  well  apparently  at 
the  end  of  seven  years.  There  was  no  evidence 
whatever  of  a mass  clinically,  and  from  every 
clinical  standpoint,  he  considered  this  woman 
perfectly  well. 

The  other  patient  was  well  at  the  end  of  ten 
years.  There  was  no  evidence  whatever  of  can- 
cer, and  the  patient  was  entirely  free  of  symp- 
toms. Of  course,  the  question  arises  as  to 
whether  or  not  the.se  patients  will  eventually 
die  of  cancer,  although  they  have  remained  en- 
tirely free  from  any  clinical  evidence,  and 


whether  or  not  a post-mortem  examination 
would  reveal  a cancer  somewhere. 

F.  Erkes  in  the  Gentralblatt  fur  Cherurgie, 
19,25,  reports  a case  of  extensive  cancer  of  the 
stomach  confirmed  by  pathological  examination 
and  entirely  free  from  all  symptoms  following 
the  operation.  More  than  four  years  later,  pa- 
tient had  a hysterectomy  performed,  and  a par- 
ticular search  was  made  at  the  site  of  the  ori- 
ginal lesion  in  the  stomach,  which  was  extensive 
at  the  first  operation,  and  not  the  slightest  evi- 
dence of  pathology  could  be  found. 

In  the  British  Medical  Journal,  19u9,  Handley 
reports  some  very  interesting  cases  of  exten- 
sive carcinoma  of  the  breast.  He  reports: 
“One  patient  came  to  me  with  carcinoma  of  the 
breast,  and  I did  an  amputation  of  the  breast. 
About  four  years  later,  the  patient  had  a very 
extensive  recurrence  of  the  carcinoma  of  the 
(breast  involving  the  skin,  axilla,  chest  and 
supraclavicular  glands.  No  treatment  was  given. 
She  returned  to  me  sixteen  years  later,  no 
treatment  having  been  given  for  the  recurrence, 
and  at  this  time,  no  evidence  whatever  was 
found  of  the  recurrence.  Tlu  recurrence  in  the 
axillary  glands,  supraclavicular  glands  and  the 
local  i-ecurrence  in  the  skin  had  entirely  di.s- 
anpeared.’’ 

Frank  Godfrey  reported  in  the  British  Medi- 
cal Journal  in  1910  a case  of  very  extensive 
epithelioma,  originating  in  the  left  tonsil.  This 
was  proven  pathologically  not  only  to  involve 
the  left  tonsil  but  the  base  of  the  tongue, 
left  lateral  wall  of  the  pharynx  and  very 
extensive  glandular  involvement  in  the  cer- 
vical region.  This  man  was  diagnosed  as 
being  hopeless.  No  effort  was  made  what- 
ever to  relieve  him.  He  came  back  at  the 
end  of  one  year,  free  from  any  evidence  of 
malignancy.  The  tissues  were  all  perfectly 
soft  and  pliable,  and  the  man  was  apparently 
well. 

A great  deal  of  experimental  work  has  been 
done  on  the  transplantation  of  cancer.  Drs. 
Gaylord  and  Clowes  in  experimenting  with  rats 
on  the  transplantation  of  cancer  have  found 
that  a rather  high  percentage  of  transplanted 
cancers  disappear  sponstar/'ourty.  They  re-/ 
ported  that  as  high  as  18  per  cent  or  20  per 
cent  of  transplanted  cancers  will  disappear 
spontaneously  provided  they  have  not  exceeded 
5 mm  in  diameter.  If  the  growths  exceed  5 mm 
in  diameter,  only  2 per  cent  of  them  reaching 
the  size  of  1 cm  in  diameter  have  ever  disap- 
peared spontaneously.  That  is  a different  thing 
with  which  we  are  dealing. 

Lilianthal,  in  the  International  Journal  of 
Surgery,  1913,  reports  a rather  interesting  case 
of  carcinoma  of  the  breast  involving  the  skin, 
muscles,  pleura  and  lung,  in  which  he  said  him- 
self that  he  i)ei'formed  a very  inefficient  opera- 
tion, in  that  only  a very  small  part  of  the  ma- 
lignancy was  removed,  and  yet  this  patient  ap- 
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parently  went  on  to  a spontaneous  cure  and  re- 
mained over  a period  of  years. 

A great  many  theories  have  been  advanced 
as  to  how  cancer  disappears  spontaneously.  I 
was  struck  by  one  thing.  In  all  of  these  cases, 
not  a one  of  them  had  an  autopsy,  yet  they  are 
reported  as  spontaneous  cures  of  cancer.  I 
wonder  what  an  autopsy  would  have  shown. 

C.  G.  Lucas,  (in  closing)  : We  labored  under 

a great  disadvantage  in  this  case.  First  of  all, 
the  patient  was  here  only  for  about  four  days. 
During  that  time,  he  had  terrific  attacks  of 
homesickness,  and  was  scared  to  death  of  the 
knife.  We  did  not  take  a Wassermann  on  him, 
because  he  would  not  let  us  draw  the  blood. 

The  mere  facts  that  he  had  the  enlarged 
gland,  blood  in  his  stomach  contents,  a diminish- 
ed acidity,  the  loss  of  30  pounds  in  weight  and 
had  been  sick  for  a year,  all  in  my  mind  pointed 
to  a malignancy,  with  the  x-ray  report  con- 
firming it.  Of  course,  it  was  very  hard  to  ex- 
amine this  man.  He  would  not  relax.  As  I 
said  in  the  report,  he  passed  out  of  my  mind 
completely. 

Dr.  Dunham  of  Columbus  had  a patient  with 
carcinoma  of  the  stomach  27  years  ago,  and 
a resection  was  made.  The  pathologist  re- 
ported cancer.  That  man  is  living  today.  1 
;saw  him  some  six  or  seven  years  ago  when  1 
was  in  Columbus. 

Dr.  Abell  operated  upon  a case  for  me  after 
a diagnosis  of  malignancy  was  made.  On  open- 
ing the  aJbdomen,  the  condition  was  such  that 
nothing  could  be  done,  but  the  patient  lived  for 
15  months  afterward  in  comfort.  There  was 
something  about  the  entrance  of  air  into  the 
abdomen  that  had  something  to  do  with  helping 
this  patient  along. 

Andreson,  in  a study  of  2400  cases,  showed 
that  17  per  cent  of  the  patients  in  the  gastric 
clinic  had  positive  Wassermanns. 

It  is  quite  possible  that  this  patient  could 
have  a positive  Wassermann  and  still  the  condi- 
tion may  not  be  syphilis  of  the  stomach. 

I am  perfectly  willing  to  admit  that  I made 
a mistake.  I would  like  to  see  what  the  autopsy 
is  going  to  show. 


Effect  of  Insulin  on  Pathologic  Glycogen  De- 
posits in  Diabets  Mellitus — The  glycogen  distri- 
bution in  various  tissues,  particular  the  heart, 
liver,  kidneys,  pancreas,  voluntary  muscles  and 
skin,  was  studied  by  Warren.  Both  insulin  treated 
cases  of  diabetes  and  cases  not  treated  with  in- 
sulin were  included.  Practically  every  case  of 
active  diabetes  treated  in  the  preinsulin  days 
showed  glycogenic  infiltration  of  the  epithelium 
of  Henle’s  loops  at  necropsy.  Its  absence  in 
many  cases  treated  with  insulin  shows  that  it  is 
not  an  essential  lesion  diabetes.  There  is 
close  correspondence  between  increase  in  liver 
cell  glycogen  and  decrease  in  renal  glycogen  and 
a similar  relationship  between  liver  cell  glycogen 
and  liver  nucleus  glycogen. 
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lUiPTrUH  OF  KEimS  ABDOMINIS 
.AirsCLF* 

iMoKKIS  FlKXNKI!,  iM.  J). 
liouisvillc. 

Ihiticnt,  female,  agecf  2h  years,  was  first 
seen  for  the  i)resent  illness  un  June  16,  191U 
eomplaiiiing  at  this  time  that  during  the 
course  of  a golf  game  that  afternoon  on  two 
or  three  oeea.sions  she  had  noticed  a ‘sbarj) 
iP'ain  in  her  lower  right  side  which  had  lasted 
for  only  a few  minutes.  There  was  no  diges- 
tive disturbance,  no  nausea. 

Phy.sieal  examination  showed  a tvell  de' 
veloped,  well  nourished,  young  woman,  well 
muscled.  Examination  was  essentially  neg- 
ative excei)t  for  the  abdomen.  In  the  lower 
right  abdomen  at  a point  slightly  below 
IMcBurney’s  and  toward  the  median  line 
definite  resistance  Was  encountered  and  a 
small  mass  1V2-2  inches  in  diameter,  some- 
what tender,  was  felt.  It  could  easily  he  dis- 
])la  ed  in  all  directions  apparently. 

At  that  particular  moment  1 thought  1 
was  dealing  with  a .small  inflammatory  mass 
about  the  appendix.  The  pulse  was  not  re- 
miarkahle,  nor  was  the  temperature.  Dr. 
W^allace  Frank  saw  her  that  evening  and  did 
not  think  the  mass  was  an  appendix  and  ad- 
vised watching  her.  The  next  day  the  pa- 
tient felt  fine  although  the  local  coiulitio'ii 
Avas  essentially  as  reported  above  except  there 
there  was  less  tendersness.  I Avent  out  of  toAvn 
for  six  days  and  Avas  called  to  see  the  pa- 
tient again  on  the  2Ith  of  June.  On  that 
afternoon,  Avhile  playing  golf,  she  had  an- 
other siharp  pain  accompanied  by  a feeling 
of  faintness.  After  resting  for  a few  min- 
utes, the  pain  became  less  severe  and  she  Avas 
able  to  cont’iiue  her  match.  HoAvet^er,  to- 
AVard  the  end  of  the  match  there  was  a re- 
ciurrence  of  the  pain  Avhidh  lasted  longer  hut 
again  subsided  and  she  finished  the  imatch 
although  someAA’hat  handicapped.  I saAv  her 
that  afternoon  at  Avhieh  time  there  AA-as  a 
definite  mass  S-J  inclies  in  idiameter  felt  in 
the  lower  right  abdomen.  It  seemed  ])os- 
sihle  to  move  this  mass  also,  although  never 
beyond  the  median  line,  it  being  possible  to 
move  it  up  and  down  and  somewhat  to  the 
right.  The  blood  count  made  at  this  time 
hv  Dr.  Weeter  showed  13.400  Avhite  cells. 
70%  polymorphonuelears.  27  Ivmiihoeytes 
and  3 monocytes.  Aecordijig  to  the  RcihilHng 
elassifieatioTi  61  segment.  8 .staff  and  1 .iu\’e- 
nile.  Dr.  Frank  saw  her  Avith  ane  that 
( ve’diii''  and  mi  fii-st  examination  thought  the 
mass  Avas  ulerim'  but  after  pdvic  examina- 
fi'"i  felt  it  Avas  likely  to  he  an  ovarian  evst 
with  a slight  twist.  Opeiadion  Avas  deiudtnl 
for  the  next  morning  and  Dr.  Frank’s  op- 
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crative  note  as  follows; 

Operati'Cii ; As  the  iiu-ision  was  made,  it 
was  notieed  that  there  was  some  hlood  just 
bemeath  the  faseia  and  furtllier  investigation 
show(‘d  a hematoma  in  the  right  reel  us  nnis- 
ele.  Sej)aration  of  the  peritoneum  from  the 
,p!i’eperitoneal  faseia  revealed  no  evidence  of 
bleeding  from  the  deeper  vessels.  Skin  was 
then  disseeted  away  from  the  faseia  of  the 
right  rectus  anusele  and  faseia  over  the  hema- 
toma was  incised  for  a distance  of  an  inch. 
About  two  inches  of  dark  hlood  with  some 
clots  Avere  evacuated  and  it  Avas  found  that 
there  Avas  a definite  tear  in  the  fibers  of  the 
right  rectus  muscle.  This  Avas  repaired  with 
three  catgut  sutures  in  the  muscle.  Incision 
in  the  fascia  Avas  then  closed.  Wound  closed 
in  Layers,  2 s.  w.  g. 

This  case  is  reported  for  two  reasons;  first- 
ly, because  of  the  mistakes  in  diagnosis  and 
secondly  because  of  the  i-arity  of  the  <-ondi- 
tion.  This  young  lady  is  an  excelhmt  tennis 
])layer,  one  of  the  best  golf  jilayers  in  the  eity 
and  a general  all-round  athlete,  Avell  de- 
veloped). iSiii^ontaneous  rupture  of  the  rectus 
muscle  in  that  type  of  individual  during  a 
golf  game  must  he  a A’ery  rare  oecurrence. 

DISCUSSION 

Wallace  Frank:  As  Dr.  Flexner  has  said,  I 

did  see  this  girl  in  her  first  attack  of  pain,  but 
I could  not  make  out  any  mass  at  that  time. 
She  had  some  tenderness  in  the  right  iliac  fossa, 
but  it  was  to  the  inside  of  the  appendiceal 
region. 

A week  later,  when  I saAV  her  again  with  Dr. 
Flexner,  she  did  have  a very  definite  mass.  I 
still  thought  it  was  to  the  inner  side  of  the 
normal  site  of  the  appendix.  On  first  palpating 
the  abdomen,  I thought  the  girl  might  have  a 
fibroid  of  the  uterus,  although  I had  seen  her 
two  or  three  years  previously,  and  there  were 
no  fibroids  present  at  that  time.  On  doing  a 
pelvic  examination,  as  you  raised  the  uterus 
and  ovary  up,  you  could  feel  the  ovary,  ana 
this  mass  seemed  connected  with  the  tail-end 
of  the  ovary.  Having  seen  par-ovarian  cysts 
that  were  partly  twisted,  my  idea  Avas  if  she  had 
anything  it  was  possibly  a twisted  ovarian  cyst. 
The  possibility  of  a ruptured  rectus  muscle  had 
not  entered  into  my  consideration,  although  at 
the  time  of  the  operation,  when  Ave  started  to 
make  the  incision.  Dr.  Louis  Frank  remarkec} 
that  it  might  be  a tear  in  the  rectus  muscle. 

Morris  Flexner,  (in  closing)  ; I Avould  like  to 
say  that  to  me  the  mass  felt  absolutely  as  if  it 
weie  in  the  peritoneal  cavity.  She  did  not  have 
a great  deal  of  pain  with  the  first  attack.  The 
teal  must  have  started  Avith  very  few  muscular 
fibers,  and  then  at  a subsequent  golf  game,  she 
completed  it. 

I thought  this  condition  was  sufficiently  in- 
teresting to  reimrt,  in  that  a strong  husky  girl 
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ruptured  the  rectus  muscle  on  striking  at  a golf 
ball. 


PERTHES’  DISEASE,  CASE  REPORT* 
Orville  R.  Miller,  1M.  D. 

Louisville. 

R.  P.,  white  male,  aged  eight  years,  well 
developed  and  Avell  nourished. 

Personal  History : Generdl  health  has 

been,  good  throuigihout  his  life,  tibere  having 
been  no  serious  illnesses.  In  February, 
1928,  patient  had  an  injury  to  his  left  111  ip ; 
Avas  taken  to  his  family  doctor,  avIio  found 
no  evidence  of  bone  injury  but  applied  a 
plaster  spica  in  September  1928.  The  pa- 
tient Avore  a jilaster  at  intervals  until  May 
29,  1930,  Avhen  he  came  under  any  observation. 

Examination  of  May  29,  1930  showed  a 
w(‘II  noui'ished,  well  dcAmloped  boy,  nientall.y 
alert,  Avithout  evidence  at  a casual  iglanee,  of 
any  disease  or  disability  of  any  kind,  other 
than  a very  mild  hip  limp  on  the  left  side. 
There  was  no  evidence  of  infection  of  the 
throat  or  mouth;  chest  negative;  abdominal 
(viscera  a|)parently  normal;  no  evidence  of 
genito-urinary  disturbance;  muscles  and  re- 
flexes were  i>resent  everyAvhere  and  normal ; 
there  Avere  no  sensiti\’e  spots  found  anywhere 
on  the  body  except  over  the  left  hip ; mo- 
tion in  all  of  the  joints  of  the  body  Avas  free 
ami  painless,  except  for  slight  pain  in  the 
left  hip  and  limitation  of  abduction  and  rota- 
tion of  the  left  thiigh ; measurements  of  the 
loAver  extremities  sliowed  about  one-quarter 
of  an  inch  sliortening  on  the  left  side.  Was- 
serniann  Avas  negative.  Urinalysis  negative. 

Ex-ray  examination  showed  marked  th’ek- 
eninig  of  the  neck  of  the  left  femui’  Avith  ir- 
reg'ularity  and  flattening  of  the  head  of  the 
femur,  apparently  a case  of  Perthes’  Disease. 
Xo  other  abnormalities  seen.  Plaster  of 
Paris  spica  was  applied,  Avith  the  leg  held 
in  abduction  and  the  knee  in  extension  Avith 
the  foot  at  a rijglit  angle  to  the  leg’.  These 
spii  as  Avere  rciinoved  and  re-aiiplied  at  inter- 
vals of  every  six  Aveeks,  until  the  jiatient  Avas 
dismissed  from  the  Hosnital  on  October  II th, 
wearing  a plaster,  Avith  instructions  to  re- 
turn after  six  Aveeks  had  pa.ssed.  The  pa- 
tient had  begun  to  experience  considerable 
])ain,  of  an  asihing  nature,  in  his  left  hij); 
durin|g  the  time  he  Avas  in  the  hospital  and 
it  Avas  considered  advisable  for  him  to  return 
to  the  country  for  a while. 

Patient  Avas  re-admitted  to  the  hospital  on 
jieeembm’  o,  1930.  Patient  stated  that  Avhile 
at  (home  Ik*  had  experienced  considerable 
pain  in  the  left  hip  and  in  the  left  knee.  A 
ituhereiilin  test  Avas  done,  Avhich  Avas  neg- 
ative. 'I'lie  x ray  at  this  time  showed  typical 
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Perthes’  Disease  witli  fragitientatioii  of  the 
e])iphysis  aod  l)e!giniiiiig  migration  of  the 
ejnphysis  toward  the  trocihanter. 

Dn  December  30,  1930,  patient  was  taken 
to  the  operating  room  and  a general  anes- 
thetic administered.  An  “P”  shaped  incision 
was  made  around  the  greater  trochanter  of 
the  left  hip  so  that  a flap  could  be  reflected 
upward.  After  the  skin  and  fascia  were 
divided,  the  greater  trochanter  was  chipped 
off  with  a chisel  and  witli  its  mu.scular  ai- 
tachments  intact,  was  reflected  upwaird  with 
muscles,  superficial  fascia  and  skin.  The  hip 
joint  was  thus  exposed,  the  capsule  was  open- 
ed and  the  femur  di.sarticulated.  The  articula 
cartilaigie  was  decidedly  flattened  and  the 
head  presented  an  appearance  of  having  had 
a severe  blow.  The  epiphysis  was  removed 
with  a chisel,  being  severed  through  the 
epiphyseal  line.  The  neck  of  the  femur  was 
then  smoothed  and  raiindevl  by  means  of  a 
boiK'  rasp,  and,  fitted  into  the  acetablum. 
'Pile  joint  cavity  was  freed  of  hemordhage 
and  blood  clots  and  the  capsule  sutured  with 
\o.  2 Chromic  catgut.  'Phe  trochaiitiu-  was 
di.splaced  downward  im  the  shaft  of  the  fe- 
mur as  far  as  iiossible  and  suturi'd  to  the 
])(‘riostei.m  of  the  shaft  with  kangaroo 
tmidon.  The  fascia  and  muscles  were  ap- 
[iroximated  and  the  skin  closed  with  dermal 
suture.  The  hijn  was  immobilized  in  a pre- 
viously pt'repared,  bi-valved  [hip  spica  to 
maintain  a ]Kisition  of  abduction  of  the 
thigh;  extension  of  the  knee  and  to  Ihold  the 
foot  at  ;a  right  angle  to  the  le-g. 

During  the  'next  ten  days,  patients’  tem- 
lierature  ranged  from  99.-1°  h'.,  to  102.8°  F., 
Init  subsequently  returned  very  rapidly  to 
normal. 

On  January  18,  1931,  the  plaster  was  re- 
moved and  passive  unotion  instituted  in  tihe 
hip  land  knee  joints.  This  was  continued 
iiaily.  On  February  10th,  jiaticnt  was  al- 
lowed to  be  up  in  a wheel  chair.  About  April 
20th,  patnent  was  provided  with  crutches 
and  allowed  to  iget  up  and  walk  about,  and 
instructed  to  do  setting  up  exercises.  The 
exercises  were  continued  twice  daily  until  the 
]>atient  was  discharged  from  the  hospital  on 
June  16,  1931,  wdth  limitation  of  rotation, 
limitation  of  flexion  in  the  left  hip,  but 
without  i)ain.  The  patient  was  able  to  walk 
without  ci’utclu's  but  there  was  some  stiffness 
about  the  left  hip  that  caused  a limp  on  that 
side.  The  left  shoe  was  raised  three-<piarters 
of  an  inch. 

Ou  October  9,  1931,  at  exa.mination,  it  was 
found  that  th(>  patient  still  has  alxnit  three- 
(piartei’s  of  an  inch  f-ihortenini<r  of  the  left 
lower  extremity  but  that  thei'e  is  almost 
comidete  range  of  motion  in  the  bin  that 
is  obstructetl  and  ur.atttuuled  bv  pain  and 
Ibe  j)atient  has  not  complained  of  iniin  since 


discharge  from  the  hospital.  The  operation 
performed  on  this  patient  Avas  a typical 
Whitman  recon.struction  o.peration  which  has 
becm  advocated  in  Perthes’  Di,sease  if  the 
jiatient  suiters  j)ain  or  other  disability  that 
is  severe  enough  to  warrant  such  an  opera- 
tion. 

'file  result  in  this  particular  (-a.se  thus  far, 
has  been  all  that  could  be  hoped  for. 

DISCUSSION 

Frank  P.  Strickler,  Louivillo : I think  that 

Dr.  Miller’s  case  should  be  discussed.  We  are 
seeing  more  and  more  cases  of  Perthes’  disease. 
These  cases  are  not  always  easy  to  differentiate 
from  tuberculosis  of  the  hip  joint. 

Very  few  cases  of  Perthes’  disease  are  oper- 
ated on  as  a rule,  but  at  times  operation  is  cer- 
tainly indicated. 

Usually  putting  the  hip  joint  absolutely  at 
rest  and  removing  the  weight  from  the  joint 
will  give  the  patient  relief.  They  should  also 
be  placed  on  Super  “U”  Cod  Liver  Oil,  high  cal- 
cium feeding  with  large  amounts  of  milk,  fresh 
air  and  sunshine. 

The  cause  of  Perthes’  disease  is  not  definitely 
Icnown.  The  prognosis  is  usually  favorable  and 
good  results  can  be  obtained  with  proper  treat- 
ment. 

Orville  Miller,  (in  closing)  r I have  nothing 
further  to  sa.y  except  this:  That  this  type  of 
case  may  possibly  have  been  what  at  one  time 
was  considered  caries  sicca,  or  dry  tuberculosis, 
by  some  of  the  old  text  books.  This  condition 
is  described  as  a tuberculous  lesion  of  the  hip 
in  which  there  is  no  breaking  down  of  bone 
structures  to  produce  an  abscess.  In  all  prob- 
ability these  cases  were  what  was  later  described 
by  Perthes  in  1910,  and  i.s  now  known  as 
iPertHes’  'Disease.  Only  the  “mushroom'”  or 
“Tam’o’Shanter”  type  should  be  operated  upon 
by  this  method,  or  at  least  that  is  the  belief  at 
the  present  time. 

FORUM 

Louisville,  Ky.,  Mai'ch  15th,  1932. 

To  the  Editor; 

“In  the  March  issue  of  the  Journal  under  dis- 
cussions, I stated  my  objections  to  the  use  of 
Amytal  and  Sodium  Amytal  were  that  it  was 
not  an  accepted  preparation  and  as  such  its 
danger  was  obvious  etc.  My  attention  was  called 
to  this  by  an  Insurance  Adjuster  who  told  of 
a suit  against  a doctor  for  its  use,  hence  my 
error.  I have  been  apprised  by  the  Eli  Lilly 
Co.  that  same  was  accepted  some  months  pre- 
vious and  that  I am  in  error  in  the  above  state- 
ment so  hope  you  will  correct  the  error  with 
proper  note  and  malfe  clear  to  the  profession 
that  both  remedies  are  now  accepted  and  with- 
out any  objections  from  that  score.” 

Trusting  this  will  receive  your  attention  and 
due  corrt'ctions  be  made 

I remain  yours, 

A .D.  WILLMOTH.  M.  D. 


Al)ril. 
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TOKSION  OK  A NOKAlAh  ON  AI.'V  AM) 
TKBE  WITH  IH'KTlJJiE  OK  THE 
OVAUV  AM)  A HE  VIEW  OK 
AEI.  THE  MTEHATKHE 
TO  DATE:  AX 
A 1)1)  EX  KM* 

( 'll.UtLES  DaKOX,  M.  I). 

( 'oviiifitoii. 

Siiic(*  tlie  ori^iii;!!  p-iipiT  wa  ivad*,  rmili(*r 
rescairi  h ol‘  tlic  literature  lias  i-evcailed  con- 
sidei’ably  m,(>re  data.  'I’liend'ore  in  oialei'  to 
make  tlie  entire  paper  a conelusive  one,  this 
additional  rejioi’t  is  deemed  neeessaiy. 

While  it  was  stated  that  the  eondition  is 
i-elatively  rare,  yet  it  is  felt  from  a study  of 
the  literature  that  it  is  more  common  than 
supposed.  Alichon  (f)  is  of  the  same  belief. 
Ill  reviewing'  the  literature,  it  was  surjirising 
to  see  the  jiaueity  of  previously  reported 
eases  by  the  authors,  a.jd  this  only  .stresses 
the  fact  that  no  .search,  can  be  too  thorouigh. 
And  it  is  in  a stiirit  of  reeogni/.ing'  the  fact 
that  “to  err  is  human,’’  let  it  be  said  that 
it  is  altog'etlier  probable  that  additional  eases 
have  been  overlooked  in  this  iiaper. 

Torsion  of  the  normal  ovary  with  and  with- 
out the  normal  fallopian  tube  in  its  normal 
position,  is  dealt  with  here.  The  following  is 
a summary  of  all  ease.s  to  date. 

The  first  ever  reported  was  by  .Hart- 
man (2)  in  18!)8.  The  younige.st  jiatieut  ever 
reported  was  four  months  old,  by  Rost  (2). 
It  was  interesting  to  note  that  of  such  a 
rare  type  of  surgical  abdoiimii,  four  men, 
Xorris,  (2j,  iMunroe  (2),  iMiehon  (1),  and 
Poll  (3),  reported  two  ease.s  eadi.  Poll 
strangely  enough,  orcurred  in  .sisters. 

The  only  previous  ease  on  yeeord  of  rup- 
ture following  torsion,  is  that  rejiorted  by 
Stein  (4).  Here,  the  rupture  was  complete 
and  in  Stein’s  owii  term  was  called  a eom- 
ipjlete  “fracture”  in  two  of  the  ovary.  Our 
case  (12)  makes  the  second  twisted  ruptured 
ovary  reported. 

Those  cases  in  wiliicli  the  normal  ovary  was 
involved  alone  total  fourteen.  They  have 
been  rejiorted  by  Norris,  two  cases  (2),  P>ar- 
rington  (2),  Johnson  (2j,  Ro,st  (2),  Idaucr 
(2),  Cohen  Ci),  Poll,  two  mrscs  (3),  Kraiil 
Hi),  Stein  (4),  Wachlel  (7).  Mankad  (<S), 
and  Bernard  (2).  ’I'lie  last  one  mentioned 
occurred  during;  jiregnancy.  Alankad’s  case 
was  discovered  when  a right  cystic  ovary. 
( orrectly  diagnosed,  was  removed.  Kjion 
insjiection  of  the  left  ovary,  it  was  found  to 
be  noiMiial  lint  twistcsl,  buried  in  adhesions. 


*Thi.  oriuiii.'il  paper  was  read  Iji.l'oro  thp  Ciunpbfll-Ki.ntoii 
County  Sooiolv,  .Imip  1,  1931  and  subsoquontlv  ivud 

Indore  tho  Kentuckv  Stalo  Modical  A.ssooiation  at  Loxine:ton 
Spptombf-r  7 10.  1031. 


d’hose  eases  in  which  Ibe  mii'mal  ovar\'  was 
twi.sted  with  tne  normal  tube  total  twidve. 
They  have  beem  I'ejiorted  by  ^Wiclion,  two 
cases  (Ij,  Auvray  (2),  (.'a.ssidy  a/ui  Xorbuiy 
(2),  XcMigrbauer  (!)),  wlunroe,  two  ease.s  (2), 
Heil  (Idj,  Downer  and  Brine  (11),  .Xoi'tli- 
eiitt  and  Baroji  ( 12),  Aulhorn  (2),  and  Hart- 
mann (2).  'file  last  two  mentiruu'd  oei  uri'ed 
also  in  ]ir(*gr.aney. 

t 'o.xc'i.rsioxs 

1.  4'w(‘nty-si,\  eases  of  torsion  of  the  nor- 
mal ovary  have  been  reported  in  the  litm-a- 
lure.  Of  these,  fourteen  involved  Ibe  ovary 
alone,  and  in  twelve,  the  ovary  and  tube 
•W(U'c  both  involvetl. 

2.  Two  cases  are  o.i  record  in  wiiieli  rup- 
ture of  the  o\;.()y  followed  the  torsion. 


KKFJCKEXCES 

1.  ^lichon,  L.,  I,.e  volvulus  des  ajincxo.s  sainos.  (inucc. 
ot  Obst.  XXI 103.  1930. 

2.  reference  12. 

3.  Pull.  .T.,  Norsk.  maS'.  for  Laegevidensktibeii.  13:  1909. 

4.  Stein,  1.  l'\.  Torsion  of  Uterine  Adenexa.  Surgical 
(’linicals  of  N.  America.  763-770.  June,  1927. 

5.  Cohen.  M.  J..  J.  Am.  M.  Ass.  LXXX  :382-383,  1928. 

6.  Kraul  L.,  Hamorrhagische  Infarzierung  des  rechlen 
Ovars  durch  isolierte  Torsion  desselben.  Demonstration  in 
d.  Geb.  u.  Gyn.  Gesellseh.  in  ’Wien  am  9.  V.  1922,  ref. 
/bl.  Gyiiak.  1787:1922. 

7.  'Wachtel.  M..  Die  Stieldrehung  normaler  Adenxa. 
/J)l.  Gynak.  1455:1928. 

8.  Mankad,  (’.  R..  3'orsion  of  Ovary  on  Both  Sides,  In 
ditm  M.  Gaz.  66:22:  Jan.  193  1. 

9.  N’eugrltauer,  V.,  Zenli*allblatt  f.  (Jvnaek.  XLVI:106:* 

1962;  1922. 

10.  Heil,  Zentralb.  f.  Gynak.  XT^V  :498  : 1 92  1 . 

11.  Downer,  I,  A.  and  Urine,  ().  A..  Torsion  of  Undis- 
eased Adnexa  in  Yirvins.  Am.  .1.  of  Obst.  and  Gvnec.  XXI: 
665;  May,  1031. 

12.  Northeuti,  J,  D.  and  Baron.  C..  Torsion  of  a Normal 
Ovary  and  Tulte  witli  Rntpre  of  life  Ovary  and  Rivew  of 
.Ml  TJterature  to  Dale.  Kentucky  Medical  Jouriml,  29,  No. 
II:  590.503;  November,  193  1. 


BOOK  REVIEWS 

-sen  DOE  XKKSIXd— By  Mary  Ella 

Cluiyei-,  R.  X.,  B.  S.,  2 West  dhth  Street, 
,Xew  Yoi'k  Kitv;  (i.  P.  Putman’s  Sous.  1931. 

+2.r)0. 

School  Niii'siiig,  written  jirimarily  for  tlu“ 
scliool  nurse  in  elementary  and  sccombiry 
schools,  deals  with  the  contrihutioii  of  the 
nur.se  to  a.  liealthful  school  euviroumeut,  iii- 
(4udiug  tlip  hygiene  of  intruction,  the  con- 
trol of  contagion,  and  facilities  for  first  aid 
and  safety. 

The  county  health  officer  may  also  find 
this  book  interestijig  heeause  of  tlie  carefully 
defined  jilace  of  the  nurse  with  respect  to 
the  healtli  education  program.  Valuable 
snggc.stions  arc  ;mad(“  tln'onghoul  1 iu'  liook 
for  a health  pi'ogram  in  the  rural  fi(4d  foi- 
tcaidici's. 


THE  NURSES  :\IED1CAL  I/EXIC’ON— 
Bv  Thomas  Lathrop  Sti'dman.  A.  i\I.,  1\1.  1)., 
X>w  York  City:  William  Wood  and  Com- 

jiany.  l.')(!  Eiftli  Avenue.  1931.  :j^2.0(). 

For  the  use  of  graduate  and  stiidcul 
nurses,  of  pi'cmmlical  and  dcmfal  students, 
and  of  the  general  public. 
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NEXT  MEETING  LOUISVILLE 


COUNTY  SOCIETY  REPORTS 

Jefferson:  The  April  program  of  the  Jef- 

er.son  County  Medical  Society  will  be  as  follows: 
April  4th — Case  Reports 

Three  Different  Kinds  of  Tumors  in  the  Same 
Pelvis,  J.  G.  Sherrill,  M.  D. 

Lead  Poisoning  in  an  Infant,  James  W. 
Bruce,  M.  I). 

Essay 

The  Premature  Infant,  "^l'.  Cook  Smith,  M.  D. 

Discussion  to  he  opened  by  Drs.  James  H. 
Pritchett  and  Henry  M.  Rubel. 

April  18th — Case  Reports 

Aerophagiu  in  a Child,  A.  A.  Shapero,  M.  D. 

Smposium  on  Disease  of  the  Ear  and  Some 
Complications 

1.  'I’he  Ear  in  Acute  Disease,  X.  L.  Bass, 
M.  D. 

2.  Mastoiditis  from  the  Standpoint  of  the 
General  Physician,  Walter  Dean,  IM.  D. 

3.  Etiology  and  Diagnosis  of  Intracranial 
Complications  of  Diseases  of  the  Ear  and  Mas- 
toid, Gaylord  C.  Hall,  M.  D. 

4.  Treatment  of  Intracranial  Complications 
of  Diseases  of  the  Ear  and  Mastoid,  P’ranklin 
Jelsma,  M.  D. 

Discussion  to  he  opened  Drs.  S.  G.  Dabney 
and  Will  R.  Pryor. 

GUY  AUD,  President, 

ULY  H.  SMITH,  Secretary. 


Bourbon:  The  Boui'bon  County  Society  met 

on  Thursday,  February  18,  1932,  at  8:00  p.  m. 
The  meeting  was  held  in  the  County  Court 
Room  of  the  Court  House. 

Members  of  the  society  present:  Drs.  J.  C. 

Hart,  .1.  A.  Orr,  J.  .M.  Boxley,  W.  B.  Hopkins, 
Wm.  Kenney,  C.  G.  Daugherty,  R.  M.  Blemker 
and  M.  J.  Stern. 

Visitors:  Dr.  W.  N.  Liscomb,  Lexington. 

'I’he  minutes  of  the  January  meeting  were 
read.  Drs.  J.  C.  Hart,  W.  B.  Hopkins,  C.  G. 
Daugherty,  Wm.  Kenney,  R M.  Blemker  paid 
dues  for  1932. 

Dr.  W.  N.  Lipscomb  read  a paper  on  “Dif- 
ferential Diagnosds  of  So-called  Indigestion.” 
The  discussion  was  opened  by  Dr.  Boxley,  fol- 
lowed by  Drs.  Daugherty,  Kenney,  Blemker,  Orr, 
and  Stern.  The  discussion  was  closed  by  Dr. 
Lipscomb. 

M.  J.  STERN,  Secretary. 


Franklin:  The  Society  met  in  regular  month- 

ly session  Thursday,  February  4th  at  5:30  p.  m. 
in  the  Rotary  Room  of  the  Capital  Hotel. 

Dr.  G.  H.  Heilman,  the  president,  presided. 
The  Society  moved  to  omit  the  reading  of  the 
minutes  of  the  previous  meeting  in  order  to  give 
the  full  lime  to  the  speaker.  Dr.  Jethra  Hancock 
of  Louisville,  who  gave  a most  interesting  talk 
on  “Prenatal  Syphilis.”  The  subject  was  gen- 
erally discussed  by  most  members  and  visitors 
]jresent. 


April.  1H32] 
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Following'  the  mooting,  Iho  physioiaius  oonnoot- 
ed  with  the  General  Assembly  and  visitors  were 
entertained  at  a dinner  in  the  Hotel  Dining 
Room  by  the  Society.  Members  present  were: 
Drs.  Ginn,  Heilman,  Minish,  Darnell,  Lyon, 
Travis,  Pattei’son,  Coleman,  Jackson  and  You- 
mans. 

The  names  of  Drs.  Griffey  and  Snydei-  weie 
presented  to  the  Society  for  membership.  The 
censors  to  report  at  the  next  meeting  in  March. 

C.  E.  YOUMANS  Secretary. 


Grant;  The  Grant  County  Medical  Society 
had  its  regular  monthly  meeting,  Feb.  17,  1932 
at  the  Grant  County  Health  Department,  with 
Drs.  N.  H.  Ellis,  J.  W.  Abernathy,  A.  D.  Blaine 
and  C.  A.  Eckler,  present. 

Communications  were  read  and  approved  and 
the  communication  of  the  Jefferson  County 
Medical  Society  regarding  the  amendment  to  the 
Workman’s  Compensation  Law  was  unaminously 
indorsed  by  our  Society  and  letters  were  ordered 
written  to  J.  C.  B.  Conrad,  our  Representative, 
also  one  to  Senator  Littrell,  urging  them  to  vote 
for  the  measure. 

■Case  reports  was  now  called  for  and  Dr.  A.  D. 
Blaine  responded,  reporting  an  interesting  case 
of  Infantile  Paralysis.  Numerous  and  interest- 
ing cases  were  discussed,  also  some  very  inter- 
esting cases  of  Cerebro-Spinal  Meningitis  were 
reported  hy  Dr.  Blaine.  Dr.  Blaine  reported  a 
case  of  Infantile  Paralysis  in  a one-room  house 
where  there  were  a number  of  children  but  no 
other  ca.se  developed.  Dr.  Eckler  reported  a 
complete  fracture  of  the  Tibia  and  Fibula  in  a 
child  of  three  years. 

Dr.  N.  H.  Ellis,  our  Health  Officer,  read  some 
sanitary  regulations  in  reference  to  sanitary 
toilets  in  our  towns  which  was  indorsed  by  our 
society  as  a great  stride  in  the  sanitary  w'elfare 
of  our  County. 

Di‘.  Blaine  reported  a case  of  Typhoid  Fever 
in  a child  six  years  of  age. 

Our  subject  for  the  evening,  “Injuries  and 
Deformities  in  the  New  Born  Babe”  was  now 
taken  up.  This  subject  was  discussed  mainly  by 
cases  of  personal  experience. 

Dr.  J.  W.  Abernathy  was  fir.st  to  take  the 
subject  up  and  reported  a splendid  well  de- 
veloped new  born  babe  in  apparently  the  best 
of  health  that  died  suddenly  the  next  day, 
cause  unknon. 

Numerous  cases  of  Hydrocephalus,  Spina- 
Bifida,  Cerebral  Hemorrhage,  Deformed  Syph'li- 
tics,  Hairlips,  Fractured  Humerus,  Congenital 
Heart  Disease,  Icterus  and  blue  and  white 
babies.  The  talks  were  vei'y  interesting. 

Topic  for  next  meeting,  “Influenza  and  Com- 
I)Iications.”  Dr.  J.  L.  Price  to  open  the  discus- 
sion. 

Dues  collected.  Dr.  A.  D.  Blaine,  $5.00. 

There  being  nothing  further  we  adjourned  to 
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meet  the  third  Wednestlay  in  March  at  7:30  i».  m. 

E.  A.  ECKLER,  Secretary. 


Franklin:  The  meeting  of  the  Franklin  Coun- 

ty Medical  Society  was  held  Thursday,  March 
3rd,  in  the  Capital  Hotel  at  12  o’clock,  noon. 

Members  present  were : Drs.  Minish,  Jackson, 

Ginn,  Coblin,  Coleman  and  Youmans.  Minutes 
of  the  last  meeting  were  read  and  adopted.  Due 
to  the  absence  of  Dr.  Hailman,  who  had  charge 
of  the  program,  and  several  other  members, 
there  was  but  little  business  transacted.  The 
Society  was  very  much  pleased  to  welcom.e  Drs. 
Snyder,  Griffey  and  Martin  as  members  to  this 
Society. 

No  other  business,  the  Society  then  adjourn- 
ed to  the  Hotel  Dining  Room  for  lunch. 

C.  E.  YOUMANS  Secretary. 


Wayne:  On  January  25,  1932  a meeting  of 

the  Wayne  County  Medical  Society  was  called 
atthe  office  of  the  Rice  Hospital. 

The  following  officers  were  elected  for  1932: 
E.  B.  Rice,  Monticello,  President.. 

C.  F.  Holtegle,  Monticello,  Vice-President. 

R.  E.  Teague,  Monticello,  Secretary-Treasurer. 

R.  E.  TEAGUE,  Secretary. 


Muhlenberg:  At  the  meeting  of  the  Muhlen- 

berg County  Medical  Society  the  following  reso- 
lution was  read: 

On  Febi'uary  5th  the  spirit  departed  from  the 
temporal  body  of  Dr.  Jefferson  Davis  Cundiff, 
aged  C9  years,  2 months  and  5 days,  at  Drakes- 
boro,  near  which  place  he  was  born,  and  at 
which  he  had  lived  practically  all  his  life. 

Doctor  Cundiff  received  his  preliminary  edu- 
cation at  the  county  schools.  He  took  his  course 
of  medical  lectures  at  Louisville  Medical  College 
from  which  he  graduated  in  1889. 

In  1892  he  was  married  to  Miss  Ida  Crow. 
No  children  were  born  to  this  union. 

The  Doctor  was  a member  of  the  Missionary 
Baptist  Church.  The  body  was  consigned  to  its 
last  resting  place  in  the  Greenville  cemetery. 

Dl’.  Cundiff  was  a faithful  member  of  his 
county  and  state  medical  association  and  he  was 
well  beloved  by  all  his  confrers. 

The  Society  mourns  his  loss  and  extends  to 
his  bereaved  family,  sympathy  and  consolation. 

ROY  ORSBURN,  Secretary. 


Perry:  The  monthly  meeting  of  the  Perry 

County  Medical  Society  was  held  in  the  library 
of  the  Hazard  High  School  on  Monday  evening, 
February  8th. 

The  following  members  attended  the  meeting: 
Dr.  J.  S.  Gilbert,  Dr.  J.  C.  Coldiron,  Dr.  H.  W. 
Gingles,  Dr.  H.  L.  Tutwiler,  Dr.  J.  K.  Stoddard, 
Dr.  Kooser,  Dr.  N.  G.  Riggins,  Dr.  J.  E.  Hagan, 
Dr.  C.  D.  Snyder,  Dr.  S.  B.  Snyder,  Dr.  J.  M. 
Ray,  Dr.  J.  P.  Boggs,  Dr.  R.  L.  Collins,  Dr.  B. 
M.  Brown,  Dr.  Taylor  Hurst,  Dr.  Martin  Pal- 
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mer,  and  Dr.  F.  W.  C’audill. 

The  meeting-  was  presided  over  by  Dr. 
II.  W.  N-yce,  the  newly  elected  president.  Dr.  F. 
W.  Forge,  Assistant  Director  of  the  Bureau  of 
County  Health  work,  State  Board  of  Health, 
Louisville,  was  a visitor  at  the  meeting.  Dr.  C. 
II.  Borgardus,  newly  elected  Director  of  the 
Leslie  County  Health  Department,  was  taken  in 
as  an  associate  member  until  his  credentials 
could  be  certified  and  his  license  registered 
locally,  when  he  will  become  an  active  membei’. 
'I'he  doctors  from  Leslie  and  Knott  meet  with 
and  as  a part  of  the  Perry  County  Society  be- 
cause of  the  sparsity  of  practitioners  in  each  of 
thesje  two  counties  making  it  impossible  for 
either  of  them  to  carry  on  an  organized  society 
of  their  own. 

After  the  transaction  of  the  routine  business 
two  well  prepared  papers  were  read.  Dr.  J.  C. 
Coldiron  of  Hazard,  delivered  an  excellent  essay 
on  the  etiology,  symptoms  and  treatment  of 
“Gastric  Ulcer.”  Dr.  R.  L.  Collins  began  a dis- 
cussion of  this  subject  which  was  enthusiastically 
[larticipated  in  by  nearly  every  member  present. 

Following  Dr.  Coldiron’s  paper.  Dr.  H.  W. 
Gingles,  of  Hardburly,  read  a concise  but  very 
comprehensible  paper  on  “Common  Heart  Condi- 
tions.” The  discussion  of  this  paper  was  led  by 
Dr.  S.  B.  Snyder,  during  which  different  phases 
of  the  more  prevalent  heart  conditions  were 
brought  out.  This  paper  was  so  enthusiastically 
received  that  it  was  proposed  and  passed  by  the 
Society  that  the  essayist  allow  the  paper  to  be 
published  in  one  of  the  coming  issues  of  the 
.lournal  of  the  Kentucky  State  Medical  Associa- 
tion. Dr.  Gingles  kindly  acquiesed  to  this  re- 
quest and  we  hope  to  see  it  in  print  in  the 
Journal  within  the  next  few  months. 

After  the  regular  program  was  finished  the 
meeting  adjourned  to  the  main  auditorium  of 
the  Hazard  High  School,  where  the  members  en- 
joyed a moving  picture  on  the  technique  of 
“Spinal  Anesthesia.”  The  films  for  this  demon- 
stration were  lent  by  the  H.  A.  Metz  Labora- 
tories of  New  York.  The  facilities  of  the  High 
School  were  kindly  made  available  for  the  meet- 
ing and  motion  picture  demonstration  by  Mr. 
J.  Foley  Snyder,  the  principal. 

F.  W.  CAUDILL,  Secretary. 


BOOK  REVIEWS 

(JYXKroLOGY  AND  nU)L()(JY  FOK 
NURSKS.  — I)V  Samuel  S.  I-iosenfield,  .M.  1).. 
F.  A.  S.  luG  Fifth  Avenue,  XVw  A'crk 
City:  William  Wood  & Com]umy.  UKll. 

•+G.()(),  net. 

Tlie  author  state.s,  “in  the  writing  of  this 
hook,  1 have  above > all  attemi>ted  to  (uirpha- 
size  that  the  nurse  most  needs  to  know  in 
order  to  he  able  to  attend  her  patients  intel- 
ligently. 

There  ata*  many  K>-ood  hooks  on  ohstedries 


for  nurses  and  1 ther(d'ore  decided  uo|  lo 
eomhine  this  hook  with  obstetrics.  I have, 
however,  atteinpted  to  .show  that  obstetrics 
and  gynecology  are  allied  ushjeets. ’’ 

Physicians  who  teacdi  iiiirses  may  find  the 
hook  vei-y  useful.  Nurses  will  also  find  it 
iutei-(‘stiug  and  helpful. 


A TFXT-HOOK  OF  HISTOLOGY.  By 
Ah'xander  A.  .\la\imow,  Lat(‘  I'l'ofessor  of 
Anatomy,  I'uiversity  of  Chicago,  ('ompleted 
and'  Edited  by  William  Bloom,  xVssistant 
Pi'of(‘ss  )i-  of  Anatomy,  University  of  Chicago. 
8dd  pages  witii  o04  illusti’atioi)'';,  some  iri 
colors.  Philadel[diia  and  London:  W.  B. 

Saundei-s  Company,  l!)dU.  Cloth,  .'['9.00. 

Here  is  a new  text-hook  that  pre.sents  hi:',- 
tology  from  its  living,  functioninig,  and  hu- 
man aspects.  The  minute  structure  is  corre- 
lated with  its  function;  foi-  iustame,  you  are 
told  not  only  that  a certain  organ  performs 
a certain  function,  hut  which  cells  of  that 
organ  are  responsible  for  eaidi  pha.se  of  its 
function — and  liy  what  .mechanism. 

Profe.ssor  iMaximow’s  hook  departs  from 
the  the  old  ordei-  and  [iresents  histology  as  a 
living  subject.  At  al]  times  emphasis  i.s  on 
the  study  of  adult  ti.ssue,  giving  histogenetic 
data  only  when  they  will  aid  in  the  under- 
standing of  the  mature  tissue  or  origan. 

There  are  GO-!  .striking  hi.stologic  portraits! 
Not  diagi'ams,  hut  portraits  of  living  ma- 
terial that  will  (Uiahle  you  to  recognize  the 
striu'ture  when  you  view  it  under  the  micro- 
si. ope.  The  proiiortions  are  accurate,  the 

tones  are  life-like,  and  many  show  the  rela- 
itionshij)  of  eells  in  three  dimensions.  Pro- 
fessor Maximow’s  drawings  have  been  re- 
produced and  printed  with  all  the  beauty 
and  detil  of  the  originals. 


COURTS  AND  DOCTORS— By  Lloyd 
Paul  Stryker.  The  AlacMillan  Company, 
Publishers,  New  A"ork.  Price  .'('2. 00. 

In  this  book  the  author,  for  many  years 
general  counsel  for  the  IMedical  Society  for 
the  State  of  New  A^ork  and  having  jier.sonal 
(diarge  of  legal  .policy  of  the  Society  and  the 
defense  of  its  members,  who  were  sued  for 
malpractice,  offers  advice  and  counsel  that 
will  be  instrumental  in  protecting  the  doc- 
tors against  iinAvarranted  attack  upon  their 

profe.ssional  character.  Air.  Strayker  i.s  ex- 
cejil ionally  (pialified  to  Avrite  this  book  by 
reason  of  his  long  experience  as  a trial  conn- 
.sel  and  his  handling  for  many  years  of 
medico-legal  jiroblems,  both  in  trial  and-  aji- 
jiellate  courts  as  well  as  before  committees 
of  Ihe  legislature. 
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THP]  NEXT  ANNUAL  MEETING 

Preparations,  arc  rapidly  taking  concrete 
shape  for  the  Eighty-Second  Annual  Meeting 
of  the  Kentucky  State  Medical  Association, 
which  will  convene  at  the  Brown  Hotel,  Louis- 
ville, October  3rd-6th. 

The  proigrain  committee,  composed  of  Dr. 
OrVille  Miller,  chairman  and  Dr.  Philip  F. 
Barbour  and  Dr.  A,.  T.  McCormack,  ex-officio, 
has  practically  completed  its  wprk.  This 
])rogram  in  its  entirely  is  expected  to  be 
ready  for  publication  in  the  June  issue  of 
the  Journal,.  The  comiposition  of  the  com- 
mittee is  in  itself  an  assurance  that  the  pro- 
gram, when  presented,  will  be  interesting, 
comprehensive  and  altogether  worth  while. 


THE  POST  GRADUATE  COURSE 

The  Summer  Post  Graduate  Course,  under 
the  joint  auspices  of  the  Kentucky  State 
Medical  Association  and  the  Medical  Depart- 
ment of  the  University  of  Louisville,  has 
been  so  arranged  this  year  that  tho.se  at- 
tending the  Alumni  Meeting  of  the  Univer- 
sity of  Louisville  School  of  Medicine  will  also 
have  opportunity  to  avail  themselves  of  the 
Po.st  Graduate  Cour.se. 

The  many  duties  of  Dr.  Philip  F.  Barbour 
as  President-Elect  of  the  Association  have  in- 
creased his  work  to  an  extent  rendering  it 
necessary  for  him  to  delegate  conduct  of  this 
Post  Graduate  School  to  Charles  W.  Hibbitt, 
M.  D.,  John  Walker  Moure,  M.  D.  and  J.  R. 
Wathen,  M.  D.  These  have  each  had  fonr 
years  experience  in  connection  with  the 
School,  and  the  course  this  year  promises  to 
riv*al  any  of  the  preceding  courses  in  its 
practicability  and  its  adaptation  to  the  needs 
lOl  the  general  plractit inner.  S])ecial  attention 
will  be  given  to  those  intei’ested  in  surgery. 

Reduced  rates  may  be  secured  at  all  the 
leading  hotels  aaid  all  the  hospitals  will  be 
open  to  physicians  for  inspection  and  other- 
wise. 

In  the  way  of  amusements  and  recreatmii, 
Louisville,  this  year  offers,  in  additiion  to 
a variety  of  first  class  moving  picture  houses, 
a stock  company  whose  reportoire  will  in- 
include  all  the  latest  Broadway  hits  at 
popular  prices.  Three  public  swimming  yjools 
will  be  open  and  visitor’s  cards  may  be  se- 
cured from  any  of  the  physicians  for  the 
various  golf  courses.  Visitors  will  be  wel- 


come at  the  Laboratory  of  the  State  Board 
of  Health  at  all  times  and  the  offices  of  the 
Journal  may  be  used  as  headquarters  for 
mail,  rest  and  general  information. 

F(or  further  particulars  write  to  the 
Chairman,  Dr.  C.  VV’.  Hibbitt,  Louisville. 


THE  NEW  ORLEANS  SESSION  OF  THE 
AMERICAN  MEDICAL  ASSOCIATION 

The  program  of  the  New  Oleans  Session 
of  the  American  Medical  Association  will  in- 
clude contributions  by  several  di.sting'uished 
guests  from  foreign  countries.  Dr.  P.  Wolff', 
Secretary  of  the  Narcotic  Committee  of 
the  League  of  Nations,  Secretary  of  the 
German  Council  of  Therapy,  and  editor  of 
the  leading  medical  publication  of  Germany 
will  partiepate  in  the  Clinical  Lecture  Pro- 
gram on  j\ionday,  May  h.  His  topje  will  be 
“Drug  Addiction — A World  Wide  Problem.’’ 
Dr.  W.  L.  Treadway,  U.  S.  Public  Health 
Service,  will  discuss  “Drug  Addiction  in  the 
United  States.’” 

Sir  Arthur  Newsluome,  of  Birmingham, 
England,  whose  lifetime  labors  in  the  field  of 
public  health  have  made  his  name  known  the 
world  over,  will  be  one  of  the  partieijiants  in 
a joint  symposium  of  the  Section  on  Practice 
pf  Medicine  and  the  Section  on  Preventive 
and  Industrial  Medicine  and  Public  Health. 
Sir  Arthur’s  topic  will  be  “The  Relation  of 
Private  Practice  to  Preventive  Medicine  in 
Europe.  ” 

Prof.  N.  Krasnogorski,  of  Leningrad,  will 
contribute  a paper  ion  “ Conditional  Reflexes 
in  Psychopathology  of  Childhood”  to  the 
program  of  the  Section  on  Diseases  of  Chil- 
dren. 

The  opening  general  meeting,  at  which  Dr 
E.  II.  Cary  will  be  installed  as  President,  wii 
be  at  the  Auditorium  on  Tuesday  evening 
May  10th. 

The  President’s  Reception  will  be  on 
Thur.sday  evening.  May  12th. 

The  meetings  of  the  Scientific  Sections 
will  beigin  on  Wednesday  morning,  IMay  lllh, 
and  will  continue  through  Friday,  May  Pith. 

The  House  of  Delegates  will  convene  for 
its  first  meeting  at  PUOO  n.  m.,  Monda.v, 
May  9th.  All  meetings  of  the  House  of  Dele- 
gates will  be  held  at  the  Roosevelt  Hotel. 

The  Local  Committee  on  Arrangements,  of 
whielli  Dr.  W.  II.  Seeimtnn,  SJ7  Gravier  Si., 
New  Orleans,  is  Chairman,  has  becui  (“iiga'ced 
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in  perfecting  all  necessary  arrangements  for 
the  Session  and  in  maturing  plans  for  pro- 
moting the  comfort  and  convenience  of  those 
in  attendance. 

The  meetings  of  the  Woman’s  Auxiliaiy 
will  be  hehl  at  the  Hotel  Bienville.  . 

Those  expecting  to  attend  the  New  Orleans 
Session  and  have  not  made  hotel  reservations, 
should  do  so  at  once.  Requests  lor  reserva- 
tions may  be  sent  to  Dr.  Bmmett  L.  Irwin, 
Chainnan  of  the  Committee  on  lloteh,  Box 
1460,  New  Ui'leans. 


FLY  TO  NEW  ORLEANS 

The  American  Airways  operates  a plane 
schedule,  A'dlh  one  plane  eaeJi  way  daily,  to 
Louisville  and  New  Orleans.  The  south- 
bound plane  leaves  Louisville  at  10  ;26  a.  m., 
arriving  in  New  Orleans  at  5:50  p.  m. ; the 
north  bound  plane  leaves  New  Orleans  at 
K :25  a.  m.,  arriving  in  Louisville  at  3 :35  p.  m. 
The  one-wav  fare  is  .$4(5.50;  round  trip  is 
$83.87. 

The  Curtis-Wright  Flying  Service  have 
jilanes  for  special  charter.  Five  doctoi's  de- 
siring to  make  the  trip  by  air  can  secure  a 
special  jdane  at  $90.00  each  for  the  round 
trip. 

Many  advantag'cs  attach  to  going  in  a 
special  plane.  The  first  is,  the  privacy  thus 
assured ; the  second  lies  in  not  havingi  to 
meet  a,  specific  schedule.  In  a special  plane, 
you  .may  leave  Louisville  or  New  Orleans  at 
your  own  convenience ; whereas,  on  estab- 
lished lines,  you  have  to  travel  according  to 
fixed  schedule  and  if  the  plane  should  be 
held  up  for  anv  reason  at  any  schedule 
pioint,  it  means  holding  you  up  also. 

For  further  information  in  regard  to  spe- 
cial plane  service,  write  to  J.  C.  Bennett. 
i\Ianager.  Curtis-Wright  Flying  Service,  Tjou- 
isville,  Rontucky. 


AMERICAN  MEDICAL  GOLFERS  PLAY 
IN  NEW  ORLEANS,  MAY  9th 

The  American  Medical  Golfing  Associa- 
tion will  hold  its  Eighteenth  Annual  Tourna- 
mnt  in  New  Orleans  on  Monda.v,  May  9, 
1932.  The  thirty-six  hole  match  will  be  play- 
ed over  the  beautiful  and  interesting  New 
Orleans  Country  Club  course,  followed  in  the 
evening  by  the  golfers’  banquet  and  distribu- 
tion of  prizes.  Ap])roximately  fifty  trophies 
and  prizes  will  be  distributed  to  winners  in 
the  various  events. 

The  memb(>rship  of  llie  A.  M.  G,  A.  now 
totals  8.50  physicians,  re])i'csenting  evei-y 
state  in  (lie  union.  It  is  atitiei])aled  that 


150  .medical  golfers  will  be  attracted  to  New 
Orleans  for  this  year’s  tournament. 

Dr.  Frank  A.  Kelly  of  Detroit  is  President 
of  the  American  medical  golfers,  Dr.  Homer 
K.  Nicoll,  of  Chicago  is  First  Vice-Pre.sident, 
and  Dr.  John  Welsh  Croskey  of  Philadelphia 
is  Second  Vice-President.  The  Local  C|om- 
mittee  in  cliagge  of  arrangements  at  New 
Orleans  is  co.mposed  of  Dr.  J.  P.  O’Kelley, 
Chiairman,  Drs.  L.  R.  DeBuys,  Lucian  A. 
Fortier,  Val  11.  Fuchs,  J.  P.  Leake,  W.  W. 
Leake,  Louis  Levy,  Walter  E.  Levy,  .1.  T. 
‘O’Ferrall,  1).  N.  Silverman  and  Arthur  1. 
Weil. 

Fixed  competition  for  36  holes  includes 
low  gross,  low'  net,  choice  score  handicap,  and 
kickers’  handicap.  Eighteen  hole  events  in- 
(dude  low  gross,  low'  net,  maturity  (limited 
to  fellow's  over  sixty  j-ears  of  age),  and  the 
“oldguard,”  (limited  to  eompetition  of  past 
presidents).  The  Mayor  of  the  host  city  is 
ahva.vs  invited  to  present  the  trophy  for 
kickers’  handicap. 

Invitations  to  attend  the  American  Med- 
ical Golfing  Association  tournament  in  New 
Orleans  are  being’  sent  to  members  from  the 
Executive  Office  in  Detroit.  Any  male  fel- 
low of  the  American  Medical  Association  in 
gpod  standing  is  eligible  to  membership  in 
the  Golfing  Assiociation.  Physicians  are  in- 
vited to  become  associated  w'ith  this  active 
social  organization  w'hich  offers  much  in  good 
sportsmanship  and  friendship. 

A])plications  may  be  procured  b,y  writing 
Bill  Burns,  Executive  Secretary,  4421  Wood- 
ward Avenue,  Detroit,  Michigan. 


RAILROAD  FACILITIES  TO  NEW 
ORLEANS 

In  the  advertising  pages  of  the  Journai. 
will  be  found  an  advertisement  concerning 
railroad  facilities  to  New  Orleans  for  the 
A.  M.  A.  There  are  many  through  train 
services  to  the  Crecent  City,  comfortable 
Pullmans  and  excellent  dining  cars,  that  those 
W'ho  have  to  consider  time  as  a factor  as  w'efl 
as  expense,  may  use  this  method  of  tran.spor- 
tation  to  an  advantage. 

Dr.  L.  H.  South,  Louisville,  has  been  aj)- 
pointed  chainnan  of  transportaTion  and  will 
make  all  reservations,  supply  time  tables  and 
any  other  information  and  will  in  every  w'ay 
to  I'elieve  all  annoyaiu'es  connected  with  the 
])liase  of  the  journey.  If  sufficient  nuinlHU-  of 
res(>ryat ions  can  lx*  obtaiinnl  a Kentucky 
Sj)ecial  will  be  secured, 
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THE  KENTl'C’KY  STATE  MEDK^AL 
ASSOC’IATIOX  SUMMER  ROST 
<;  RAD  RATE  COURSE 
Gknekal  Rkoukam 
City  Hospital — LoiiisA'ille 
June  6-18,  1932 

The  followin'^  out-of-town  graduates  of 
University  of  Louisville  School  of  Medicine, 
who  are  also  eonnected  with  the  City  Hos- 
pital, will  address  visitors  and  the  local  pro- 
fession iMoindav,  June  6th,  beginning  at 
9;(M)  A.  M. 

David  Polowe,  i\I.  D.,  Ratei-son,  X.  J. — The 
Specific  Gravity  of  the  Blood  in  Pregnainy 
and  in  the  Puerperimn.  Lantern  Slides. 

Jack  Henry,  M.  1).,  University  of  Ten- 
nessee, iMetnphis,  Tenn. — Allergy:  In  Theory 
and  Practice. 

A.  Griswold,  i\L  I).,  Cleveland,  0. — The 
Surgical  Treatment  of  Adhesive  Pericarditis. 
Lantern  Slides. 


C.  X.  Kavanaugh,  M.  1).,  Lexington — Tu- 
laremia with  Iv(*port  of  120  (’ases.  Lantern 
Slides. 

i\L  G.  Seibel,  M.  1).,  \Va|shingtom  Univer- 
sity, St.  Louis,  IMo. — Tumors  of  the  Islands 
of  Langerhans  and  Hypoglycemia.  Lantern 
Slides. 

Harry  Beckman,  M.  1).,  University  of  Mar- 
quette, Milwaukee,  Wis. — A Xote  on  the  Acid 
'I'reat.ment  of  Hay  Fever.  Lantern  Slides. 

VL  V.  Anderson,  i\L  I).,  Xew  York  City — 
Recent  Developments  in  Psychiatry. 

Otho  C.  Hudson,  M.  D.,  Brooklyn.  X.  Y. — 
Xieola  Operation  for  Recurrent  Dislocation 
of  the  Shoulder.  Lantern  Slides. 

F.  P.  Helm,  i\L  D.,  Miami,  Okla. — Treat- 
ment of  Sporotrichosis.  Lantern  Slides. 

ErniLi  L.  Ray,  M.  1).,  Xew  York  City — Sub- 
ject to  be  ;»,nnounced  later. 

Registration  Fee — $2.00. 
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SCIENTIFIC  EDITORIAL 

DIABETIC  COMA 

In  diabetic  cases  treatment  should  always 
l)e  begun  immediately  when  the  first  signs 
of  coma  develop,  as  delay  may  so  easily  re- 
sult in  irreparable  damage  to  the  control 
centers  of  the  respiratory  and  circulatory 
system.  The  i)atient  should  be  ke])t  quiet, 
'rhe  excess  sugar  in  the  blood  should  be 
metabolized  to  bring  about  a destruction  of 
the  poisonous  fatty  acids,  and  large  quanti- 
ties of  fluid  should  be  administei'cd  to  effect 
rapid  elimination  of  the  end  products  of 
these  acids. 

The  most  important  thing-  to  be  considered 
is  to  treat  each  case  individually  and  to  give 
enough  Insulin  to  metabolize  this  high  blooa 
sugar  legardless  of  how  large  the  quan  ity 
may  be.  In  one  case  that  is  a striking  ex- 
anqile  of  the  large  doses  required,  I was 
called  out  of  the  city  and  .saw  this  patient  for 
the  first  time  at  11  o’clock  .ajt  night,  several 
hours  after  the  development  of  the  coma. 
I gave  him  at  once  50  units  of  Insulin  sub- 
cutaneously and  instituted  continuous  hypo- 
dermoclysis.  In  two  hours  the  urine  was 
tested  and  showed  a high  percentage  of 
sugar.  I then  gave  him  100  units.  In  another 
two  hours  there  had  apparently  been  no  im- 
jiression  made  on  the  liigh  glycosuria  so  1 
then  giave  him  100  units  subcutaneously  and 
100  units  intravenously.  Tliis  dosage  was 
continued  at  two  hour  intervals  until  thei-e 
was  a lesseningi  of  the  siigar  in  the  urine, 
and  then  smaller  doses  were  used,  watching 
the  urine  carefully.  The  next  morning  the 
condition  was  greatly  impi-oved,  and  the  pa- 
tient could  be  removed  to  Louisville  in  an 
ambulance.  This  case  received  in  all  1030 
units  of  Insulin  between  eleven  o’clock  at 
night  and  ten  o’clock  the  next  morning  and 
if  this  heroic  treatment  had  not  been  given, 
I am  quite  certain  he  would  not  have  re- 
covered. 

Blood  sugar  determinations  are  a great 
advantage,  but  could  not  be  used  in  this 
case  owing  to  absence  of  facilities,  but  with 
frequent  urine  examinations  as  a guide  and 
sufficient  experience,  it  is  reasonably  easy 
to  determine  how  much  Insulin  should  be 
given.  The  question  of  changing  a diabetic 
coma  into  a Insulin  coma  deserves  very  little 
consideration,  as  this  differentiation  is  very 
simple.  The  diabetic  coma  is  a despterate 
fatal  condition  unless  treated  propei^y,  and 
the  Insulin  coma  can  be  corrected  at  once  by 
the  injection  of  glucose  into  the  vein,  if  nec- 
essary. 

R.  Hays  Davis. 


METALIZEI)  MILK  FDK  AN’LMIA 

Every  jlhysician  in  Kentucky,  we  are  et)ii- 
fitlent,  will  be  interested  in  the  investigations 
of  Profe.ssor  Hart  and  his  associates  at  the 
Wisconsin  Agricultural  Experiment  Station 
in  connection  with  metalizing  milk  by  the  ad- 
dition of  iron.  The.se  investigations  seem  tu 
have  demonstrated  that  whoa  milk  is  rein- 
forced with  iron  and  a slight  trace  of  copper, 
the  iron  is  assimilated  into  the  blood.  Iron 
added  to  niilk,  which  is  naturally  deficient  in 
this  metal,  is  not  assimilated  withoin  the  ad- 
dition of  a slight  trace  of  copper.  Metalized 
milk  was  first  u.sed  to  control  anemia  in  ani- 
mals, such  as  thumps  in  pigs.  Later  it  was 
found  valuable  in  the  hemoglobin  content  of 
the  blood  of  young  children,  whose  diet  was 
largely  milk,  and  also  iai  certain  cases  of 
idiopathic  anemia  in  adults.  This,  of  course, 
does  not  apply  to  pernicious  anemia. 

The  metalized  milk  is  prepared  by  simply 
putting  a stick  of  metal  coutaining  cobalt, 
CO, piper,  iron  and  mainganeze  into  a bottle  of 
milk  and  keeping  it  there  for  tweh’-e  hours. 
Within  this  period  sufficient  of  the  metal  is 
absorbed  to  make  it  effective.  The  milk  so 
treated  should  be  consumed  at  the  ftid  of 
twelvediour  period,  as  the  metal  absorbed  in- 
creases the  rate  of  spoilage. 

Dr.  J.  L.  McGhee,  of  Emorj-  University, 
reports  administering  from  a pint  to  a quart 
of  metalized  milk  a day  to  each  of  one  hun- 
dred and  forty  cases  suffering  from  anemia. 
For  the  entire  group  receiving  this  treatment 
the  count  of  red  blood  corpuscles  was  in- 
creased fifteen  per  cent.  The  physiciam  try- 
ing this  experiment  and  not  having  at  his 
disposal  a technician  who  can  do  the  blood 
count  can  readily  resort  to  the  Taliquest 
hemoglobin  pad.  This  is  very  inexpensive 
and  fairly  accurate. 


Embryology,  Anatomy  and  Surgery  of  Pros- 
tate Gland. — From  his  observation  of  373  cttses, 
Lowsley  concludes  that  the  most  important  item 
in  the  care  of  a patient  suffering  from  prostate 
disease  is  suitable  drainage  until  the  patient 
reaches  his  maximum  of  renal  efficiency.  The 
best  kind  of  preliminary  drainage  is  by  means 
of  suprapubic  double  tube  suction,  because  such 
a procedure  diminishes  the  edema  of  the  pros- 
tate and  thus  is  a factor  in  reducing  bleeding. 
Sacral  or  parasacral  anesthesia  is  the  most  suit- 
able type  for  prostatectomy.  Perineal  prosta- 
tectomy is  preferred  because  there  docs  not 
seem  to  be  as  much  shock  as  was  noted  in  the 
suprapubic  operation.  The  post-operativ©  drain- 
age is  accomplished  by  means  of  a urethral 
catheter  which  allows  both  the  perineal  and  the 
suprapubic  wounds  to  close. 
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ORIGINAL  ARTICLES 

CLINICAL  AND  SURGICAL  ASPECTS 
OF  ACUTE  INTESTINAL 
OBSTRUCTION* 

Jho.  II.  Blackburn,  M.  D. 

Bowling  Green. 

Since  the  very  earlie.st  elinieai  recognition 
of  intestifoal  obstruction  something  of  its  na- 
ture has  been  understood,  and  always  the  con- 
dition commonly  called  “locked  bowels”  ‘has 
carried  with  it  a very  serious  prognosis  even 
to  the  laity,  for  a failure  to  recognize  its 
presence  early  and  to  institute  immediate 
operative  measures  has  almost  without  e.v- 
ception  meant  the  death  of  the  patient.  In 
our  own  experience  extending  over  thirty 
years  this  was  one  of  the  first  abdominal 
emergencies  encountered,  and  cases  were  so 
uniformly  found  on  the  seventh  to  ninth  day 
and  tihe  outcome  so  uniformly  fatal  that  we 
were  once  lead  to  remark  that  the  mortality 
in  our  lirst  six  eases  of  intestinal  obstruc- 
tion was  six  hundred  per  cent. 

Unquestionably  there  has  been  a marked 
improvement  in  our  diagnostic  means  and 
procedures,  and  the  surgical  technic  in  these 
cases  has  in  every  way  favored  the  patient’s 
recovery,  Init  the  death  rale  throughout  the 
country  is  still  alarmingly  high.  This  state 
of  affairs  still  stres.ses  the  fact  that  these 
cases  must  be  seen  early  if  we  are  to  reduce 
the  high  mortality  to  any  miarked  degree. 

Definition  : Intestinal  obstruction,  or  ileus, 

is  the  term  used  to  indicate  a stoppage  of  the 
fecal  current,  this  condition  being  secondarj' 
to  some  pathology  within  or  withcut  the  bow- 
el, which  is  the  primary  condition.  If  the 
primary  condition  be  a mechanical  one  we 
then  have  a imeehanical  obstruction;  if  it  be 
due  to  some  nervous  or  toxic  influence  which 
paralyzes  the  bowel,  it  is  a paralytic  or 
adynamic  ileus;  if  it  be  due  to  a spasm  or 
contraction  of  the  intestinal  wall  it  is  called 
dynamic  ileus.  The  obstruction  may  be 
gradual  or  sudden  in  onset,  and  partial  or 
complete  in  degree,  and  it  may  involve  only 
a limited  segment  or  several  feet  of  the  in- 
testine. 

In  addition  to  the  obstruction  there  is 
usually  present  a strangulation  of  the  bowel 
which  mearis  an  interference  with  the  venous 
or  arterial  circulation  in  the  intestinal  wall. 
Strangulation  may  occur  from  the  primary 
mechanical  obstruction  or  it  may  be  i^resent 
in  the  paralytic  ileus  as  a result  of  the  disten- 
tion of  the  bowel  with  an  interference  with 
the  capillary  circulation.  When  this  stage  is 
reached  a damage  to  the  intestinal  wall  de- 

*Read before  the  Kentucky  State  Medical  Association 
at  Lexington,  September  7-10,  1931. 


velops,  with  the  resulting  necrosis  of  the  tis- 
sues. 'I'liis  pathological  sequence  may  also 
develop  as  tlie  result  of  an  occlusion  of  tlie 
mesenteric  vessels,  vein  or  artery.  All  oi 
these  conditions  lead  to  an  obstruction  witii 
tlie  succeeding  strangulation,  if  not  relieveu 
early  by  surgical  means. 

Causes:  Bractically  the  sequence  of  events 
in  any  and  every  case  of  intestinal  obstruc- 
tion is  the  same,  viz : stoppage  of  the  fecal 
stream,  distention  of  the  bowel  by  gas  and 
fluids,  disturbance  of  the  circulation  in  tlie 
intestinal  wall  (necrosis  and  gangrene  if  not 
relieved),  and  a succeeding  grave  toxic  state 
due  to  the  absorption  of  some  substance  from 
the  bowel  contents.  When  it  is  recognized 
that  the  local  and  general  changes  and  the 
ultimate  results  are  practically  xhe  same  in 
all  oases  only  a mere  recital  of  the  many  dif- 
ferent causes  is  necessary. 

' The  mechanical  causes  are  spoken  of  as 
external  and  internal.  The  external  causes 
are  herniai  (external  and  internal),  volvulus, 
peritoineal  bands,  acute  peritonitis,  tumor  (by 
external  pressure),  and  ulcerations  (tuber- 
culous or  syphilitic  by  constriction).  The 
internal  causes  are  intussusception,  foi'cign 
bodies  (gallstones,  enteroliths,  etc.)  neo- 
plasms (filling  the  lumen). 

In  addition  to  the  imeehanical  causes,  there 
are  those  which  produce  obstruction  by  in- 
terference with  peristalsis,  these  cases  being 
divided  into  paralytic  or  adynamic  ileus  and 
dynamic  ileus.  The  adynamic  cases  may  be 
(1)  of  nervous  origin,  as  in  cord  lesions  or 
trauma  to  the  abdomen  ; (2)  of  infectious  and 
toxic  origin,  as  in  peritonitis  or  pneumonia; 
and  (3)  of  circulatory  origin,  as  in  throm- 
bosis or  embolism.  The  dynamic  cases  occur 
characteristically  in  lead  poisoning. 

A study  of  the  statistics  of  acute  abdominal 
disease  requiring  operation  shows  that  acute 
perforations  and  acute  inflammation  of  the 
appendix  with  the  com,plicatinig  peritonitis 
exceed  all  other  forms  of  abdominal  emer- 
gencies. However,  the  cases  of  obstruction  in 
any  particular  series  occupy  a rather  large 
part  if  we  include  therein  hernias  and  their 
complications.  In  England  and  Wales  in 
1918,  according  to  the  Registrar-General’s 
Report,  there  were  1,990  deaths  from  perfor- 
ated peptic  ulcer,  ard  2 416  from  acute  appen- 
dicitis, or  a.  total  of  4,406  ideatlis  due  to  these 
two  causes.  During  the  same  year  there  were 
2,848  deaths  attributed  to  intestinal  ob.sf ruc- 
tion and  2,200  as  the  result  of  hernia.  Un- 
questionably the  deaths  from  hernia  were  due 
directly  to  intestinal  obstruction  with  strang- 
ulation, so  that  we  may  properly  attribute 
the  5.048  deaths  in  the  last  two  elasses,  ob 
struction  and  hernia,  to  practically  the  sam  ■ 
cause. 

In  the  Bulletin  of  the  Kentucky  State 
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Board  of  Health  for  June,  1931,  State  Regis- 
trar Blackerby  reports  the  causes  of  death  in 
the  State  of  Kentucky  for  1930,  the  total 
deaths  from  aH  causes  being  29,636.  Of  this 
number  there  were  404  eases  of  peptie  ulcer 
(presumably  perforations),  326  cases  from 
appendicitis  and  typhlitis,  40  from  hernia, 
and  10  from  intestinal  obstruction.  There 
were  also  listed  36  deaths  from  peritonitis 
“without  specified  cause,”  a number  of 
which  might  reasonably  be  attributed  to  ob- 
struction of  some  type. 

Apparently  there  were  few  -deaths  in  the 
State  of  Kentucky  in  1930  from  intestinal 
obstructio;n,  and  yet  when  those  from  hernia 
are  added  to  this  there  w'ere  at  least  50  deaths 
in  the  State  of  Kentucky  last  year  w'hich 
with  early  recognition  and  prompt  treatment 
migibt  well  have  been  prevented.  Further, 
the  propfortion  of  deaths  in  this  series  from 
obstruction,  perforations  and  inflammatory 
lesions  is  practically  the  same  as  that  listed 
in  other  statistics  available. 

( TiNICAU  ( 'ONSIDERATIONS 

In  view  of  the  fact  that  the  clinical  pictun; 
of  intestinal  obstruction  consists  of  siicb  few 
symptoms  and  that  the  evidence  of  its  pres- 
ence is  -at  least  suggestive  if  not  unmistakable 
within  such  a short  time,  it  is  i-ather  remark- 
able that  so  nuany  physicians  are  still  con- 
tent to  wait  for  hours  until  the  symptoms 
are  absolutely  ,positive  before  advisijig  oper- 
ation. 

The  cardinal  symptcmis  are:  j)ain.  nausea, 
vomiting  and  'constipation,  with  abdominal 
distention  and  a rapidly  developing  state  of 
toxaemia.  There  is  a difference  in  the  se- 
quence of  these  symptoms  and  a variation  in 
their  degree  of  intensity  dependent  upon  (11 
the  site  of  the  obstruction,  (2)  upon  the  sud- 
denness of  the  closure  of  the  lumen  of  the 
intestine,  and  (3)  upon  the  degree  of  inter- 
ference with  the  circulation  in  the  intestinal 
wall. 

It  has  usually  been  stated  that  the  higher 
the  .site  of  the  obstruction,  the  more  sudden 
the  onset  of  symptoms  and  the  less  the  amount 
of  distention  ; the  sequence  of  the  predomi- 
nant s.vmptoms  usually  being  pain,  nausea 
and  voimitinn;',  constipation.  In  fact  in  the 
cases  high  up  in  the  intestinal  canal  the  ob- 
struction is  usually  -due  to  bands  or  some 
canse  external  to  the  lumen,  and  the  closure 
is  immediatel.v  complete  with  early  stranun- 
lation  and  the  symptoms  resulting  from 
rdianges  in  the  bowel  wall.  In  tbe  eases  in  the 
llarge  intestine,  the  can.se  is  usually  to  be 
found  witbin  the  lumen,  with  a gradual  clos- 
ure from  a malignant  growth,  and  the  'grad- 
nallv  increasing  constipation  occurs  first, 
with  intermittent  pain  and  attacks  of  nausea 
and  vomiting  later.  In  these  cases  the  dis- 
tention is  gradual  luif  usually  becomes  ex- 
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treme,  and  the  toxaemia  resulting  from 
strangulation  and  the  changes  in  the  intes- 
tinal wall  is  ;a  late  symptom. 

Bain : Pain  occurs  early  in  cases  with 
strangulation,  by  bands,  in  internal  hernia, 
or  in  intussusception.  The  more  complete  the 
strangulation  the  more  severe  and  persistent 
the  pain,  and  the  earlier  the  appearance  of 
the  shock  which  sooner  or  later  attends  every 
case  of  unrelieved  obstruction.  While  the 
pain  may  be  distinctly  paroxysmal  at  first, 
due  to  the  contractions  in  the  proximal  looj) 
of  bow'el,  it  will  tend  to  become  less  severe 
and  more  continuous  if  the  inte.stine  becomes 
gangrenous  and  peritonitis  develops.  Hence 
a relief  from  severe  i)ain  is  frequently  an 
unfavorable  change.  The  pain  of  obstruction 
is  frequently  localized  at  first,  later  becoming 
generalized,  which  will  helpi  to  differentiate 
it  from  that  of  aitpendicitis  in  which  the  dif- 
fused abdominal  or  epigastric  pain  localizes 
later  in  the  right  iliac  fossa. 

Nausea  and  Vomiting:  Nausea  practically 
alwa.vs  initiates  an  obstruction  but  this  may 
later  disajtpear  entirely. 

Vomiting  occurs  early  iu  all  acute  obstruc- 
tions and  is  usually  of  the  jtrojectile  or  re- 
gurgitant t.vjte.  At  first  the  stomach  contents 
are  expelled,  then  the  fluids  from  the  duode- 
num, and  later  from  the  ilenm,  finally  the 
vomitus  becoming  fecident.  Several  explana- 
tions have  been  offered  for  vomiting  of 
such  large  (piantities  of  fluid,  <^he  j)rimary 
reason  n > -doubt  being  the  interference  with 
the  circnlation  in  the  intestinal  w'all  and  the 
disturbance  in  the  functions  > f the  liver  an  1 
pancreas.  Fertainly  the  loss  of  bod.v  fluids 
attending  the  excessive  vomiting  is  a promi- 
nent factor  in  the  production  of  the  toxaemia 
vihich  soon  develops. 

Constipation : In  every  case  of  acute  ob- 
struction the  con.stiipation  is  -absolute,  no 
passage  of  gas  or  feces,  if  the  case  be  per- 
mitted to  continue.  An  early  enema  ma,v 
cause  passage  of  feces  from  sigmoid,  but  in 
very  acute  cases  there  may  be  a p-aral.vsis  of 
the  lower  segment  of  intestines  which  will 
prevent  the  expulsion  of  either  gas  or  feces. 
Barnard’s  .suggestion  of  a turpentine  enema 
repeated  in  a few  hours  is  a good  one,  but  thal 
of  Cope  is  better  when  he  says  that  ‘‘if  the 
other  .symptoms  of  intestinal  obstruction  are 
present,  it  is  unwise  to  wait  twelve  or  twentv- 
four  hours  to  demonstrate  constipation.” 

Abdominal  Distention  : It  is  generally  rec- 
ognizeid  that  distention  is  le.ss  marked  in  cases 
of  obstruction  high  in  the  intestinal  canal, 
the  most  extreme  cases  occurring  in  obstruc- 
tions in  the  colon.  The  presence  of  marked 
-or  genei’al  distention  indicates  that  the  ob- 
struction has  existed  for  some  time,  the  -dis- 
tention fretpiently  arising  as  a result  of  the 
developmenf  of  a naral.vsis  of  the  bowel.  Tim 
distention  is  usually  localized  at  fir.st.  becom- 
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ing  general  later,  amd  in  this  way  may  help 
to  suggest  the  site  of  obstruction.  The  pres- 
ence of  “patterns”  with  visible  peristalsis, 
indicates  unquestionably  the  presence  of  ob- 
struction, althouigh  this  is  seen  as  a rule  only 
in  chronic  obstructions,  with  gradual  closure 
of  the  lumen. 

Constitutional  Signs : In  addition  to  the 
symptoms  discussed  above,  the  average  case 
of  obstruction  soon  begins  to  present  a char- 
acteristic clinical  picture,  the  state  of  tox- 
aemia found  sooner  or  later  in  every  case 
if  it  is  not  relieved.  There  is  an  anxious 
pinched  expression  of  the  lace,  sunken  eyes, 
and  frequently  a cold  clammy  sweat.  The 
pxd.se  is  usually  slow  at  first,  but  later  be- 
comes rapid  and  feeble.  The  shallow  respim- 
lion  becoming  more  rapid  later  is  tlie  resixlt 
of  the  increasing  abdoimin.'il  distention. 

Usually  the  temperature  is  subnormal  dur- 
ing the  earlier  stages  with  the  collapse  that 
is  ordinarily  found,  and  later  a rising  tem- 
perature is  suggestive  of  a developiinig  perito- 
nitis. The  dry  furred  tongue  and  offensive 
breath,  with  marked  thirst  are  characteristic. 
If  the  obstruction  is  not  relieved,  all  these 
constitutional  symptoms  gradually  increase  in 
intensity  until  the  patient  dies  in  a few  days 
in  coma. 

Site  of  Obstruction:  While  the  individual 
symptoms  vary  somewhat  in  onset  and  in- 
te.nsity  as  sugge.sted  in  the  disexxssion  above, 
tlie  clinical  picture  presented  by  obstructions 
iin  the  diflfei’ent  parts  of  the  intestine  are  fair- 
ly distinctive,  the  v.^.riations  being  dependeixt 
upon  the  site  of  obstructioix  and  the  complete- 
ntss  of  the  strangulation. 

In  obstrxxction  high  in  the  small  intestine 
’^he  symptoms  are  very  acute,  pain  is  early 
and  extreme,  the  vomiting  fi-equent  and  vio- 
lent, the  collapse  comes  early  and  distention 
is  iisiially  slight  and  come?  later  if  the  pa- 
tient survives.  Gail-stonx  obstruction  of  the 
duodenum  is  the  most  freqixent  caixse  of  this 
type  of  obstruction. 

In  obstruction  low  dowxi  in  the  small  intes- 
tine the  symptoms  are  less  sudden  and  severe 
than  in  the  high  obstructions.  The  pain  is 
nsxxally  xnai’ked  and  collajise  eonnes  fairly 
early.  The  vomiting  comes  on  somewhat 
later  but  is  typical  as  to  the  character  of 
fluid  vomited.  Distention  comes  after  a short 
time  and  is  frequently  suggestive  in  its 
“spread.”  In  the  subacute  cases  low  down 
in  the  small  gut  are  mo.st  frequently  seen  the 
mai’ked  patterns,  the  peristaltic  waves  often 
being  seen  on  close  inspection. 

In  obstructioin  in  the  laige  bowel  the  pain 
is  much  le.ss  acute  and  severe,  shock  or  col- 
lap.se  develo])S  later  if  at  all,  tlie  vomiting 
comes  laler  and  is  less  freejneni,  while  llie 
distention  comes  early  in  Ihe  acute  phase  of 
the  attack  and  the  p)attern  may  frequently  b(> 


seen  follo'wing  the  course  of  the  large  intes- 
tine. Distention  is  a late  symptom,  in  cases 
of  intussusception  because  as  a rule  some  gas 
passes  all  the  time. 

Complete  and  sudden  obstruction  or 
strangulation  is  found  most  frequently  in 
cases  of  hernia,  in  acute  volvulus,  and’  in 
internal  strangulations.  In  these  cases  the 
onset  is  sudden,  pain  usually  severe,  collapse 
early  and  extreme,  and  vomiting  characteris- 
tic. Distention  comes  somewhat  later.  In 
gi'adual  obstructions  due  to  adhesions,  strie- 
tux’es,  subacute  volvulus,  and  chronic  intus- 
susception, the  onset  is  less  sxxdden  and  se- 
vere, pain  less  marked,  vomiting  less  extreme 
but  characteristic  later.  Distention  comes 
later  in  these  cases,  but  its  location  is  sug- 
gestive. 

Age : Mudh  has  been  written  regarding  age 
in  its  relation  to  intestinal  obstruction,  bixt 
in  igieneral  it  may  be  stated  that  intussuscep- 
tion is  the  most  frequent  cause  in  infancy, 
obstruction  by  bands  in  young  adult  life,  and 
malignant  disease,  in  the  large  intestine  after 
forty  years  of  age.  In  our  personal  experi- 
ence we  have  seen  obstruction  from  internal 
hernia  in  a ten-months ’-old  baby,  intussus- 
ception in  the  ileum  from  a fibroid  polyp  in 
a child  eighteen  months  old,  and  recently  a 
case  of  obstruction  by  bands,  secondary  to 
tabes  mesenterica,  in  a child  twenty-two 
months  old.  Which  proves  that  there  ai'e 
many  variations  to  the  rule. 

Toxaemia  of  High  Ob.struetion : It  has 

frequently  been  observed  that  cases  of  ob- 
struction in  the  large  bowel  often  survive 
a long  time,  but  in  the  small  intestine 
the  toxaemia  is  more  marked  the  nearer  the 
obstrxxction  to  the  stomach.  A vast  amount 
of  experimental  work  has  been  added  in  re- 
cent years  to  the  large  volume  of  clinical 
observations  already  produced,  and  the  lit- 
erature on  the  sxxbject  is  apparently  increas- 
ing year  by  year.  Many  theories  liave  been 
offered  to  account  for  the  death  that  occurs 
so  frequently  in  these  cases,  but  it  is  safe  to 
assume  that  there  is  no  one  cause  that  will 
account  for  the  toxaemia  in  every  case. 

Hartwell  and  Cooper  (Practice  of  Surgery, 
Dean  Lewis,  vol.  VII,  chapter  7,  page  38) 
jxresent  a mo.st  complete  study  of  the  litera- 
ture on  the  experimental  phases  of  the  sub- 
.jeet  as  observed  in  animals  and  the  practical 
application  of  all  this  work  to  the  treatment 
of  obstrxxetions  iix  man.  It  has  been  definite- 
ly proven  that  the  .symptoms  are  most  acxxte 
and  the  toxaemia  gravest  in  those  cases  in 
xvhich  the  olxstrxiction  is  .ixxst  below  the  open- 
ing of  the  pancreatic  and  common  bile  ducts 
into  the  dnodenumi.  The  fixither  away  fi’om 
1liis  poini  Ihe  obstnxel ion,  Ihe  longer  tin'  siii-- 
vival  and’  tin*  less  inteixse  the  symjxioms.  1n 
('xperimental  animals  the  obstnxetion  is  fol- 
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lowed  by  a uniform  clinical  picture  that  fol- 
lows closely  that  observed  in  man,  with  rather 
regular  changes  in  the  urine  and  blood. 

If  a closed  loop  of  small  intestine  be  pro- 
duced at  any  point  the  clinical  picture  is 
similar  to  that  produced  by  a simple  obstruc- 
tion at  the  same  level.  If  strangulation  be 
produced  in  an  obstruction  or  in  a closed 
loop,  the  symptoms  are  more  acute  and  death 
more  rapid.  If  the  intestinal  content  above 
an  obstruction  or  from  a closed  loop  or 
strangulated  loop  be  properly  prepared  and 
injected  intravenously  into  another  animal,  it 
will  cause  the  rapid  death  of  that  animal  with 
a characteristic  clinical  i>icture  and  typical 
clinical  and  pathologial  changes.  The  intes- 
tinal content  of  any  animal  that  has  died  of 
toxic  injection  is  toxic  to  other  animals  and 
produces  the  typical  clinical  and  pathological 
j)icture.  The  introduction  of  the  toxic  coii- 
tents  into  the  lumen  of  a normal  small  intes- 
tine does  not  cause  any  toxic  symptoms. 
Death  may  occur  in  cases  of  obstruction  ant] 
in  a closed  loop  or  strangulated  loop  with- 
out any  bacterial  infection  of  the  peritoneum 
or  blood  stream. 

While  many  changes  were  observed  in  the 
experimental  animals  as  a result  of  the  ob- 
struction or  the  closed  loop,  with  or  without 
strangulation,  the  uniform  changes  found 
were  (1)  a loss  of  fluid  from  the  body,  (2) 
a loss  of  chlorides,  (3)  a high  COg  combining 
power  of  the  blood,  (4)  high  blood  urea  with 
high  urea  excretion.  IMuch  work  has  been 
done  on  the  nature  of  the  toxic  substance 
and  on  its  pharmacologic  actions,  and  many 
theories  have  been  explbunded  as  to  its  source, 
but  the  evidence  at  hand  suggests  strongly 
that  the  toxic  substance  is  a .split  protein 
product  and  that  its  elaboration  o'ccurs  in  the 
pancreas  or  in  changed  pancreatic  secretion. 
On  the  other  hand,  one  group  of  Avorkers  sug- 
gest that  the  toxic  sid)stance  is  elaborated  by 
the  intestinal  wall  and  present  evidence  that 
is  to  them  satisfactory. 

As  a result  of  the  enormous  work  done  in 
the  experimental  field,  it  may  be  positively 
stated  that  there  are  two  outstanding  facts : 
first,  a profound  disturbance  in  the  acid-base 
mechanism  with  a resulting  alkalosis  and  de- 
hydratiom  ; second,  a definite  toxaemia.  In 
simple  obstruction  the  alkalosis  and  dehydra- 
tion are  most  marked,  with  a varying  degree 
of  toxaemia.  In  .strangulation  and  dosed 
loops  the  toxaemia  is  the  outstanding  feature. 

Sursical  A.spects : When  an  acute  in- 

testinal obstruction  is  once  establi.shed. 
its  relief  by  surgical  measures  is  tbe  only 
meajis  of  preventing  the  fatal  outcome. 
A spontaneous  cure  in  conditions  of 
this  kind  is  almost  unheard  of,  and  for 
this  reason  every  hour  of  delay  only  adds 
to  the  gi'avity  of  the  case,  and  operative  in- 


tervention should  be  done  as  soon  as  the  diag- 
nosis is  made.  It  is  much  better  to  operate 
“on  suspicion’’  in  these  eases  than  to  while 
away  the  hour  of  grace. 

Principiles  in  treatment : Since  certain 

changes  oeeur  rather  uniformly  in  the  bowel 
and  in  its  contents  Ave  may  suggest  that  the 
principles  to  be  observed  are  (1)  to  relieve 
the  obstruction,  (2)  to  evacuate  the  bowel 
contents,  and  (3)  to  restore  the  lumen  of  the 
inte.stine.  A,t  the  same  time  we  must  give 
careful  consideration  to  the  state  of  the  pa- 
tient, for  he  is  usually  completely  dehydrated 
as  a result  of  the  vomiting  and  the  attend- 
ant loss  of  fluids,  and  there  is  ordinarily  a 
marked  degree  of  toxaemia,  with  a rapid  fee- 
ble pulse  and  the  evidences  of  collapse  or 
shock  in  a A'arying  degree. 

Tbiquestionably  a patient  in  this  condition 
deserves  the  best  in  the  Avay  of  hospital  sur- 
roundings and  an  experienced  surgeon,  and 
transportation  of  the  patient  is  frequently 
le.ss  harmfid  than  surgery  in  the  home. 

In  preparing  for  the  operation  a gastric 
lavage  should  ahvays  be  done  to  relieve  the 
distended  stomach,  and  the  retention  of  the 
tube  as  a syi)hon  frequently  adds  to  the  com- 
fort of  the  patient.  Remembering  the  loss  of 
chlorides  and  the  state  of  dehydration  found 
in  these  cases,  large  quantities  of  normal  sa- 
line solution  should'  be  given  before  and  dur- 
ing the  apleration  by  intravenous  infusion  or 
by  hypoderrhoclysis. 

The  choice  of  an  anesthetic  rests  ahvays 
Avith  the  .surgeon  and  his  anesthetist, 
but  many  of  these  cases  cam  be  explored 
by  the  use  of  a local  anesthetic  and  an 
enterostomy  or  colostomy  ma,y  be  done 
without  re-sorting  to  a.  general  anesthetic 
in  a patient  who  is  already  profionmdly' 
toxic.  The  use  of  local  anesthesia  is  in- 
dicated particularly  in  strangulated  her- 
niae,  and  many  cases  of  obstruction  by  bands 
may  be  completed  under  its  use  if  seen  early. 

The  site  of  the  incision  may  be  placed  in 
some  particular  part  of  the  abdominal  AA’all 
if  the  localized  tenderness  and  spreading  dis- 
tention suggest  the  location  of  the  lesion  in 
some  one  quadrant,  otherwise  an  incision 
near  the  mjdline,  right  or  left  rectus,  with 
its  center  at  the  umbilicus  Avill  give  the  most 
satisfactory  exposure,  and  it  niay  be  extended 
up  or  doAvn  as  conditions  ma.v  demand.  The 
initial  incision  should  not  be  made  too  long  un- 
til an  exploration  of  the  cavity  suggests  the 
conditions  to  be  met  and  the  extent  of  ex- 
posure nccessarv'.  If  the  state  of  the  patient 
Avarrants  a free  eviscei’ation  and  complete  re- 
lief of  tbe  obstruction,  tbe  incision  may  be 
extended  as  needed.  If  the  local  aind  general 
conditions  do  not  justify  more  than  a tem- 
])orizing  measure,  lids  may  be  done  through 
a small  incision. 


246 


KENTUCKY  MEDICAL  JOURNAL 


[Miay,  1932 


The  extent  of  exiploration  and  measures 
employed:  to  relieve  the  'obstruction  are  in 
every  ease  to  be  determined  by  the  surgeon 
and  in  border-line  oases  require  the  exercise 
of  judgment  in  determining  the  measures  best 
suited  to  the  individual  case.  Freijiiently  the 
technical  skill  of  the  surgeon  in  carrying  out 
the  ineeessary  measures  is  the  determining  fac- 
tor in  the  recovery  of  the  patient.  Too  ex- 
tensive exploration,  unnecessary  evisceration, 
and  rough  handling  of  the  intestines  M’ith 
undue  exposure  to  air  and  cold  often  deter- 
mine the  outcome  in  a toxic,  shocked  patient. 

Since  the  contents  of  the  proximal  loop  are 
so  often  toxic  in  nature  and  influence  the 
circulation  in  the  intestinal  wall  in  a mechan- 
ical way,  an  effort  should  always  be  made  to 
empty  this  loop.  While  a temporary  enter- 
ostomy with  the  use  of  a Paul’s  tube  or  a 
large  rubber  tube  may  relieve  the  distention 
in  many  cioils  of  intestine,  it  is  not  a sur- 
gically clean  procedure  and  is  frequently  fol- 
lowed' by  a peritonitis  as  a result  of  the  fecal 
soiling.  In  the  extreme  distention  so  fre- 
qiiently  found,  especially  in  the  markedly 
toxic  eases,  the  drainage  of  a permanent 
enterostomy  should  be  done,  and'  this  may  be 
accomplished  with  the  least  difficulty  by  the 
technic  suggested'  by  Dr.  G.  A.  Hendon,  of 
Loiiisville.  Tn  .some  eases  of  mechanical  ileus 
this  measure  may  not  only  relieve  the  extreme 
distention  but  may  result  in  a permanent 
relief  of  the  obstruction  by  releasing  a kink 
or  volvulus,  or  permitting  the  escape  cf  a 
loop  of  intestine  from  under  a band.  In  cases 
of  paralvtic  ileus  attending  a mechanical 
obstruction  or  in  a spreading  peritonitis,  the 
enterostomy  finds  its  greatest  field  of  useful- 
ness. 

Tn  any  case  of  ileus  the  method  of  handling 
the  pathologv'  found  as  a cause  of  the  obstruc- 
tion must  be  along  recognized  lines,  avS  in  a 
strangulated  hernia,  resection  for  tumor  or 
stricture,  in  intussusception,  etc. 

Postoperative  Treatment:  Recognizing 

that  practicallv  all  of  these  cases  are  in 
shock  from  the  toxaemia  existing  and 
from  the  ouerative  measures  necessary,  that 
there  has  been  a marked  loss  of  flni'-^N 
and  of  chlorides,  with  the  atteoding  disturb- 
ance in  kidnev  function,  we  mav  best  relieve 
these  abnormal  states  bv  the  free  and  fre- 
nuent  use  of  normal  saline  solution,  igiving 
it  und'er  the  skin  or  in  the  vein.  External 
heat  shoidd  be  auulied.  Gastric  lavage  should 
be  used  as  needed,  and  in  .extreme  states  the 
use  of  duodenal  drainage  is  finding  manv 
advocates  receutlv.  Irrigations  of  the  colon 
frennentlv  relieve  the  distention  somewhat 
and  add  to  the  comfort  of  the  uatient.  Since 
the  digestive  functions  are  so  much  disturbed 
in  these  cases,  food'  should  be  withheld  until 
the  intestinal  tract  is  restored  to  a condition 


approaching  the  normal.  If  a condition  of 
acidosis  should  develop  this  should!  be  met 
by  the  u.se  of  glucose  in  conjunction  with 
alkaline  solutions. 

In  conclusion  we  may  state  that  acute  in- 
testinal obstruction  is  always  a serious  condi- 
tion, its  symptoms  practically  always  being 
such  that  the  condition  should  not  be  mis- 
taken, for  the  ultimate  outcome  is  directly  in 
relation  to  the  early  recognition  of  the  con- 
dition. 

Since  the  serious  aspects  of  ileus  depend 
upon  the  conditions  developing  froim,  strangu- 
lation and  upon  chang-es  in  the  intestinal 
wall  and  in  its  contents,  the  sooner  operative 
interference  is  resorted!  to,  the  less  the  haz- 
ard of  operation.  The  moxv  number  of  hours 
an  obstuction  has  existed  is  no  index  as  to 
the  damage  done. 

The  less  trauma  done  in  any  particular  case 
the  more  favorable  the  outcome,  hence,  the 
less  surgery  necessary  the  more  certain  the 
recovery.  For  these  reasons  the  diagnosis 
must  be  made  early  and  immediate  operation 
done,  if  we  are  to  reduce  the  mortality  in 
Kentucky  below  the  average. 

DISCUSSION 

S.  C.  Smith,  Ashland;  One  of  the  important 
features  in  the  handling  of  these  cases  probably 
would  have  been  brought  out  by  Dr.  Blackburn 
had  he  had  time.  He  mentioned  the  fact  that 
sometimes  vomiting  was  delayed,  but  usually 
was  early.  That  is  true,  and  distention  is  some- 
times delayed;  that  it,  distention  of  such  extent 
that  you  cannot  recognize  it  as  being  of  serious 
portent.  One  of  the  things  that  I think  should  be 
emphasized  most  strongly  in  the  handling  of 
these  cases  is  the  fact  that  the  administration 
of  opiates,  particularly  morphine,  before  a def- 
inite diagnosis  has  been  made,  will  sometimes  so 
mask  the  symptoms  that  the  case  will  be  delayed 
until  it  is  too  late  to  do  anything  before  the 
diagnosis  is  made.  In  fact,  it  is  my  opinion  that 
in  all  acute  abdominal  conditions,  opiates  should 
not  be  administered  under  any  circumstances 
until  a definite  diagnosis  has  been  made.  It  has 
occurred  in  appendicitis  where  opiates  have  been 
given  that  the  symptoms  were  so  masked  and 
the  diagnosis  so  delayed  that  the  appendix  rup- 
tured before  the  diagnosis  was  definitely  made. 

In  the  diagnosis  of  these  cases  in  recent  years 
an  x-1-a.y  of  the  patient,  without  the  administra- 
tion of  any  bismuth  or  anything  else,  enables 
one  in  practically  all  instances  to  make  a very 
definite  diagnosis.  I have  seen  that  demon- 
strated, and  the  location  of  the  obstruction  can 
be  made  with  a fair  degree  of  accuracy.  You 
will  find  the  collapsed  bowel  below  the  ob- 
struction, and  marked  gaseous  distention  above. 
Wherever  ?)ossible,  when  the  diagnosis  is  in  doubt 
the  x-ray  should  be  made  in  order  that  the  diag- 
nosis will  be  facilitated. 

T saw  one  particular  case  where  the  diagnosis 
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was  luadc  and  the  obstruction  located  witli  such 
degree  of  accuracy  that  the  incision  was  made 
almost  directly  over  the  obstruction. 

G.  A.  Hendon,  Louisville:  Ihe  mortality  rate 

of  intestinal  obstruction  is  the  most  serious  in- 
dictment that  there  is  standing  against  American 
surgery  today,  rhe  mortality  has  not  been  re- 
duced materially  over  a period  of  fifty  years. 
The  mortality  stands  today  at  between  forty 
and  fifty  per  cent,  which  is  absolutely  repre- 
hensible, for  which  there  is  no  just  or  logical 
reason. 

It  has  fallen  to  my  lot  for  the  last  four  or 
five  years  to  lecture  on  this  subject  to  the  stu- 
dents in  the  University  of  Louisville,  which  has 
stimulated  some  intensive  rnvestigation  on  my 
part  concerning  causes  of  this  condition. 

The  reasons  that  I have  found  (and  they  are 
conclusive  to  me,  at  least)  are  that  whenever 
this  subject  is  presented  to  a state  medical  meet- 
ing, whoever  presents  it  plows  in  the  same  old 
furrow  that  has  been  plowed  in  from  time  im- 
memorial. It  seems  that  there  is  an  ambition 
on  every  man’s  part  to  read  a paper  that  will 
be  sound,  conservative  and  rational,  and  as  a 
result  of  that  sort  of  impulse  we  are  standing 
today  on  intestinal  obstruction  just  where  our 
predecessors  fifty  years  ago  stood. 

There  are  only  three  symptoms  of  intestinal 
obstruction,  and  those  three  symptoms  are:  ab- 
dominal pain,  nausea,  and  an  absence  of 
diarrhea.  The  symptoms  of  rapid  pulse  and  dis- 
tention of  the  abdomen  are  not  symptoms  o» 
intestinal  obstruction,  but  they  are  signs  that 
your  patient  is  going  to  die.  We  have  founu 
that  the  mortality  increases  at  the  rate  of  one 
per  cent  for  every  hour  that  intervenes  between 
the  inception  of  the  obstruction  and  the  begin- 
ning of  the  operation. 

One  reason  for  the  prevailing  mortality  is 
the  administration  of  purgatives.  It  is  almost 
criminal  to  administer  a purgative  to  anybody 
under  any  circumstances  who  has  pain  in  the 
abdominal  cavity.  There  never  was  a mistier 
myth  in  any  civilization  than  that  pain  in  the 
abdominal  cavity  was  the  result  of  some  foreign 
irritation  that  could  be  swept  away  with  a pur- 
gative. When  we  g’et  away  from  that  false  no- 
tion we  are  going  to  reduce  our  mortality  rate 
in  intestinal  obstruction  and  not  until  then.  The 
purgative  does  the  most  harm,  not  by  its  action 
in  increasing  peristalsis,  but  because  when  you 
give  a purgative  you  sit  by  and  wait  to  see 
whether  it  is  going  to  act,  thus  “sin  away  your 
day  of  grace.” 

Another  reason  is  the  fact  that  everybody 
wants  to  get  a complete  picture  before  commit- 
ting themselves  to  a diagnosis,  and  at  the  risk 
of  appearing  to  be  tedious  I am  going  to  repea;^ 
what  I have  said  on  former  occasions,  that  th  • 
only  hand  that  ever  paints  a p'erfect  picture  ol 
pathology  is  the  hand  of  death. 

I am  going  to  take  decided  issue  with  Dr. 


Smith  regarding  the  administration  of  morphine. 
If  a (juarter  of  a grain  or  a half  grain  of  mor- 
pnine  in  someOocly  eise  s body  can  tool  you,  you 
had  better  go  back  and  study  medicine.  It  is 
the  part  of  humanity  to  give  these  people  mor- 
phine, and  when  I get  to  the  point  where  a 
quarter  of  a grain  in  somebody  eise  is  going  to 
fool  me,  then  1 am  going  to  take  down  my  sign. 
You  might  put  it  in  my  veins  and  fool  me,  but 
you  can”t  put  it  in  somebody  else’s  and  fool  me. 

If  I have  any  time  left,  I should  like  to  ad- 
dress a few  remarks  to  another  method  of  re- 
ducing this  terrific  mortality.  But  I want  to 
say  one  thing  in  regard  to  acute  and  chronic 
obstruction.  There  is  just  as  much  dilference 
between  their  etiology  and  their  manner  of 
treatment  as  there  is  between  McGutt'ey’s 
reader  and  MIcCormack’s  reaper.  There  are  two 
other  measures  that  are  going  to  reduce  our 
frightful  mortality  in  acute  intestinal  obstruc- 
tion. 

One  is  the  inveterate  use  of  enterostomy,  but 
there  is  a way  to  do  it,  and  if  I could  have  the 
time  for  a minute  I would  just  like  to  show  you 
how. 

Take  a Pezzar  catheter  such  as  the  urologists 
use,  thread  that  catheter  onto  a stilette,  and 
with  a very  small  hole  in  the  bowel  insert  the 
expanding  end,  draw  the  shank  through  a hole 
in  the  omentum  and  out  at  the  lower  angle  of 
the  incision.  You  don’t  need  to  do  any  sewing, 
it  will  stay  there.  If  the  bowel  is  in  particu- 
larly good  condition  you  can  put  a pursestring 
suture  around  it  if  you  want  to,  but  it  is  not 
necessary. 

I have  often  been  asked  the  question:  How  do 
you  get  the  catheter  out  after  convalescence  is 
established?  You  don’t  get  it  out.  You  just 
cut  it  off  right  there  and  let  it  drop  into  the 
lumen  of  the  bowel.  How  often  have  I tried  to 
do  the  Witzel  operation  and  torn  a hole  through 
the  intestine,  just  when  a needle  went  through. 

There  are  three  ways  to  reduce  cur  mortality. 
Early  diagnosis,  my  method  of  enterostomy  and 
venoclysis. 

Thomas  J.  Ray,  Lexington:  I live  in  the  coun 
try  and  I frequently  make  a diagnosis  of  appen- 
dicitis, and  in  order  to  get  my  patient  to  the 
hospital  I give  a dose  of  moiphine.  I ^ell  the 
surgeon  what  the  diagnosis  is.  Must  I wait  un- 
til the  surgeon  makes  his  diagnosis  before  re- 
lieving the  pain?  Cannot  the  suigeon  make  a 
diagnosis  from  the  history,  blood  count  and 
urinalysis?  Does  the  surgeon  have  a monopoly 
of  diagnosis? 

S.  C.  Smith,  Ashland:  Mr.  President,  I feel  I 
must  rise  in  defense  of  my  stand.  I have  this 
to  say:  If  I have  an  acute  pain  in  my  abdomen 
and  Dr.  Hendon  is  called  and  gives  me  a dose 
of  morphine  before  he  makes  a diagnosis,  I don’t 
want  him  for  my  surgeon.  I had  a patient  re- 
ferred to  me  about  three  years  ago  who  had 
very  little  pain.  The  patient  had  previously  had 
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a very  large  fibroid  removed.  A little  morphine 
was  administered  every  day  by  the  attending 
physician.  The  patient  never  did  have  very 
much  pain,  developed  distention  on  the  fifth  day, 
was  brought  in,  opened  up,  and  died  on  the 
table.  About  two-thirds  of  the  small  intestine 
was  gangrenous  from  obstruction. 

I know,  gentlemen,  that  it  is  dangerous.  1 
am  too  small  a potato  to  take  issue  with  Dr. 
Hendon  on  most  things.  I admire  him  very 
much  and  think  a great  deal  of  him,  but  I do 
think  that  any  man  who  gives  morphine  in  acute 
abdominal  pain,  (of  course,  there  are  certain 
conditions  that  morphine  will  not  relieve,  but  I 
know  that  it  will  relieve  the  pain  from  obstruc- 
tion in  certain  instances)  may  have  a dead  pa- 
tient and  need  an  undertaker  before  he  finds 
out  what  is  the  matter. 

G.  G.  Altman,  Louisville:  What  has  been  said 
ife  sound  and  it  would  be  well  for  us  to  accept 
it  and  put  it  to  use. 

However,  in  spite  of  talk  and  all  else,  late 
obstruction  is  and  will  be  seen.  In  the  main, 
this  obstruction  accompanies  peritonitis  and  is 
consequent  on  infection. 

In  the  handling  of  it,  the  idea  should  be  the 
conserving  of  life  through  an  emergency. 

In  our  delta  country,  in  flood  times,  our  mer- 
chants and  householders  move  to  the  upper 
floors  and  there  live,  even  though  uncomfort- 
ably, until  the  flood  subsides. 

Just  such  emergency  measures  must  be  done 
in  the  face  of  our  peritoneal  flood  with  obstruc- 
tion. The  idea  is  for  a complete  emergency 
alimentary  canal  providing  a considerable  de- 
gree of  absorptive  surface. 

The  pioneer  work  in  this  was  first  published 
by  Victor  Bonney  in  1910  and  pertained  to  the 
treatment  of  paralytic  ileus  by  jejunostomy,  it 
was  eminently  successful  in  Bonney’s  hands, 
though  objectionable  because  of  secondary  surg- 
ery and  giving  to  the  patient  meanwhile  a great- 
ly reduced  surface  for  absorption  and  inability 
to  take  fluid  and  nourishment  enough  during 
a time  when  he  required  all  that  was  possible  to 
get  the  body  to  take  up. 

Venoclysis,  the  maintenance  of  the  body 
chlorides,  calcium,  etc.,  has  obviated  many  of 
these  measures  of  the  past,  but  the  need  of 
doing  something  in  these  late  cases  is  still  with 
us  and  will  continue  to  be,  for  patients  will  con- 
tinue to  be  late  in  seeking  proper  help,  doctors 
will  be  late  in  making  diagnosis  and  calling  con- 
sultants. 

Handly  has  directed  our  attention  in  these 
late  cases  to  his  “hypogastric  football.”  At  this 
time  the  pulse  tends  to  rise  and  the  temperature 
to  fall,  the  patient  miserable,  nauseated  and 
vomiting,  but  the  vomiting  changed;  from  an 
ounce  or  two  heretofore  it  now  becomes  as 
much  as  two  pints  at  frequent  intervals,  the 
abdomen  shows  a characteristic  rigidity,  tender- 
ness in  the  lower  half,  while  above  the  umbilicus 


it  is  flat  or  only  slightly  distended,  reasonably 
soft  and  only  moderately  tender.  On  palpation 
at  this  time  a rounded,  resonant  swelling  is 
found  almost  as  definite  in  its  outline  as  a blad- 
der and  called  by  Handly  a “hypogastric  foot- 
ball.” The  upper  abdomen  at  this  time  is  va- 
riable, it  is  not  rigid  and  still  moves  on  respira- 
tion, flat  or  only  moderately  distended,  but  this 
distension  rapidly  increases  as  the  terminal 
stage  approaches,  and  the  end. 

This  hypogastric  stage,  lasting  not  more  than 
twenty-four  hours,  is  important  to  recognize,  for 
in  it  there  is  still  open  the  opportunity  for  sur- 
gical effort  and  relief,  which  is  denied  us  by  any 
other  means. 

W.  O.  Bullock,  Lexington:  I just  want  to  say 
a few  words  with  regard  to  Dr.  Hendon’s  posi- 
tion on  morphine.  Dr.  Hendon  has  said  there 
are  only  three  signs,  the  first  of  these  being  pain. 
Morphine,  of  course,  relieves  pain.  To  my  mind 
and  in  my  experience,  pain  is  the  most  impor- 
tant of  all  the  signs,  and  it  is  the  character  of 
the  pain  that  gives  us  jur  clue  as  to  what  we 
are  dealing  with.  It  is  the  sharp  recurring  pain 
of  spasm  of  the  intestine  trying  to  empty  itself 
that  gives  us  our  first  idea  as  to  what  we  are 
dealing  with.  If  you  are  going  to  do  any  good 
you  have  got  to  do  it  pretty  soon  after  those 
first  pains  start.  If  you  give  morphine  you  ob- 
literate those  signs. 

G.  A.  Hendon:  How  long  does  the  pain  nav; 
to  keep  up  before  you  know  it  is  there? 

W.  O.  Bullock:  Longer  than  it  should. 

John  H.  Blackburn  (in  closing) : Gentlemen, 
I remarked  in  my  paper  that  with  the  few  symp- 
toms we  have  in  intestinal  obstruction  it  was 
rather  strange  that  we  still  have  the  high  mor- 
tality rate  in  these  conditions  that  we  do  have. 
If  we  have  only  three  to  work  on:  pain,  vomit- 
ing, constipation,  certainly  we  ought  to  arrive 
at  our  conclusion  earlier.  That  was  the  one 
particular  point  I desired  to  stress. 

We  all  know  Dr.  Hendon,  and  we  all  know 
that  he  is  a dissenter,  in  a way,  and  yet  in  spite 
of  all  his  talk.  Dr.  Hendon,  I think,  is  rather 
orthodox,  and  I believe  if  he  will  read  my  paper 
when  it  comes  out  he  will  find  that  in  th«  sur- 
gical treatment  I have  been  fairly  orthodox  in 
my  practice. 

The  use  of  morphine  is  one  thing  with  which 
it  occurs  to  me  I must  agree  with  our  dissenter 
Smith  and  not  with  our  orthodox  Hendon,  be- 
cause I do  feel  if  we  are  going  to  do  anything 
with  those  cases,  so  long  as  a man  is  in  pain 
we  have  some  hope  of  getting  him  into  the  hos- 
pital and  working  on  him.  If  you  give  him  the 
hypodermic,  frequently  you  are  going  to  have 
to  do  all  of  your  work  over,  and  then  later  on 
when  that  pain  recurs  persuade  him  to  come  in 
and  have  the  work  done.  Unless  it  is  done  early, 
and  before  the  development  of  the  changes  in 
the  intestinal  wall,  the  mortality  rate  is  going 
to  persist. 
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Another  thing  in  which  I cannot  agree  with 
Dr.  Hendon  and  in  which  I believe  I am  more 
orthodox  is  that  I spoke  about  whiling  away  the 
hour  of  grace  and  Dr.  Hendon  went  so  far  as 
to  speak  about  sinning  away  the  day  of  grace. 
I am  willing  to  leave  it  to  the  crowd  as  to  which 
of  us  is  more  orthodox  in  that,  in  intestinal  ob- 
struction. 

liEAiSONS  WHY  THYROIDECTOMY 
SHOULD  NOT  BE  POSTPONED* 

J.  Farra  Van  Meter,  M.  D. 

Lexington. 

It  ib  not  purpose  to  debate  the  ques- 
tion of  thyroidectomy  as  an  intelligent  pro- 
cedure. That  there  are  some  members  of  the 
profession  who  are  strenuously  opposed  to  it, 
IS  a well  known  fact.  Indeed,  it  is  not  un- 
usual for  one  to  pick  up  a prominent  medical 
journal  these  days  and  read  consecutive  arti- 
cles, one  sumjnarizing  the  successful  treatment 
by  operation  of  100  cases  of  toxic  goitre, 
while  the  following  article  may  describe  nu- 
mierous  cases  of  unsuccessful  surgical  inter- 
vention as  compared  with  the  more  conserva- 
tive and  what  appears  to  that  essayist  as  the 
more  rational  medical  treatment  of  this 
rather  common  malady.  For  the  most  part, 
however,  one  is  correct  in  saying  that  those 
of  widest  experience  with  this  condition  find 
that  the  operation  known  today  as  the  sub- 
total resection  of  the  thyroid  otters  the  liest 
prognosis. 

My  remarks,  therefore,  are  directed  to 
those  who  are  not  opposed  to  this  procedure 
under  every  consideration,  but  who  feel  that 
the  operation  can  be  postponed  until  its  indi- 
cation is  to  them  more  apparent.  And  in  this 
connection  I shall  mention  four  reasons  why 
delay  may  prove  hazardous  or  unwarranted. 

The  first  of  these  and  doubtless  the  one 
involving  the  most  controversy  is  that  medi- 
cal treatment  alone  seldom  cures  these  pa- 
tients. We  all  know  that  some  cases  are  pier- 
manently  benefited  by  the  medical  routine 
which  is  employed  and  yet  it  is  quite  excep- 
tional to  see  a patient  suffering  from  a very 
toxic  thyroid,  whether  it  be  adenomatous  or 
exophthalmic,  who  is  permanently  benefited 
by  medical  treatment.  This  brings  us  to  the 
point  that  has  so  often  been  stressed  and 
which,  always  bears  repetition,  that  iodine  is 
not  a cure  for  toxic  goitre.  Its  influence 
upon  these  patients  is  often  most  spectacular 
and  yet  the  fact  should  constantly  be  borne 
in  mind  that  the  maximuim  benefit  to  be  de- 
rived is  usually  seen  at  the  end  of  two  weeks’ 
administration  and  that  its  continued  use 
almost  invariably  results  in  a return  of  the 

*Read  before  the  Kentuckr  State  Medical  Associatioo  at 
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toxic  symptoms  and  disappearance  of  the 
beneficial  results.  Such  a case  came  under 
my  ooservation  a few  weeks  ago.  The  patient 
was  65  years  of  age  and  stated  she  had  a 
goitre  for  20  years.  Only  during-  the  piist 
two  years  had  it  been  toxic.  iShe  had  been 
placed  on  iodine  and  had  been  delighted  with 
the  mai’ked  improvement  which  she  noted. 
Much  to  her  surprise  and  disappointment, 
however,  the  influence  of  this  medication  has 
completely  worn  off  and  she  was  growing 
steadily  worse.  Buch  a case  as  this  presents 
an  added  problem  to  the  surgeon  for  he  must 
get  this  patient  into  a condition  where  surg- 
ery is  reasonably  safe  and  he  has  not  the  aid 
of  iodine  to  depend  upon.  That  has  been  all 
used  up  and  therefore  he  must  rely  upon  rest 
in  bed  together  with  appropriate  sedatives  to 
quiet  her  down.  In  the  case  just  referred  to 
this  was  done  and  while  she  was  given  iodine, 
I attribute  her  preoperative  improvement 
almost  entii'cly  to  bed  rest  and  sedatives  and 
very  little  to  the  iodine.  Not  infrequently 
patients  are  advised  that  they  are  too  old  to 
undergo  thyroid  operation,  flere,  again,  we 
ai’e  indebted  to  Plummer  and  his  associates, 
who  demonstrated  the  value  and  potency  of 
iodine  in  preparing  patients  for  operation, 
this  being  the  main  indication  in  the  use  of 
iodine  in  treating  toxic  goitre.  Many  advi.se 
its  use  for  2 to  4 weeks  following  oiieration. 
Its  value  there,  however,  is  not  so  pronounced 
as  when  fir.st  administered  before  the  gland  is 
resected.  The  age  of  the  patient,  however, 
should  not,  in  itself  be  a strong  contraindi- 
cation to  ojieration.  True  it  is  that  a patient 
65,  70  or  75  years  of  age  requires  much  more 
care  and  deliberation  and  longer  preoperative 
treatment  than  do  younger  patients.  Yet  the 
large  majority  of  such  cases  can  be  brought 
through  safely  and  the  remaining  years  of 
their  lives  made  vastly  more  hapipy  and  en- 
joyable than  had  they  been  allowed  to  nurse 
these  ailments  and  finally  succumb  to  their 
effects. 

In  the  last  analysis,  therefore,  the  usual 
medical  treatment  consists  in  the  administra- 
tion of  iodine  and  sedatives,  together  with 
adequate  rest  in  bed  and  avoidance  of  nerv- 
ous strain  and  fatigue.  These  measures,  how- 
ever, have  been  proved  quite  inadequate  and 
all  too  temporary  in  their  effect  and  hence 
one  feels  justified  in  discouraging  its  use  in 
practically  all  cases. 

Now  the  second  reason  which  I wish  to 
emphasize  why  thyroidectomy"  should  not  be 
piostiioned  is  the  ever  present  iiossibility  of 
malignant  degeneration  taking  place.  This 
applies  largely  to  those  patients  35  years  of 
age  and  older,  and  who,  in  the  majority  of 
cases  have  had  a non -toxic  adenoma  for  many 
years.  The  actual  incidence  of  carcinoma  of 
the  thyroid  is  difficult  to  determine.  Allan 
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Graham  of  Cleveland  believes  it  constitutes 
2 to  ’6%  of  all  cases  coming  to  surgery.  Crile 
has  observed  that  in  a large  group  of  cases 
12%  of  unilateral  adenomas  become  malig- 
nant after  the  age  of  lU  if  allowed  to  go  witii- 
out  being’  operated  upon.  Neoplasms  of  this 
gland  theretore  are  not  of  great  rarity,  and 
the  most  significant  etiologie  factor  is  the 
tendency  oi  maliguaiijcy  to  developi  in  pre- 
existing goitres. 

Complicating  tins  is  the  fact  tliat  an 
astonishingly  large  percentage  of  these  cases 
are  never  diagnosed  before  operation.  A very 
firm,  nodular  goitre  in  a patient  past  25  yeai's 
of  age  should  always  be  considered  as  a pos- 
sibly malignant  process.  Balfour  found  that 
in  only  18i%  of  a series  of  1U2  cases  of  car- 
cinoma of  the  thyroid  could  positive  diag- 
nosis be  made,  while  in  16%  the  condition 
was  not  even  suspected.  Graham  and  l)ius- 
moi“e  of  the  Cleveland  Clinic  report  similar 
ratios.  One  should  bear  in  mind  also  that 
even  though  tlie  enlargement  is  Only  a very 
small  nodular  affair,  its  presence  in  an  indi- 
vidual 35  years  of  age  or  older  is  sufficient 
cause  for  its  removal.  It  is  well  to  remem- 
ber also  that  the  prognosis  in  cases  of  malig- 
nant thyroid  varied  greatly  as  regards  (1) 
type  of  tumor,  (2)  stage  at  which  diagnosis 
is  made. 

Numerous  classifications  of  malignant 
goitre  liave  l)een  ottered.  Probably  the  one 
more  generally  accepted  is  that  arranged  by 
Graham,  who  has  had  a very  wide  experience 
with  this  problem.  He  makes  three  general 
divisions,  (1)  Sarcoma,  (2)  Mixed,  (3)  €'ar- 
cinoima.  Sarcoma  are  subdivided  into  Lym- 
phosarcoma and  Spindle-cell  tumors.  The 
lymphosarcoma  is  a rapidly  growing  tumor 
terminating  fatally  in  a short  time  and  ap- 
parently resistant  to  every  type  of  therapy, 
while  the  spindle-cell  process  is  of  infrequent 
occurrence,  but  likewise  universally  fatal.  It 
is  astonishing  to  note  the  rapidity  with  which 
sarcomata  of  tlie  thyroid  disappear  under 
x-ray  therapy,  only  to  reappear  after  a few 
months  with  the  same  stalling  rapidity,  when 
they  are  i;naflfeeted  by  x-ray. 

Und'er  the  mixed  group  he  placed  card- 
noma-sarcoma.  This  type  of  tumor  usually 
excites  considerable  discussion  among  path- 
ologists and  as  Dinsmore  says  in  his  recent 
paper  on  this  subject,  the  patient  usually  dies 
before  the  discussion  is  ended.  These  cases 
in  his  experience  have  proved  100%  fatal. 

IMore  hoipeful  prognosis  is  offered  in  th(> 
carcinoma  group.  Adenocarcinoma  not  orig- 
in atim.?  in  an  adenoma  was  first  described  by 
Graliatm  in  1927.  The  prognosis  here  is  more 
favorable  than  in  any  other  type  of  malig- 
nant thyroid.  In  a series  of  16  cases  Dins- 
more reports  all  living.  The  papillary  tu- 
mor originates  in  an  adenoma,  and  does  not 


metastasize  so  long  as  it  remains  within  its 
own  capsule. 

me  most  commonly  encountered  type  of 
malignant  tumor  originating  in  the  tnyroid 
glanq  is  the  malignant  adenoma  which  in- 
va|ues  mood  vessels  and  imetastasizes  tnrougn 
the  blood  stream.  Here  early  diagnosis  and 
complete  removal,  followed  by  x-ray  therapy 
are  the  chief  indications,  h’rom  this  brief 
consiuerauon,  Tiieietore,  lUue  may  readily  con- 
clude that  the  possibility  of  malignant  de- 
generation of  thyroid  tumors  is  an  ever  pres- 
ent hazard  in  individuals  of  cancer  age  and 
should  therefore  be  seriously  considered  as  a 
definite  indication  for  reimoval  of  what  often 
appears  to  be  quite  an  innocent  and  harmless 
growth. 

The  next  point  which  I wish  to  emphasize 
as  being  another  sound  reason  why  thyroid- 
ectomy should  not  be  postponed  is  the  fre- 
quent development  of  serious  cardiac  compli- 
cations. This,  of  course,  ajiplies  to  the  toxic 
cases,  since  non-toxic  tuniois  apparently  have 
little  or  no  influence  upon  I lie  behavior  of  the 
heart.  But  the  individual  who  shows  a defi- 
nite degree  of  toxicity  and  whose  heart  action 
is  much  more  rapid  than  noiunaJ,  especially 
one  who  is  past  middle  age  of  life,  that  indi- 
vidual stand's  an  excellent  chance  of  develop- 
ing serious  cardiac  complications  such  as 
auricular  fibrillation,  definite  cardiac  en- 
larg-ement  with  myocardial  degeneration  and 
ultimate  cardiac  failure.  It  is  a well  known 
fact  that  the  condition  of  the  heart  is  a very 
reliable  barometer  as  to  the  general  condition 
of  the  patient.  The  time  for  operation  usu- 
ally depend's  upon  pulse  rate  and  general  car- 
diac condition;  the  question  as  to  whether  or 
not  the  complete  operation  may  be  done  at 
one  time  is  usually  dependent  upion  pulse 
rate,  and  the  seriousness  of  the  postoperative 
reaction  is  practically  always  synonymous 
with  the  general  condition  of  the  heart.  One, 
therefore,  readily  concludes  that  to  avoid 
cardiac  complications  is  to  minimize  the  mor- 
tality associated  with  the  toxic  thyroid. 

The  proper  lase  of  drugs  in  restoring  normal 
function  of  the  heart  is  of  great  importance. 
The  value  of  digitalis  in  this  connection  has 
long  been  debated.  Not  a few  writers  con- 
tend that  in  many  eases  this  drug  is  not  only 
of  very  limited  value,  but  is  even  injurious. 
Disagreement  arises  even  with  regard  to  the 
influence,  good  or  bad,  upon  the  fibrillating 
heart.  The  majority  of  men,  however,  who 
are  qualified  to  offer  opinion  in  this  regard 
agree  that,  in  the  simple  tachycardia  of 
hyperthyroidism  digitalis  has  no  part,  but 
the  fibrillating  heart,  either  paiOxy.smal  or 
permanent,  it  may  be  administered  with  con- 
siderable benefit.  When  a heart  is  laboring 
unduly,  in  a case  of  thyrotoxicosis,  lightening 
its  load  will  do  more  than  anything  else  to 
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improve  its  function  and  this  can  be  done 
most  successfully  by  the  administration  of 
i{j,dine. 

Now  the  last  point  which  I wish  to  empha- 
size in  this  rather  rambling  discussion  is  that 
the  operation  can  be  made  reasonably  safe. 
If  the  truth  were  known,  I think  we  would 
find  more  procrastination  due  to  fear  of  the 
operation  than  to  any  other  thing.  Many  pa- 
tients look  uiaon  this  procedure  as  being  quite 
comparable  in  its  seriousness  to  the  removal 
of  a brain  tumor.  During  the  past  two 
decades  there  has  been  a rather  spectacular 
improvement  in  the  general  care  and  treat- 
ment of  goitre  patients.  Probably  the  most 
important  contribution  to  this  improvement 
was  the  work  of  Plummer  and  Boothby  in 
establishing  the  value  of  iodine  in  these  oases. 
It  is  generally  agreed  that  the  rather  high 
mortality  associated  with  this  operation 
years  ago  was  largely  due  to  the  fact  that 
the  preoperative  treatment  did  not  ade- 
quately prepare  the  patient  for  the  ordeal 
ahead,  and  probably  no  patient  is  less  able 
to  withstand  any  great  degree  of  surgical 
shock  than  is  one  suffering  from  severe  thy- 
rotoxicosis. Fluids  in  large  quantities  ad- 
ministered by  every  route  possible;  glucose 
intravenously  as  necessary;  iodine  in  the 
form  of  Lngols  solution  and  given  per  rec- 
tum if  not  tolerated  orally ; morphine  for 
quiet  if  less  i)otent  drugs  are  not  effective ; 
these  measures,  combined  with  adequate  bed 
rest  from  one  to  three  or  four  weeks  as  nec- 
essary will  in  the  very  large  majority  of 
cases  bring  about  a rather  spectacular  im- 
provement in  even  the  most  severe  cases  and 
make,  what  wiould  otherwise  be  a most  haz- 
ardous undertaking,  a reasonably  safe  pro- 
cedure. I might  add  that  (luite  frequently 
marked  hypertension  is  present  to  add  to  the 
difficulties  and  that  in  such  instances  it  is 
often  most  gratifying  to  note  the  marked  re- 
duction in  pressure  along  with  other  im- 
provements. Of  tremendous  importance  also 
was  the  work  of  Crile  and  his  associates  on 
surgical  anesthesia.  More  recently  we  have 
found  the  combined  use  of  sedatives  such  as 
Barbiturates,  together  with  morphine,  of 
great  assi.stanee  in  maintaining  a desirable 
state  of  quietude  at  the  time  of  operation. 
These  various  methods  have  been  definitely 
demonstrated  to  be  much  safer  and^  more  de- 
sirable than  general  anesthesia  with  ether. 
The  combined  use  of  nitrous  oxide  and  oxy- 
gen together  with  local  infiltration  of  the 
parts,  or  cervical  block  has  proven  quite  sat- 
isfactotw  in  the  hands  of  competent  men.  For 
my  part  T have  found  that  the  administration 
of  10  grains  of  Barbital  the  night  before 
operation,  and  10  grains  again  two  hours  be- 
fore operation  and  1/4  grain  of  morphine 
hyjmderinica lly  one  half  hour  before  opera- 


tion work  beautifully  as  a sedative.  As  a rule 
I use  no  inhajation  anesthesia,  and  infiltrate 
the  pa^jts  locally  with  three-fourths  per  cent 
novocaine.  These  patients  experience  no  dis- 
comfort whatever  and  usually  doze  off  to 
sleep  before  the  operation  is  well  underway. 

It  is  hardly  witliin  the  scope  of  this  paper 
to  discuss  the  operative  procedure  itself.  Suf- 
fice it  to  say  that  the  many  hazards  formerly 
encountered  are  better  iTnderstood  today  than 
ever  before  and  consequently  the  surgeon  ca- 
pable of  dealing  Avith.  this  problem  is  usually 
able  to  avoids  such  complications  as  injury 
to  the  recurrent  laiyngeal  nerves,  postopera- 
tive tetany  and  severe  hemorrhage. 

My  conclusions  are,  in  brief,  therefore,  that 
thyroidectomy  should  not  be  postponed.  Be- 
cause : 

(1) .  We  feel  that  the  end  results  of  medi- 
cal treatment  alone  are  quite  unsatisfactory. 

(2) .  Because  of  the  ever  present  possibility 
of  malignant  changes  in  individuals  past  35 
years  of  age. 

(3) .  Because  of  the  likelihood  of  severe 
cardiac  complications  developing  as  time 
goes  on. 

(4) .  Because  the  operation  can  be  made  a 
reasonably  safe  procedure. 
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DISCUSSION 

W.  O.  Johnson,  Louisville:  Doctor  Van  Meter 
has  so  ably  presented  four  excellent  reasons 
why  thyroidectomy  should  not  be  delayed.  Any 
one  of  these  reasons  is  sufficient  in  itself  to 
warrant  thyroidectomy  in  a patient  with  thy- 
rotoxicosis. 

Differences  in  interpretation  in  the  results 
in  this  disease  influence  some  not  to  accept 
thyroidectomy  as  the  method  of  choice  in  the 
treatment  of  thyrotoxicosis.  Some  say  that  the 
opei  ation  does  not  cure.  Let  us  study  the  con- 
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(lilion  necessary  to  produce  cures. 

Thyrotoxicosis  or  hyperthyroidism,  to  be 
cured,  must  be  treated  under  five  headings,  as 
follows:  (1)  Correct  diagnosis,  (2)  Proper  pre- 
operative preparation,  (3)  Diligent  post-opera- 
tive care,  (4)  Operation,  sub-total,  or  in 
stages  as  indica^'ed  by  condition  of  patient 
(5)  As  important  as  any  of  the  others,  a care- 
ful observation  of  the  patient  until  strength  is 
regained  and  endocrine  balance  re-established. 

This  outline  can  only  be  carried  out  by  co- 
operation of  physician  and  surgeon,  and  when 
so  done  most  satisfactory  results  are  obtained. 

As  regards  diagnosis,  over  30%  of  cases  seen 
by  me  at  present,  with  so-called  “goitre  trouble” 
complaining  of  nervousness,  palpitation  of  heart, 
weight  loss,  weakness  are  the  result  of  “effort 
syndomes”  and  exhaustive  neurosis  and  not  thy- 
rotoxic in  origin.  Differential  diagnosis  is  im- 
perative in  such  cases.  These  cases  are  most 
perplexing  when  they  have  a slight  elevation  of 
metabolism  and  fat  pads  in  anterior  portion  of 
neck.  In  such  cases,  thyroidectomy  gives  very 
unsatisfactory  results. 

Little  can  be  added  to  the  technique  and  care 
of  patients  while  in  the  hospital  but  one  fact 
is  outstanding,  that  patients  prepared  with 
iodine  for  a short  period  of  time  have  less  re- 
action post-operatively  and  give  better  results 
than  those  who  have  had  long  periods  of  iodine 
treatment. 

There  are  three  points  as  regards  the  opera- 
tion that  should  be  stressed:  (1)  Removal  of 
sufficient  amount  of  gland  to  produce  cure,  (2) 
Meticulous  hemostasis  and  tissure  handling,  (3) 
Avoidance  of  injury  to  recurrent  laryngeal 
neives  and  parathyroids. 

The  complications  of  the  operation,  if  any, 
usually  arise  from  one  of  these  three  sources, 
and  if  no  complications  arise  the  results  are 
usually  excellent.  I know  of  no  operation  that 
gives  more  satisfactory  results. 

The  thyroid  patient  is  different  fi’om  the  other 
surgical  patients,  and  unless  she  is  carefully  fol- 
lowed by  the  medical  man  and  surgeon  until  she 
has  regained  strength,  built  up  a physical  re- 
serve, and  re-established  an  endocrine  balance, 
the  results  will  not  be  lasting  or  satisfactory. 
This  requires  time,  but  when  properly  done  is 
physically,  economically  and  physiologically 
most  satisfactory. 

These  cases  usually  have  an  etiological  factor 
in  the  production  of  the  disease,  and  unless  this 
is  removed  from  their  environments  before  the 
patient  returns,  it  may  again  be  the  cause  of 
failure  in  cure. 

In  cases  of  malignancy  or  toxic  adenoma,  the 
problem  is  somewhat  different.  Prophylaxis  is 
the  keynote  to  success  in  these  cases.  Isolated 
adenomas  are  foetal  in  origin  and  their  prog- 
ress is  toward  malignancy.  Multiple  adenomas 
eventually  produce  toxicity. 

Patients  with  single  adenomas  should  have 


them,  for  prophylactic  and  cosmetic  reasons,  re- 
moved before  thirty-five  years  of  age  to  prevent 
malignancy  and  toxicity.  Do  not  allow  these  pa- 
tients to  wait  until  they  have  myocardial  de- 
generation then  remove  adenomas  and  expect 
excellent  results,  but  remove  the  source  of  toxin 
before  degeneration  begins. 

The  thyroid  operation  adjusts  the  physical 
and  physiological  problem,  so  that  by  the  co- 
operation of  physician  and  surgeon  the  patient 
can  have  a restoration  of  energy,  an  establish- 
ment of  endocrine  balance,  and  with  the  re- 
moval of  etiological  factor  from  their  environ- 
ment, they  can  be  cured,  return  to  their  former 
occupation  and  remain  cured. 

Walter  1.  Hume,  Louisville:  Dr.  Van  Meter 
has  given  us  four  reasons  for  not  delaying 
thyroidectomy,  every  one  of  which  is  valid.  In 
many  mild  cases  of  hyperthyroidism  undoubt- 
edly medical  care,  proper  administration  of  Lu- 
gol’s  solution,  etc.,  will  help  to  re-establish  a 
metabolic  balance  more  or  less  permanently.  In 
other  words,  there  is  such  a thing  as  medical 
treatment  that  perhaps  will  result  in  permanent 
reestablishment  of  balance. 

Once  hyperthyroidism  is  definitely  estab- 
lished, undoubtedly  removal  of  a sufficient 
amount  of  the  gland  is  the  most  effective  way 
of  breaking  what  might  be  called  a vicious  cir- 
cle and  leading  to  the  re-establishment  of  a nor- 
mal metabolic  rate  for  tne  patient  and  a restor- 
ation to  health. 

There  are  several  things  of  importance  in  Dr. 
Van  Meter’s  paper  that  I can  only  emphasize. 
First  of  all,  I think  that  the  first  reason  is  per- 
haps most  imporLint,  that  Lugol’s  solution, 
iodine  in  any  form,  is  not  a cure  for  hyperthy- 
roidism. In  exophthalmic  goitre,  particularly, 
the  results  of  its  administration  are  dramatic, 
amazing  in  some  cases  at  first.  I am  quite  sure 
that  the  profession  geneJ'ally,  those  of  more  ex- 
perience particularly,  aiv  n accord  with  the  idea 
that  you  get  the  best  results  with  the  first  ad- 
ministration of  iodine.  It  has  been  my  experi- 
ence over  quite  a few  years  now  that  with  the 
exophthalmic  type  of  toxic  goitre  you  will  almost 
invariably  get  a splendid  result  with  Lugol’s  so- 
lution, rest,  etc.  If  this  result  is  misinterpreted 
by  the  patient  or  the  physician  and  a cure  is 
promised,  almost  surely  that  is  going  to  lead 
to  recurrence  of  all  the  symptoms  and  to  a sit- 
uation in  which  you  will  be  unable  to  get  fhe 
patient  in  the  same  good  condition  for  thyroid- 
ectomy as  with  the  first  trial  treatment  of  Lu- 
gol’s  solution.  I believe  that  should  be  empha- 
sized and  accepted. 

We  have  had  cases  that  have  been  so  bene- 
fited that  they  have  refused  operation  and  have 
gone  for  months  alid  had  their  exaceroations  of 
symptoms,  with  the  i-ecessions  that  naturally  go 
with  the  case,  and  finally  have  drifted  into  an 
operation  at  a later  stag'e  when  they  don’t  stand 
it  as  well,  or  if  they  persist  in  medical  treat- 
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ment,  sedatives,  Lugol’s  rest,  etc.,  they  finally 
get  into  the  stage  of  “goiter  wrecks.” 

The  mortality  in  cases  that  are  diagnosed 
early,  properly  prepared,  and  who  submit  to  the 
thyroidectomy,  ought  to  be  something  like  one 
to  two  per  cent.  I am  quite  sure  m some  of 
the  larger  clinics  they  can  show  a mortality  of 
one  per  cent  or  under  in  a great  many  instances. 
The  mortality  in  these  cases  allowed  to  drift 
with  medical  treatment,  with  their  exacerbations 
of  symptoms  and  their  recurrence  of  heart  hurry 
and  nervousness  and  loss  of  weight,  diarrheas, 
and  so  forth,  undoubtedly  will  be  a great  deal 
more  than  that.  That  is  one  of  the  main  rea- 
sons for  urging  thyroidectomy  when  the  patient 
is  properly  prepared  at  first.  The  mortality 
mainly  is  in  the  cases  that  have  deferred  opera- 
tion, have  had  treatment  and  more  treatment 
and  more  treatment. 

One  point  as  to  rest  in  bed.  Following. 
Straus  in  Chicago,  whose  clinic  I have  visited 
several  times,  I have  discontinued  the  absolute 
rest  in  bed  program  for  most  goitre  cases.  Un- 
doubtedly persons  put  to  bed  for  some  days  to 
weeks  soften  up  a bit.  Put  a well  person  to  bed 
for  a while  and  he  is  not  as  able  to  get  about 
and  resist  things  as  before.  We  like  for  these 
patients  to  be  prepared  by  getting  the  pulse  rate 
and  the  metabolism  down  to  within  reasonable 
range  without  confining  them  absolutely  to  bed, 
and  we  think  it  is  a more  sure  test  of  how  they 
are  going  to  behave  at  operation  and  in  the  post- 
operative period.  Let  them  up  and  around  a bit 
and  get  them  down  to  a fairly  normal  rate  of 
metabolism,  pulse  rate,  and  so  forth,  and  they 
are  better  risks  than  if  they  are  flat  in  bed. 

J.  Farra  Van  Meter,  (in  closing)  : This  is  a 

very  interesting  subject,  and  one  could  talk  on 
and  on,  but  I shall  confine  myself  strictly  to  the 
subject  assigned  to  me. 

I am  glad  Dr.  Johnson  emphasized  the  need 
of  these  patients  being  taken  care  of  by  one  who 
is  thoroughly  competent  to  do  it,  and  also  inti- 
mate relation  with  the  internis':.  It  certainly 
requires  considerable  work  which  is  not  all  done 
in  the  operating  room,  so  the  story  is  not  all 
told  then. 

The  more  one  sees  of  thyroid  disturbances, 
the  more  one  is  impressed  by  the  fact  that  we 
do  not  know  the  secret  of  this  gland.  There  is 
much  yet  to  be  learned  from  it,  but  for  the  time 
being  we  certainly  feel  that  surgery  offers  the 
best  prognosis  in  these  cases  that  are  definitely 
pathological.  It  is  probable  that  the  time  will 
come  when  research  work  further  in  this  line 
will  show  the  true  etiology  of  this  disease  and 
probably  will  allow  the  patient  to  avoid  surgery. 


CONTKAjCEPTIOX:  A REVIEW  OF 
INDICATIONS  AND  TECHNIC* 

Scott  D.  Breckenridge,  M.  D. 

Lexington. 

The  question  of  contraception  has  become 
such  an  intermingling  of  both  medical  and 
sociological  argument  and  discussion  and  has 
led  to  such  rancorous  exchanges,  even  to  the 
extent  of  court  proceedings  and  jail  sentences 
that  it  seems  wise  to  relegate  the  sociological 
aspect  to  a relatively  unimportant  place  in 
the  present  review. 

Although  various  types  of  contraception 
have  undoubtedly  been  practiced  with  more 
or  less  measure  of  success  from  time  imme- 
morial, the  modern  era  of  siociological  con- 
sideration dates  from  the  publication  in  17‘J8 
of  the  first  edition  of  IVIalthuss  “Essay  on 
Population.”  Among  the  supporters  lof  the 
Malthusian  idea  in  this  country  were  such 
men  as  Thomas  Jefferson  and  James  Madi- 
son. It  was  not  until  the  middle  of  the  next 
century  that  Dr.  George  Drysdale’s  work, 
“The  Elements  of  Social  Science,”  which 
presented  this  .subject  from  the  economic, 
philosophical  and  medical  standpoints  was 
published  in  London.  In  the  jiresent  day 
movement  to  treat  this  subject  as  a sociolog- 
ical problem,  the  best  known  names  are  prob- 
ably those  of  iMrs.  .Margaret  Sanger  in  this 
country  and  of  Dr.  iMarie  Stopes  in  Eng- 
land. 'The  imjiorlance  of  IMrs.  Sanger  to  the 
])resent  discussion  lies  in  the  fact  that  she 
lias  been  the  moving  spirit  in  the  American 
Birth  (,’ontrol  League,  which  has  conducted 
a re.search  clinic  in  which  extensive  and  in- 
ten.sive  studies  have  been  made  as  to  the 
relative  etiiciency  of  various  methods  of  con 
tracejition  and  which  has  given  to  the  medical 
]U-ofcssion  at  large  detailed  information  as  to 
methods  and  technic. 

In  the  broade.st  sense,  the  medical  indica- 
tions for  contraception  may  be  divided  into 
the  relative  and  absolute.  'The  relative  indi' 
cations  will  be  found  in  those  ]>atients  who, 
for  one  reason  or  another,  have  been  ]>ro- 
foundly  and  adversely  affected  by  a previous 
))regnam;y  and  must  be  given  an  oipiortunity 
for  full  recovei’y  before  assuming  again  the 
same  burden.  Such  instances  will  be  found 
in  the  severe  renal  and  hepatic  toxemias  amd 
such  adventitious  complications  as  marked 
secondary  anemia.  A relative  indication 
might  also  be  found  in  the  desirability  of  pre- 
serving the  ideal  interval  between  children, 
which  is  ,]jrobably  not  less  than  two  years. 
Among  the  absolute  indications  will  be  found 
those  constitutional  diseases  and  definite  or- 
ganic affections  in  which  the  Inirden  of  preg- 
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nancy  and  lal)or  may  prove  the  deciding  fac- 
tor against  complete  recovery  or  against  the 
prolongation  of  life.  Among  these  will  be 
found  serious  heart  and  kidney  disease,  dia- 
betes and  active  tuberculosis.  It  is  true  that 
any  of  the  four  conditions  mentioned  may 
fall  into  the  relative  rather  than  the  absolute 
classification,  but  this  decision  is  definitely 
one  for  the  internist  rather  than  for  the  ob- 
stretrieian. 

It  is  certainly  true  that,  if  the  medical 
profession  is  gioing  to  tell  its  women  patients 
that  they  must  not  have  babies,  it  must  be 
prepared  to  intelligently  advise  them  as  to 
the  best  method  of  avoiding  this  contingency. 
It  would  appear  from  a careful  perusal  of 
the  statistical  studies  of  the  research  clinic 
of  the  American  Birth  Control  League  that 
certain  facts  haid  been  fairly  well  established. 
It  would  appear  tliat,  in  spite  of  success  in 
individual  cases,  the  “safe  period,”  douches, 
condoms,  suppositories  and  unany  of  the 
pastes  and  special  apparatuses  on  the  market 
cannot  be  depended  upon.  Conversely,  a 
properly  fitted  occlusive  pessary,  particularly 
when  reinforced  by  the  accompanying  use  of 
a suitable  spermaticidal  .ielly,  gives  a very 
high  degree  of  protection.  In  the  foregoing 
assertion,  j)articular  emphasis  must  be  placed 
upon  the  proper  fitting  of  the  occlusive  pes- 
sary. As  these  articles  are  manufactured  in 
eight  standard  sizes,  ranging  from  fifty  to 
eighty-five  millimeters  in  diameter,  it  is  read- 
ily understood  how  disappointing  a rule  of 
thumb  prescribing-,  of  just  any  old  jmssary 
might  prove.  The  manufacturers  make  sets 
of  measuring  rings,  which  are  identical  with 
the  coiled  spring  borders  of  the  regular  pes- 
saries but  do  not  have  the  occlusive  dia- 
phragm of  live  rubber.  It  is  very  simple, 
with  a set  to  find  just  which  size  is  suited 
to  an  individual.  The  requirement  is  that 
the  pes.sary  should  fit. well  up  into  the  cul- 
de-.sac  and  into  each  of  the  lat(>ral  forniees. 
while  the  lower  border  fits  snugly  behind  the 
arch  of  the  symphysis.  In  this  fitting,  the 
cervix  should  .present  well  within  the  circum- 
ference of  the  ring.  In  cases  where  these 
criteria  are  not  met,  it  is  probable  that  full 
dependence  cannot  be  put  in  the  standard 
diaphragm  and  that  one  of  the  special  forms 
will  have  to  be  e7ii]doyed,  or  j^ossibly  a spe- 
cial design  manufactured.  If  a small  amount 
of  the  spermaticidal  jelly  is  placed  in  the 
dome  of  the  diaphragm  and  the  same  mate- 
rial is  aiqdied  to  the  borders  of  the  ring  in 
the  place  of  lubricant,  a very  high  degi'ee  of 
urotection  is  afforded.  It  has  appeared  that, 
ill  intelligent  patients,  either  the  occlusive 
diaphragm  or  the  spermaticidal  jelly  alone 
will  give  something  over  ninety  per  cent  pro- 
tection. 

In  regard  to  the  method  of  nse,  the  jiatient 


having  been  instructed  in  the  application  of 
the  diaphrajgirn  and  jelly  is  advised  to  put 
the  pessary  in  place  every  night,  as  a routine 
part  of  the  evening  toilet.  It  may  be  noted 
that  this  pr.aeedure  meets  both  practical  and 
esthetic  objections  to  the  incidental  use  of 
the  method.  The  next  morning  some  simple 
douche  should  be  taken,  one-half  before  and 
the  second  half  after  the  removal  of  the  dia- 
phragm. The  diaphragm  is  then  washed  in 
soap  and  water  dried  thoroughly  and  kept 
away  from  the  light.  With  this  care,  a dia- 
phragm should  last  between  six  months  and 
a year. 

Various  formulae  have  been  evolved  for 
the  spermaticidal  jellies,  one  of  the  most  sat- 
isfactory having  been  found  to  consist  of  one 
or  two  per  cent  lactie  acid  and  one-tenth  of 
one  per  cent  oxy quinoline  sulphate  in  Irish 
moss.  In  nulliparae,  with  an  introitus  that 
does  not  permit  the  introduction  and  use  of 
a diaphragm,  the  jelly  aloiu',  .placed  about 
the  cervix  with  a long  tube  applicator  fitted 
to  the  collapsible  tube  in  which  the  jelly  is 
dispensed,  gives  a higli  degree  of  protection 
and  is  probably  the  only  practical  recourse. 

Although  contraception  by  sterilization 
w^as  probably  not  intended  for  inclusion  in 
this  discussion,  it  cannot  be  entirely  ignored 
in  any  approach  to  the  subject.  In  any  pa- 
tient falling  within  the  absolute  indications 
who  undergoes  abdominal  section,  it  is  be- 
lieved that  resection  and  closure  of  the  cor- 
nual insertion  of  the  Fallopian  tube  should 
be  performed.  As  a gynecologist  and  ob- 
stretrician,  wdiose  natural  sympathy  is  with 
the  woman,  in  those  cases  of  elective  pt-oced- 
ure  where  the  physician  is  consulted  as  to 
the  advisability  of  operative  contraception, 
vasistrieture,  vasotomy  or  vasectomy  in  the 
male  is  recommended  rather  than  abd'ominal 
section  in  the  female. 

In  conclusion,  it  is  desirer]  to  emphasize 
the  statement  that  the  physician  is  not  jus- 
tified in  advising  contraception  in  a ])atient 
where  the  indication  is  absolute  and  then  in 
leaving  her  to  her  own  resources  in  discov- 
ering, the  be.st  method.  The  American  Birth 
Control  League  has  conducted  a research 
clinic  for  the  purpose  of  determining  the 
most  dependable  method  and  has  made  its 
results  available  to  the  medical  profession, 
so  that  the  excirse  of  ignorance  no  longer 
pertains. 

DISCUSSION 

Henry  M.  Rubel,  Louisville:  I did  not  know 

that  I was  to  discuss  this  paper.  I just  heard 
the  last  of  Dr.  Breckenridge’s  paper,  and  was 
very  glad  to  have  heard  what  I did. 

1 do  not  believe  anybody  who  is  doing  ob- 
stetrics or  gynecology  can  sit  in  the  office  any 
day  in  the  week  without  having  some  very  fluent 
gentleman  come  in  with  some  new  kind  of  <lia- 
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phraKi'i.  1 reii'iitly  liad  ont'  tonic  in  who  was 
a “Colonel  ’ feo-ana-So.  He  had  a preparation 
that  is  being  put  out  by  some  Hastcrn  concern, 
wnich  consists  of  a glass  applicator  with  a 
strong  ruibber  bulb  attachment.  When  you 
lorce  the  plunger  down  it  has  an  inordinate 
amount  of  pressure  back  of  it.  You  are  sup- 
posed to  take  up  a definite  amount  of  lactic  acid 
jelly,  which  comes  supplied  with  the  outfit,  and 
after  it  is  introduced  and  pressure  applied,  a 
coating  of  this  material  is  supposed  to  cover  the 
cervix  and  the  posterior  cul-de-sac.  It  is  sup- 
posed to  diffuse  this  lactic  acid  jelly  within  a 
certain  definite  radius. 

As  soon  as  the  spermatozoa  comes  in  con- 
tact with  this  jelly,  they  are  supposed  to  be 
rendeied  harmless  or  non-virile.  After  seeing 
any  number  of  these  contrivances,  it  seems  to 
me  that  they  are  very  good  measures  by  which 
the  patient  can  become  definitely  pregnant,  li 
you  have  ever  seen  and  talked  to  any  of  these 
ladies  who  have  tried  to  insert  any  one  of  these 
diaphragms,  you  will  know  how  far  at  sea  they 
are,  and  I feel  sure  that  if  we  are  to  do  any 
good  whatsoever,  we  have  got  to  have  either 
trained  nurses  or  doctors  who  will  undertake 
this  job.  A large  per  cent  of  them  do  not  know 
how  to  introduce  the  various  devices  or  dia- 
phragms even  after  constant  instruction.  If  the 
doctor  is  willing  to  take  the  time,  as  that  is  the 
only  way  he  can  instruct  the  patient  properly, 
he  ought  to  have  a nurse  in  constant  attendance 
with  him.  The  only  way  to  introduce  the  dia- 
phragm properly  is  to  have  the  woman  in  a 
stooping  or  squatting  position. 

There  is  some  talk  of  establishing  various 
clinics  throughout  the  country.  Some  of  them 
are  in  operation  in  Chicago,  New  York,  Phila- 
delphia, etc.  1 think  that  there  ought  to  be 
such  clinics,  but  they  must  be  conducted  upon 
highly  ethical  and  scientific  lines,  if  we  wish  to 
reach  the  women  to  whom  such  procedures  are 
to  be  a benefit.  You  just  cannot  tell  a woman 
how  to  do  it;  half  the  time  the  diaphragm  will 
be  two-thirds  off  the  opening.  The  ordinary 
diaphragm  that  is  recommended  is  a very  for- 
midable apparatus  and  women  are  not  coming 
in  and  have  any  doctor  fit  them  up.  They  must 
be  educated  by  a number  of  fittings  before  they 
can  be  left  on  their  own  responsibility.  If  the 
woman  is  properly  trained  and  coached,  she  may 
use  it  with  very  gratifying  results.  I think  we 
ought  to  have  a definite  number  of  married 
trained  nurses  to  whom  this  type  of  work  could 
be  relegated,  under  the  supervision  of  the  phy- 
sician and  who  can  win  the  natient’s  confidence 
and  actually  fit  the  diaphragm  in  place,  and  then 
have  the  patient  insert  the  diaphragm  under 
their  personal  supervision. 

I do  not  see  how  these  diaphragms  can  stay 
in  place  with  many  of  the  flattened  cervices 
that  physicians  see  in  the  course  of  their  prac- 
tice. The  woman  puts  it  in  and  thinks  she  has 


it  in  place,  and  when  you  examine  it,  it  is  away 
off  center.  Personally  I think  it  is  a very  good 
obstetrical  apparatus.  I really  think  the  woman 
will  get  pregnant  from  the  way  the  diaphragms 
are  being  fitted  right  now,  however. 

As  Dr.  Breckenridge  says,  as  soon  as  you  ad- 
vocate an  operation  to  a father,  he  hesitates. 
Last  year  we  had  at  our  City  Hospital,  in  Louis- 
ville, a woman  who  gave  birth  to  her  eighteenth 
child,  and  when  I broached  the  subject  to  her 
husband  and  said,  “You  ought  to  have  an  opera- 
tion performed,”  he  said,  “How  will  that  prevent 
her  from  having  another  child?” 

This  is  an  important  subject  and  Dr.  Breck- 
inridge is  to  be  congratulated  upon  his  fear- 
lessness in  discussing  this  subject  in  the  pres- 
ence of  such  a distinguished  gathering.  This 
question  is  a momentous  one  and  much  is  to  be 
said  pro  and  con.  Of  course,  physical  handicaps 
SUCH  as  serious  cardiac  lesions,  tuberculosis, 
syphilis,epilepsy,  etc.,  would,  in  itself,  inter- 
dict pregnancy. 

W.  O.  Johnson,  Louisville;  I certainly  have 
enjoyed  Doctor  Breckenridge’s  paper. 

Last  spring  while  in  Philadelphia  I spent  some 
time  in  going  over  the  methods  and  records  of 
their  maternal  Health  Center.  A visit  to  one 
of  these  clinics  gives  one  a different  viewpoint 
and  attitude  towards  this  problem. 

In  the  Philadelphia  Clinic  they  are  very  thor- 
ough. The  patient  has  to  be  referred  to  the 
clinic  by  at  least  two  agencies  that  have  pre- 
viously studied  the  problem,  and  after  Social 
Service,  Family  Service  or  other  such  organi- 
zations have  established  the  problem.  The  pa- 
tient must  then  express  a willingness  to  co- 
operate before  the  M'aternity  Health  Center  is 
considered. 

Then  the  clinic  appointment  is  made  by  the 
Social  Worker  on  the  case,  and  she  accompanies 
the  patient  to  the  clinic,  and  presents  the  prob- 
lem as  a representative  of  the  organization 
from  which  she  is  sent. 

The  patient  is  then  thoroughly  examined  by 
selected  doctors  and  nurses,  who  carry  out  the 
proper  dignity  and  seriousness  of  the  problem. 
At  this  time  pelvic  measurements  are  made  for 
the  proper  fitting  of  the  diaphagm.  If  physical 
defects  are  found  they  are  indicated  to  the  pa 
tient  and  the  importance  of  necessary  correc- 
tions is  stressed  and  are  to  be  carried  out  in 
other  clinics.  By  means  of  models  and  draw- 
ings the  patient  is  then  instructed  why  and  how 
such  a diaphragm  is  to  be  used.  When  the 
patient  fully  understands  her  instructions  on 
models,  she  is-  then  prepared  for  a vaginal  exam- 
ination and  taught  by  the  doctor,  with  the  aid 
of  the  nurse,  how  to  apply  the  jelly  to  the  dia- 
phragm, and  to  insert  the  vag-inal  diaphragm 
linto  herself.  This  is  continued  until  she  is 
competent  to  insert  the  diaphragm  properly  and 
to  know  when  it  is  in  correct  position. 

Patient  is  then  given  a diaphragm  that  fits 
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her  and  a tube  of  paste  and  instructed  to  insert 
the  diaphragpn  each  night  as  a part  of  her  regu- 
lar toilet,  and  to  remove  it  each  mos-ning  after 
thorough  douching,  and  to  take  a second  douche 
after  the  diaphragm  is  removed.  She  is  to  re- 
turn to  the  clinic  at  the  end  of  one  and  three 
weeks,  so  that  a complete  understanding  may 
be  obtained  by  the  patient. 

During  the  time  at  home,  she  is  still  under  the 
supervision  of  the  social  worker  who  came  with 
her  to  the  clonic.  In  this  way  the  patient  is  at 
all  times  under  supervision. 

A clinic  so  conducted,  dignifies  a problem 
which  can  easily  be  mistreated,  and  so  elevates 
the  plane  that  the  problem  can  be  handled  wit 
discretion  and  dignity,  and  enable  us  to  give 
help  to  those  who  are  really  in  need  of  it. 

This  is  a ibig  and  difficult  problem,  and  in  try- 
ing to  solve  this  problem  in  this  manner  it  pre- 
sents another  to  face,  that  is,  in  helping  a few 
needy  people  who  might  qualify  for  such  help, 
you  may  be  the  means  of  propagating  knowl- 
edge which  will  be  taken  up  by  the  laity,  mis- 
used, as  is  usually  the  case  in  such  instances, 
and  by  so  doing  produce  more  harm  to  the 
masses  than  good  to  the  needy  few. 

By  proper  supeiwision  and  control  in  a dig- 
nified manner,  in  carefully  selected  cases,  the 
correct  knowledge  about  contraceptives  may  be 
given  out  with  much  benefit  to  those  who 
need  it. 

Edward  Speidel,  Louisville : It  seems  to  me 
that  in  this  matter  of  contraception  every  doc- 
tor has  to  form  his  own  conclusions.  It  may  toe 
repulsive  to  some.  There  is  one  important 
point  to  consider:  where  religious  beliefs  inter- 
fere, the  advice  must  never  be  given  unless  re- 
quested by  the  person  of  such  belief,  otherwise 
the  doctor  may  get  into  rather  serious  trouble. 

In  my  mind  there  are  certainly  very  distinct 
reasons  for  the  use  of  contraceptives.  If  a wom- 
an a short  while  before  has  undergone  an  ab- 
dominal operation,  to  subject  a scar  of  such  an 
operation  to  the  enormous  distention  that  oc- 
curs in  the  eighth  and  ninth  months  of  preg- 
nancy, with  the  possibility  of  a ventral  hernia, 
is  unwise.  The  same  thing  holds  good  when 
after  a difficult  labor  a woman  has  been  sub- 
jected to  extensive  cervical  and  vaginal  repair, 
a repair  that  will  be  absolutely  nullified  if  an- 
other pregnancy  follows  in  a short  time. 

The  same  thing  holds  good  with  the  toxemias, 
as  Dr.  Breckenridge  mentioned.  If  a woman 
has  gone  through  the  excessive  distress  of  an 
extreme  hyperemesis  gravidarum  and  is  fortu- 
nate enough  to  have  a living  baby,  in  such  cir- 
cumstances you  can  readily  understand  that 
there  would  be  some  destruction  of  liver  tissue 
and  a pregnancy  following  shortly  upon  such  a 
condition  might  result  in  the  loss  of  her  life. 

In  the  late  toxemias  of  pregnancy  the  condi- 
tion is  even  more  serious,  perhaps.  Although 
we  try  to  believe  that  the  kidney  of  pregnancy 


in  the  condition  that  occurs  in  preeclampsia  and 
eclampsia  generally  resolves  itself,  it  would  fol- 
low that  it  leaves  the  kidney  in  a weakened  con- 
dition, and  a pregnancy  following  shortly  there- 
on would  certainly  result  in  chronic  kidney  dis- 
ease. The  condition  is  even  more  serious  if  the 
eclampsia  was  atcended  with-  partial  blindness, 
because  uie  partial  blindness  wdl  generally  clear 
up  after  the  first  eclampsia,  but  if  a pregnancy 
follows  shortly  afterward  you  may  have  total 
blindness,  as  occurred  in  a case  of  mine  in  which 
for  religious  reasons  an  interference  with  the 
pregnancy  was  not  tolerated. 

Consequently,  in  conditions  of  this  kind  I 
think  the  doctor,  unless  there  are  religious  ob- 
jections, should  give  the  patient  contraceptive 
advice.  He  should  not  stoop  to  give  these  con- 
traceptive measures  to  young  people  who  sim- 
ply want  to  use  them  in  order  to  gratify  their 
sexual  desires  without  suffering  any  conse- 
quences. 

Harry  A.  Davidson,  Louisville:  I think  we 
must  all  agree  that  there  are  some  indications 
for  the  use  of  contraceptives.  Of  course,  as  Dr. 
Speidel  indicated,  the  Roman  Catholic  Church, 
as  you  know,  would  interdict  any  such  teaching, 
and  the  physician  must  remember  that,  with  his 
Roman  Catholic  patients.  But  there  are  cases  of 
married  women  who  should  not  become  preg- 
nant, there  is  no  doubt  about  that.  I have  seen 
cases  and  evea*y  obstetrician  and  genecologist  in 
this  room  has  seen  cases  of  women  who  should 
not  become  pregnant  again  soon. 

I do  not  agree  with  Dr.  Rubel  that  this  should 
be  put  in  the  hands  of  nurses.  I believe  it  should 
not  be  taken  out  of  the  hands  of  the  medical 
profession.  The  physician  himself  should  de- 
cide whether  a contraceptive  should  be  used,  not 
a nurse.  It  takes  a medical  education  to  decide 
that  question,  and  the  nurse,  of  course,  is  not 
fully  qualified  to  decide  it. 

On  the  other  hand,  I don’t  agree  with  him  that 
it  is  so  very  difficult  to  teach  the  patient  to  use 
the  contraceptive.  These  diaphi'agms  that  are  used 
now  and  put  upon  the  market  with  liquid  that 
goes  with  them,  I won’t  mention  the  name  of 
any  one,  there  are  several,  any  intelligent  woman 
can  use  after  she  is  shown  how.  It  should  be 
introduced  in  the  doctor’s  office  first.  It  should 
be  measured,  the  woman  should  be  examined 
carefully  and  should  be  given  the  proper  size 
diaphragm,  and  then  she  should  be  shown  how 
to  use  it.  The  doctor  should  use  it  first,  then  let 
the  patient  use  it,  and  after  one  or  two  attempts, 
as  a rule,  the  woman  can  introduce  it  at  home 
very  easily. 

One  phase  the  doctor  mentioned  after  cesa- 
rean section.  Of  course,  a woman  may  have 
four  or  five  or  six  babies  by  Cesarean  section. 
A number  of  such  cases  are  on  record.  I delivered 
a woman  of  two  by  Ceasarean  section  myself, 
and  then  it  was  only  because  she  was  tubercu- 
lous and  had  a tuberculous  hip  that  I decided  to 
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operate  upon  her  so  she  couldn’t  have  any  more. 
As  every  man  who  has  done  that  kind  of  oi)ei  a- 
tion  knows,  it  is  a very  diflicult  thing  to  do.  Iv. 
is  *hard  to  prevent’  conception  even  by  certain 
operations  during  the  operation  of  Cesarean 
section,  and  it  takes  a very  complete  operation 
to  prevent  future  conception. 

I believe  this  is  a subject  that  probably  would 
have  been  discussed  before  in  this  session  if  it 
had  not  been  that  people  have  an  idea  that  it 
is  criminal  to  use  contraceptives.  The  laity  in 
this  country  have  an  idea  that  it  is  illegal  even 
to  discuss  this  question,  but  I believe  they  are 
gradually  getting  away  from  that  now,  and  these 
clinics  that  are  being  held  in  the  East,  in  New 
York  especially,  have  gradually  educated  the 
people,  and  I understand  such  clinics  are  being 
introduced  in  large  cities  in  the  West.  I believe 
they  even  want  to  introduce  one  in  Louisville. 
Someone  was  around  to  see  me  some  time  ago, 
wanting  to  open  such  a clinic,  but  I don’t  believe 
it  has  been  done  as  yet. 

I think  this  subject  merits  discussion  by  the 
obstetricians  and  the  gynecologists,  and  I don’t 
believe  they  ought  to  be  afraid  to  get  up  and 
discuss  it  freely. 

Scott  D.  Breckinridge,  (in  closing)  : I have 

nothing  to  add  to  the  discussion.  I enjoyed 
everybody’s  answering  everybody  else  and  an- 
swering me,  and  I think  that  in  the  discussion, 
everybody  was  answered. 


Epidemiologic  Notes  on  Acute  Anterior  Polio- 
myelitisn,  Geno. — Magliano,  after  reviewing 
rapidly  the  bibliography  of  infantile  paralysis 
with  regard  to  the  pathologic  anatomy,  etiology, 
clinical  aspects  and  epidemiology,  describes  in 
a general  way  134  caises  of  poliomyelitis  diag- 
nsed  in  the  commune  of  Geno.  He  then  dis- 
cusses at  length  the  epidemiology  and  conta- 
giousness of  the  dilsease  from  various  points  of 
view,  and  reaches  the  following  conclusions: 
Early  diagnosis  is  difficult.  It  is  difficult  to 
determine  exactly  the  period  of  incubation.  Hisi 
regards  the  phenomenon  of  a “convulsive  at- 
tack” as  a prognostic  symptom  of  giave  paralysis 
of  fatal  outcome.  Slight  importance  is  to  be 
attribu+^ed  to  the  economic  factor  and  to  the 
state  of  nutrition  of  the  patients  in  relation  to 
the  morbidty.  The  author  accepts  what  has 
been  brought  out  by  other  authors  with  regard 
to  the  greater  incidence  of  the  disease  among 
males,  and  in  pensions  of  a certain  age  and  at 
certain  seasons.  He  does  not  assign  much  im- 
portance, as  regards  transmission  of  the  disease, 
to  animals  in  general,  to  blood  parasites  or  to 
infected  objects.  Contagion  is  easy,  but  the  dis- 
eatee  is  not  contracted  readily.  Great  impor- 
tance is  attached  to  carriers.  Absenoai  of  mul- 
tiple contagins  in  the  same  family,  even  in  the 
presence  of  proved  contacts,  esemphasizod. 
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Edwakd  Sj’icideij,  i\l.  I).,  E.  A.  (A  S. 

Louisville. 

There  is  no  more  harrowing  an  e.\perienee, 
than  to  witness  a pregnant  woman  in 
hklamiDsia  and  wdien  it  is  realized  that  fully 
lone-fourth  of  the  maternal  .mortality  in 
ob.stetries  is  due  to  this  condition,  then  there 
certainly  should  be  very  incentive  to  pre- 
vent its  oecurrenee  if  possible. 

With  careful,  early  and  continuous  pre- 
natal care,  it  now  seems  possible  to  either 
prevent  edampia  from  oeurring  or  to  recog- 
nize the  fact  that  it  is  impending  in  the  early 
stage  and  still  to  jn-event  it. 

It  is  unfortunate  that  we  do  not  know 
the  cause  of  eclampsia.  It  is  claimed  that 
in  late  pregnancy,  a toxine  circulates  in  the 
blood,  which  causes  thrombosis  in  the  smaller 
blood  vessels,  especially  in  the  liver,  the  kid- 
neys, and  the  brain.  This  with  the  accom- 
panying edemai  especially  in  the  brain  is  said 
to  cause  the  convulsions. 

Of  late  it  has  been  ascribed  to  a carbo- 
hydrate deficiency  due  to  the  large  amjount 
of  glycogen  that  the  fetus  requires  for  its 
development.  It  is  well  known  that  the 
liver  is  the  storehouse  of  this  supply  and 
when  there  is  an  excessive  drain  beyond  its 
resources,  then  degenerative  changes  occur 
culminating  in  eclamipsia. 

Again  it  may  be  assumed  that  in  ideal 
circumstances  the  pf'egnant  woman  is  able 
to  eliminate  her  own  toxines  and  those  of 
the  fetus  through  the  various  excretory 
channels,  but  let  something  go  wrong  with 
the  intestinal,  the  renal,  respiratory  tract 
or  the  pores  of  the  skin,  then  there  is  an 
immediate  accumulation  of  toxic  i)r|oducts 
which  either  graduall.y  or  suddenly  cul- 
minates in  eclampsia. 

Fortunately  we  have  certain  characterLstic 
signs  and  symptoms  that  warn  us  that  the 
patient  is  in  danger  of  an  eclampsia.  Ac- 
cordingly it  becomes  the  duty  of  physicians 
conducting  (-b.stetrical  cases  to  require  theii’ 
patients  to  report  to  them  early  in  preg- 
nancy for  a preliminary,  com]T(lete  examina- 
tion and  then  to  comj)el  them  to  report  at 
regular,  stated  intervals  until  delivery  in 
order  that  they  ma.v  be  protected  from  the 
various  complications  that  may  occur.  It  is 
only  by  such  dogmatic*  I’ulings  that  the  in- 
cidence of  such  a disease  as  eclampsia  can 
be  minimized. 

The  icregnant  woman  should!  be  made  to 
rc'alize  that  a scarlet  fever  or  a diphtheria 
in  her  childhood  ma,v  have  initiated  a mild 

*Read  before  the  Kentockv  State  Medical  Association  at 
Lexington,  September  7-10,  1931. 


258 


l\EXrr(’h'Y  MEDK'AI.  JOVUSAIj 


|M)ay,  1982 


nephritis  that  will  becoiue  severe  in  preg- 
nancy. She  sh  luld  be  told  that  infected 
teeth,  lor  lonslls  and  sujipiirating  ears  infect 
the  kidneys  and  in  the  late  months  of  preg- 
nancy only  a slight  indiscretion,  chilling  of 
the  body  may  siuldefily  incite  acute  nephritis 
and  an  eclampsia.  The  pregnant  woman  must 
learn  to  submit  to  all  kinds  of  dietary  re- 
strictions, especially  if  she  is  gaining  more 
than  the  customary  twenty  iJiounds,  esti- 
mated as  a normal  increase  during  the  period 
of  gestation. 

l\lidnig'ht  suppers  and  afternoon  ,pjicnics 
are  taboo  for  danger  lurks  in  the  festive  hot 
dog  and  hot  tamale,  the  lobster  and  shrimp 
salad.  Far  be  it  from  me  to  claim  that  such 
abnormal  foods  can  cause  eclampsia  but  in 
practically  every  instance  when  we  can  get 
the  history  some  sort  of  a dietary  indiscre- 
tion precedes  the  onset  of  the  attack.  In 
the  colored  race  cabbage  and  greens  boiled 
with  bacon  generally  is  the  fore  runner  of 
the  attack.  The  pregnant  woman  must  be 
Avarned  against  the  excessive  drinking’  of 
coffee,  tea.  and  especially  coca,  cola,  as  they 
all  increase  blood  pressure. 

The  blood  pressure  of  the  pregnant  woman 
is  an  ideal  danger  signal  for  this  toxemia. 
It  is  generally  Ioav  in  the  normal  patient  120 
|or  less.  In  consequence  a rise  in  blood  .pres- 
sure is  practically  the  fii’st  indication  of 
some  distui’hauce  and  dogmatically  aa'c  have 
come  to  consider  an  elevation  to  135  as 
evidence  of  toxemia  and  150  as  the 
danger  signal  preceding  an  eclamptic  attack. 
Headache,  ringing  in  the  ears  and  distur- 
bances of  vision  generally  go  with  such  an 
elevation  of  blood  pressure  and  should  not 
be  ignored.  In  addition  then  you  Avill  soon 
have  puflfiness  of  the  loAver  eyelids  and  edema 
of  the  face  and  lower  extremities.  An  ex- 
amination of  the  urine  at  such  a time  shoidd 
sliow  albumen  and  easts.  It  is  Avell  in  such 
circumstances  to  get  the  24  hour  elimination 
and  to  test  the  urine  for  pus,  for  a pyelitis 
may  also  be  the  initial  cause  for  the  distur- 
bance. 

If  Ave  Avait  for  black  spots  before  the  eyes 
and  especially  partial  blindness  then  our  pa- 
tient has  already  gone  too  far,  as  the  finding 
of  an  albuminuria  retinitis  is  a positive  in- 
dication for  the  interruption  of  the  preg- 
nancy to  prevent  an  eclampsia. 

In  this  connection  it  should  be  interesting 
to  learn  Avhat  can  be  accomplished  by  sys- 
tematic prenatal  care  in  a large  clinic. 
Since  the  establishment  of  the  Prenatal 
Clinic  of  the  Louisville  City  Hospital  iii 
January.  1924.  until  January,'  1931,  nut  of 
a total  of  6959  deliveries,  4*637  Avere  clinic 
and  2322  Avere  non-clinic  patients.  There 
Avere  20  cases  of  eclampsia  in  the  4637  clinic 
patients  nr  .43%  with  no  maternal  mortality, 


Avhereas  in  the  2322  non-clinic  patients  there 
were  55  cases  of  eclampsia,  2.36%  Avitii  a 
maternal  mortality  of  12.  in  other  words, 
there  Avere  five  times  as  many  cases 'of 
eclampsia  in  the  pateints  that  hail  no  pre- 
natal care. 

It  is  self  evident  then,  that  in  prenatal  care 
we  have  an  lopportuuity  to  detect  the  early 
signs  Avhicli  point  to  eclampsia  and  to  correct 
theiir  as  they  arisi',  but  a .patient  in  the  in- 
terval may  often  inadvertantly  commit  some 
indiscretion  that  may  at  once  jirecipitate  an 
eclampsia.  There  are  so  many  factors  that 
can  easily  disturb  the  ordinary  functioning 
of  the  excretory  lorgans,  that  d becomes  dif- 
ficult to  safeguard  a jiatient  against  them. 

In  my  OAvn  experienie  a patient  in  the  last 
month  of  pregnancy,  folloAving  instructions, 
took  a.  Avalk  on  a chill}’  afternoion  in  March, 
then  tired  and  possibly  chilled,  ate  a hearty 
dinner  of  pork  chops  and  vegetables.  The 
following  day  she  had  a severe  headache,  and 
sjiots  before  the  eyes.  Her  blood  pressure  Avas 
178  and  a convulsion  occurred  before  she  Avas 
gotten  to  the  hospital. 

It  may  be  supposed  that  in  consequence 
lof  being  tired  and  chilled  when  this  patient 
ate  this  someAvhat  indigestible  food  that 
fermentation  instead  of  digestion  took  place 
in  the  stomach  and  the  toxic  products  caused 
by  this  perverted  process  Avith  the  toxines  of 
pregnancy  circulating  in  the  system  Avere 
sufficient  to  precipitate  the  eclampsia. 

In  a referred  case  Avhere  some  prenatal 
care  had  been  given  by  the  attending  physi- 
cian, the  urine  shoAved  4 plus  albumen,  a 
blood  pressure  of  190  Avith  a twin  pregnancy. 
Fortunately  efforts  to  avert  an  eclampsia  by 
several  large  20%  intravenous  instillations 
of  glucose  were  successful,  the  patient  Avent 
info-  labor  and  gave  birth  to  living  twin  girls. 
Here  Ave  had  a true  case  of  carbohydrate  dif- 
ficiency  Avith  a number  of  factors  bringing 
about  a possible  ( clampsia.  It  is  well  knoAvn 
that  the  fetus  requiies  a great  a.mount  of  gly- 
cogen for  its  groAvth  and  maintainance  in  the 
latter  months  :of  pregnancy.  The  idaccnta 
is  the  source  of  supply  for  the  fetus  after 
the  third  month  and  naturally  the  larger  the 
placenta  the  greater  the  glycogen  require- 
ments on  the  maternal  liver  Avhich  of  course 
is  the  origiiial  source  of  supply  of  the  carbo- 
hydrate. In  this  instance  the  large  placenta 
of  the  uniiovular  tivins  Avith  i)erhaj)s  the  in- 
terference Avith  elimination  caused  by  the 
pre.ssAire  over  distended  uterus  Avas  sufficient 
to  precipitate  the  ecla.mpsia. 

In  another  case  the  jiatient  Avas  trans- 
ported to  the  city  in  an  open  automobile  for 
60  miles  on  a cold  chilly  night  in  February. 
In  cionsequence  of  albuminuria  and  an  in- 
crease in  blond  pressure  the  piatient  had  been 
on  an  absolute  milk  diet  for  tAvo  Aveeks.  She 
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was  extremely  edematous  and  had  a number 
of  severe  convulsions  on  the  way  and  after 
arrival  at  the  hospital.  Several  appare^itly 
trivial  points  were  over  looked  in  the  pre- 
liminary treatment  of  this  patient.  Patients 
with  such  symptoms  should  not  only  be  put 
upon  a milk  diet  but  should  be  protected 
from  changes  of  temperature,  by  confinement 
to  bed.  Furthermore,  it  was  found  that  this 
patient  partook  of  from  six  to  eight  pints 
of  milk  from  a <p(ure  bred  Jersey  cow'.  Now 
it  must  be  remembered  that  the  writers  of 
our  text  books  are  generally  city  professors 
and  when  they  refer  to  milk  they  have  in 
mind  the  product  that  is  left  at  our  doors 
every  morning.  This  patient  suffered  from 
a fat  anyphylaxis  which  wdth  the  exposure 
to  improper  temperatures,  was  sufficient  to 
precipitate  the  eclampsia. 

Finally  there  are  some  fulminatimg  cases 
of  eclampsia  that  occur  without  a preliminary 
rise  in  blood  pressure  or  an  albuminuria.  It 
is  only  fair  to  state  then  that  through  care- 
ful attention  the  occurrence  of  eclampsia  can 
be  largely  reduced  but  that  it  nevertheless 
may  suddenly  occur  even  in  the  practice 
lof  the  most  painstaking  physician  and  its 
occurrence  therefore,  should  not  be  viewed 
as  possible  neglect  on  the  part  of  such  a 
doctor. 

When  evidence  of  pre-eclampsia  such  as 
rise  in  blood  pressure,  urinary  symptoms  and 
edema  show  in  a patient,  then  measures 
should  be  taken  at  once  to  correct  them. 
Elimination  by  the  bowel  with  IMagnesium 
sulphate,  the  restriction  of  the  food  to  green 
vegetables,  fruits  and  milk  and,  plenty  of 
water  to  stimulate  dii;resis,  daily  warm  baths 
to  aid  elimination  by  the  .skin  should  all  be 
instituted.  If  the  patient  does  niot  show 
rapid  improvement  from  these  measures, 
then  the  extreme  treatment  for  pre-eclamptic 
toxemia  should  be  instituted  at  once. 

The  patient  is  confined  absolutely  to  bed 
until  the  condition  is  relieved.  We  have 
found  the  following  routine  very  etfective. 
The  patient  receives  a soap  suds  enema,  then 
20  e.  c.  of  10%  mag.  sulph.  is  injected  deep 
/into  the  gluteus  maximus  muscle  once, 
twice  or  three  times  daily  as  indicated.  The 
patient  receives  500  c.  c.  of  20%  glucose 
solution  once  or  twice  a day  to  promote 
diuresis  and  to  relieve  the  carbohydrate  de- 
ficiency that  is  supposed  to  cause  this  condi- 
tion. These  procedures  are  repeated  daily, 
in  most  instances  the  patient  improves,  goes 
into  labor  naturally  and  the  condition  is  at 
an  end. 

If  there  is  no  marked  impi'ovement  or  if 
the  patient  improves  and  with  a,  -well  ad- 
vanced pregnancy  does  not  go  into  labor 
then  after  a reasonable  time  labor  is  induced 
by  rupturing  the  membranes  and  introducing 


a large  Vorhees  bag  or  by  Cesarean  section 
under  local  anesthesia.  AVe  lost  a number 
of  babies  by  trying  to  carry  the  jjatient  to 
full  term  after  the  toxemia  apparently  was 
under  control.  We  had  lost  sight  of  the 
fact  that  in  these  late  toxemias,  there  are 
destructive  changes  in  the  placenta,  red  and 
white  infarcts.  These  practically  dead  areas 
in  the  placenta  secrete  toxines  even  after  the 
toxemia  is  corrected  and  the  fetus  may  suc- 
cumb from  the  absorption  ,of  tbe.se  toxines. 

When  all  of  our  elforts  at  pli’evention  fail 
and  the  patient  has  convulsions,  then  the 
routine  treatment  for  Eclamp.sia  in  use  ir 
our  clinic  is  at  once  instituted. 

The  patient  is  jilaced  in  a cpiiet  room, 
then  7%  grains  of  sodiu.m  amytol  are  in- 
jected 'deeply  in  the  uj/per  inner  aspect  of 
the  gluteus  maximus  muscle,  followed  by 
15  c.  c.  of  25%  magnesium,  sulph.  solution. 

AVe  then  give  an  intravenous  injection  of 
500  c.  c.  of  20%  glucose  slowly  and  at  the 
proper  temperature.  By  that  time  the  ])a- 
tient  is  generally  under  the  influence  of  the 
sedatives  first  administered  and  the  follow- 
ing procedures  can  Ik-  instituted  wdthout 
inciting  a convulsion. 

The  blood  pre.ssure  is  taken,  the  fetal 
heart  auscultated,  a catheterized  specimen 
of  urine  is  obtained  and  a vaginal  examina- 
tion is  made  to  determine  how  far  advanced 
in  labor  the  patient  is. 

Then  3/2  gallon  warm  soap  suds  is  slowly 
introduced  into  the  rectum,  followed  by 
gastric  lavage  with  one  to  two  gallons  of 
warm  Sod.  bicarb,  solution.  At  the  end  of 
the  lavage  2 to  4 ounces  of  saturated  solution 
of  magnesium  sulphate  are  introduced  be- 
fore the  sto.maeh  tube  is  withdrawn. 

The  gastric  liavage  is  given  for  a double 
purpose.  Firstly,  we  generallv  find  some 
indisci’etion  in  diet  to  precede  our  eclampsias 
and  removal  of  the  fermented'  residue  cer- 
tainly relieves  the  situation.  Secondly,  the 
intestinal  peristalsis  induced  by  the  lavage, 
serves  to  expel  the  soap  suds  enema  pre- 
viously introduced  into  the  bowel  and  to  aid 
elimination  in  that  direction  until  the  mag- 
nesium sulphate  has  time  to  act. 

Any  further  convulsions  are  controlled  by 
repjbating  the  intra-mnscular  injections  of 
nuagnesium  sulphate. 

If  the  ])atient  is  in  a coma,  then  we  begin 
with  intraAnous  injections  of  100  c.  c.  of 
50'%  glucose  and  repeat  until  the  conditioii 
clears  up.  If  the  blood  pressure  is  over  175 
and  the  patient  is  in  labor,  then  w^e  rupture 
the  meimbnanes.  If  the  patient  is  not  in 
labor,  then  we  introduce  500  c,  c.  of  20% 
glucose  solution  repeating  as  indicated. 

If  dilatation  is  coTuplete,  then  delivery  is 
expedited  by  forceps  or  version,  AVe  rarely 
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resort  to  Cesarian  section  and  then  under 
local  anesthesia. 

In  extreme  cases  a spinal  tap'  is  used,  the 
amount  of  fluid  "withdrawn  dependin'gi  upon 
the  pressure  of  the  fluid.  In  a couple  of 
extreme  cases  we  finally  succeeded  in  con- 
trolling the  convulsions  by . introducing  the 
Gwathmey  ether  oil  mixture  into  the  rectum. 

Thus  with  these  simple  measures,  which 
any  up-to-date  doctor  can  perform,  we  can 
often  prevent  eclampsia  and  if  it  occurs  use 
the  final  meflsures  for  its  (mntrol  thereby 
saving  many  a mother  and  her  baby  for 
posterity. 

DISCUSSION 

A.  J.  Whitehouse,  Lexington:  I have  appre- 

ciated the  excellence  and  practicality  of  Dr. 
Speidel’s  paper,  and  I was  especially  impressed 
hy  his  choice  of  subject,  “a  preventable  dis- 
ease,” in  other  words  a disease  that  can  be  pre- 
vented, and  that  by  the  adetjuate  pre-natal  care 
that  we  owe  every  pregnant  woman. 

Many  of  the  case  reports  cf  eclampsia  bear 
that  sad  notatior;  “No  pre-natal  care.”  Many  of 
them  must  bear  at  least  the  notation,  “Inade- 
quate care,”  because  we  know  with  rare  excep- 
tion that  the  onset  of  eclampsia  is  heralded 
most  of  the  time  by  at  least  one  of  the  signs 
or  symptoms  that  the  author  has  fully  covered. 

It  is  fortunate  that  the  profession  is  coming 
to  an  appreciation  of  the  fact  that  a mere 
routine  urinalysis  a^^  certain  intervals  does  not 
constitute  adequate  pre-natal  care.  An  albu- 
muniuria  may  be  subsequent  to  an  increased 
blood  pressure.  The  cloister  of  the  new  Chi- 
cago Lying-In  Hospital  bears  an  escutcheon  on 
which  will  be  placed  the  name  of  the  person 
who  discovers  the  cause  of  eclampsia.  While 
that  escutcheon  is  as  yet  unnamed,  there  are 
certain  factors  which  are  important  to  us  in 
prophylaxis.  I refer  here  to  the  higher  incid- 
ence of  eclampsia  in  those  cases  of  primiparity 
and  in  multiple  pregnancy  or  hydramnios  and 
in  the  endocrine  disturbances  women  of  neurotic 
tendences  and  in  cases  of  previous  liver  and  kid- 
ney disease.  Hence,  it  is  quite  important  for  us 
to  watch  for  these  early  signs  and  symptoms  in 
these  patients  especially. 

The  treatment  is  still  debatable  to  a consid- 
erable extent.  I will  not  dwell  on  that. 

Among  the  neonatal  deaths  and  the  stillbirths 
in  these  cases  of  toxemia  that  were  investigated 
at  the  Chicago  Lying-In  Hospital,  I was  im- 
pressed with  the  high  incidence  of  intracranial 
hemorrhage.  It  raises  the  question:  Is  this  due 
to  the  same  etiological  factor  responsible  for 
the  hemorrhages  in  the  live  of  the  mother? 

Another  important  and  practical  point  it 
brings  up  is  the  fact  that  it  behooves  us  in  these 
cases  to  use  utmost  care  in  the  delivery  itself 
and  in  a,ny  too  strenuous  or  harmful  efforts  at 
resuscitation  of  the  baby. 

H enry  M.  Rr.bel,  Louisville:  I do  not  think 


this  paper  ought  to  go  by  without  liberal  dis- 
cussion. I remember  when  I read  a paper  on 
the  subject  in  1925  at  the  Southern  Medical 
Society  I thought  I had  a very  up-to-date  paper, 
and  that  I had  said  the  last  word,  but  every 
year  there  is  some  new  point  brought  out.  In 
other  words,  we  don’t  know  much  about 
eclampsia.  We  do  know  it  nas  a tendency  to  a 
spontaneous  recovei-y,  and  if  we  aid  nature 
and  not  thwart  her,  the  chances  are  the  pa- 
tient will  recover.  I think  the  greatest  weapon 
we  have  today  is  in  prenatai  care. 

Dr.  Speidel  went  over  those  statistics  for  you. 
We  have  them  at  the  City  Hospital:  0.43  of  1 
per  cent  of  cases  that  have  been  under  o'bserva- 
bion  developed  eclampsia,  whereas  2 Vz  times 
that  number  that  had  not  been  under  observa- 
tion developed  eclampsia. 

It  doesn’t  make  much  difference  what  treat- 
ment you  use;  you  may  use  the  Stroganoff 
treatment — he  uses  chloroform  liberally,  while 
here  we  wouldn’t  think  of  it;  he  uses  chloral 
hydrate  in  overwhelming  doses  and  uses  bro- 
mide of  soda  and  milk  per  rectum  and  gets 
wonderful  results,  and  his  mortality  is  down  to 
6.5  per  cent;  you  can  give  this  treatment  as 
outlined  by  Dr.  Speidel,  that  was  introduced 
by  Dr.  Dorsett  and  Dr.  Otto  Schwarz  of  St. 
Louis. 

Lazard,  occasionally  had  some  respiratory 
trouble  following  doses  of  magnesium  sulphate 
intravenously  so  the  group  at  Barnes’  Hospital 
in  St  Louis  went  over  to  the  intramuscular 
treatment  of  magnesium  sulphate.  You  use  it 
in  either  10  or  20  c.  c.  of  a 25  per  cent  solu- 
tion every  two  or  three  hours  until  you  control 
the  convulsions.  Dr.  Standler,  of  the  Hopkins 
~^linic,  says  you  may  use  as  much  as  six  gre-' 
in  24  hours.  I think  you  can  use  decidedly 
more  than  that,  but  the  thing  is  to  outline  a 
good,  normal,  rational  treatment. 

I remember  some  years  ago  we  used  to  shake 
that  patient  up  pretty  liberally.  She  would  come 
in  and  we  would  give  her  a gastric  lavage, 
two  or  three  gallons  of  bicarbonate  of  soda 
solution,  copious  colonic  irrigations,  then  maybe 
a little  morphine  sulphate,  and  then  we  would 
hot-pack  her,  and  believe  me  you  had  to  have 
some  team  work  to  go  through  with  that.  It 
took  you  one-half  to  three-quarters  of  an  hour 
to  go  through  with  that  regime.  Later  on,  we 
instituted  a more  conservative  treatment;  we 
didn’t  bother  our  patients  so  much;  we  kept 
them  quiet  and  gave  them  a little  morphine. 
Now  they  have  an  injection  of  magnesium  sul- 
phate plus  a little  morphine  as  soon  as  they 
come  in;  if  they  get  restless  you  can  give  them 
a little  sodium  amytal  or  penta-barbital 
if  the  patient  is  conscious  give  two  or  three 
capsules;  if  not,  give  it  per  rectum. 

Another  thing  Dr.  Speidel  mentions  is 
Gwathmey’s  oil-ether  per  lectum.  Lately  we 
have  been  in  communication  with  the  Abbott 
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Laboratories,  and  they  are  now  putting  out  a 
preparation  of  nembutal  8 gTains,  neonal  5 
grains,  and  2 V2  ounces  of  ether  and  olive  oil 
or  liquid  albolene,  qs.  ad.  4 ounces.  That 
is  another  good  remedy  that  may  be  tried  out. 
We  use  liberal  injections  of  20  per  cent  or  25 
per  cent  glucose  intravenously. 

In  the  clinic  of  Dr.  Beck  and  Dr.  May  and 
Dt.  Polak,  they  use  extensive  venesection,  and 
would  abstract  as  much  as  1,000  c.  c.  of  blood. 

In  one  of  my  last  cases  I did  that;  I abstracted 
about  300  c.  c.  of  blood  and  the  blood  pressure 
dropped  to  100.  That  is  the  time  for  you  to 
stop.  If  you  do  that  you  can  counter-balance 
it  with  1,000  c.  c.  of  20  per  cent  glucose,  if  the 
blood  pressure  drops  too  much. 

Aid  nature.  Don’t  try  to  do  too  much.  In 
case  you  have  recurring  convulsions  with  a long 
undilatable  cervix,  I think  that  is  the  prime 
indication  for  an  immediate  Ceserean  section. 

This  treatment  is  divided  into  obstetrical, 
medical  as  a secondary  help,  and  surgical.  In 
some  of  the  clinics  over  in  Germany,  where  they 
get  them  immediately,  whether  H is  a true 
eclampsia  or  not,  some  of  the  cases  that  have 
been  Cesarean  sectioned  immediately  have  shown 
mortality  statistics  comparable  with  the  best 
medical  treatment,  but  today  the  thing  is  con- 
servative treatment  in  eclampsia. 

When  I was  a much  younger  man,  at  the 
Lying-In  Hospital  in  New  York,  we  sectioned 
most  of  our  eclampsia  cases  and  had  a high 
mortality  rate.  If  you  can  get  along  under 
conservative,  obstetrical-medical  treatment,  and 
get  the  results  that  we  have,  or  even  a little 
higher,  we  should  be  sati|:jfied  until  another 
line  of  treatment  is  introduced  which  can  pro- 
mise us  a further  reduction  in  mortality  rates. 

I think  this  paper  of  Dr.  Speidel’s  is  most 
timely.  Every  year  at  this  meeting  where  obste- 
tricians and  general  practitioners  are  assembled, 
a paper  of  this  type  ought  to  be  given,  and  it 
should  be  given  on  the  second  day  and  not  on 
the  last  day  when  everybody  is  leaving. 

We  are  being  relegated  to  the  wrong  day. 
They  ought  to  hear  these  papers  when  the 
greatest  number  of  men  are  present.  I really 
deplore  the  fact  that  so  few  people  are  here 
today  to  hear  this  excellent  addi-ess  by  Dr. 
Speidel. 

Edward  Speidel,  (In  closing)  : Just  one  word 

in  conclusion.  I think  the  point  brought  out 
by  the  first  essayist  is  a very  important  one; 
post  mortems  on  babies  born  of  v.omen  with 
eclampsia  or  pre-eclamptic  toxemias  show  cere- 
bral hemorrhages.  That  is  the  verv  reason  we 
now,  instead  of  allowing  such  patients  to  go 
to  full  term,  deliver  as  soon  as  the  toxemia  of 
the  mother  is  under  cont»oi,  becaose  it  is  an 
established  fact  that  the  baby,  of  ciurse,  is  suf- 
fering from  the  same  toxemia  that  is  affecting 
the  mother,  and  the  baby  will  have  the  same 
petechial  hemorrhages  thoughout  its  organs  as 


the  mother  has.  The  only  way  to  save  that 
baby  is  to  deliver  the  woman  as  soon  as  her 
toxemia  is  corrected,  so  that  the  baby  does 
not  get  the  added  toxins  from  the  dear  areas  in 
the  placenta. 

HEAD  GOLDS- 
Harvey  H.  Roberts,  M.  D 
Georgetown. 

This  malady  is  one  of  the  greate.st  alTlie- 
tions  to  which  tlie  human  race  is  heir.  It 
is  a disease  of  civilization  being  more  pre- 
valent in  dense  popnlation.  It  appears  every 
year  throughout  the  country  in  both  epidemic 
and  endemic  form.  It  attacks  thousands  pro- 
ducing a financial  loss  to  the  industrial  and 
commercial  world  of  an  estimated  cost  of 
.$500,000,000.00.  It  is  a menace  to  society 
and'  the  business  and  i)rofessional  interest 
of  every  community. 

Very  few  are  immune,  it  attacks  the  old 
and  the  young,  the  rich  and  the  poor,  the 
weak  and  the  strong,  in  fact,  most  everyone 
'has  experienced  the  pangs  of  this  most  dis- 
tressing disease — Head  Cold. 

The  medical  profession  realize  that  a head 
cold  is  a condition  which  should  not  be 
treated  with  indifference.  Many  serious 
complications  and  dangerous  secpiela  fre- 
quently follow  a seemingly  mild  attack. 

Head  colds  are  regarded  by  the  average, 
layman,  as  a most  insignificant  condition. 
T'hey  are  not  concerned  in  the  least  as  to  the 
disasterous  results  which  may  follow. 

They  go  about  their  business  or  make  so- 
cial calls,  they  attend  to  their  obligations  at 
their  clubs,  they  even  attend  Church,  or  go 
to  the  theatre  and  movies  and  many  other 
public  places  where  large  numbers  of  people 
assemble,  spreading  infection  to  all  with 
whom  they  come  in  contact. 

Some  individuals  are  readily  insulted,  if 
the  slightest  protest  is  made  against  their 
sneezing  or  coughing  in  one’s  face,  or  down 
the  back  of  one’s  neck.  This  habit  is  general, 
it  is  nothing  unusual  tc  see  some  individuals 
blowing  their  nose  upon  the  streets,  or  expec- 
torating in  public  places,  spreading  disease 
producing  germs.  An  atteni])!  of  the  physi- 
sician  to  discourage  such  habits,  is  met  with 
resentment  or  treated  with  utter  indifference. 

It  is  a serious  problem  to  decide  just  'hew 
far  the  medical  man  can  go  in  giving  free 
advice  in  the  prevention  of  the  spread  of  dis- 
ease. It  is  a question  of  vast  importance  to 
every  ])hysician  and  on.e  to  be -met  only,  by 
the  co-o/peration  of  the  Health  Authorities 
and  careful  education  of  the  public. 

*Read  before  the  Scott  County  Medical  Societv,  De^ 
cember  3nb  1031 
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Fi-equently  one  maj^  see  individuals  going 
about  the  streets  with  an  ozena  of  the  most 
offensive  character,  with  his  woody  voice,  de- 
claiming “I’s  dot  a bad  tol  fy  mak  uch  a 
fus  ober  a lit’le  fing.  ” 

The  nose  being  an  internal  organ  with  an 
external  expiosure,  it  promptly  becomes  the 
abiding  place  for  swarms  of  all  kinds  of 
germs,  dust,  smoke  and  other  deliterious  sub- 
stance. The  nose  is  the  open  door,  through 
which  may  pass  with  every  inspiration,  mil- 
lions of  disease  producing  germs. 

Head  colds  confined  to  the  nasal  passages 
are  termed  acute  rhinitis  or  coryza.  Should 
the  infection  extend  to  the  sinuses,  there  will 
develop  the  various  sinusitis.  The  infection 
may  extend  further  down,  causing  pharyn- 
gitis or  laryngiitis.  It  may  advance  to  the 
bronchial  and  lung  tissues,  producing  bron- 
chitis or  broncho-pneumonia.  There  are  other 
sequela  causing  more  serious  injury  to 
health. 

Empyema  in  various  cavities  of  the  body, 
also  brain  abscesses  and  mastoiditis  followed 
by  meningitis  are  frequent  dangerous  com- 
plications, folloAvingi  the  infectious  micro- 
organisms resulting  from  a head  cold. 

Ethmoiditis  is  a serious  situation,  due  to 
the  danger  of  necrosis  following  frequent 
attacks  of  head  colds.  The  maxilliary  sinus 
may  give  rise  to  painful  and  alarming  symp- 
toms. Chronic  spQienoiditis  is  a distressing 
and  annoying  condition  on  account  of  the 
dropping  back  into  the  throat  of  purulent 
discharge.  It  is  also  very  intractable  to 
treatment.  Serious  inflammation  of  the  eyes 
have  resulted  from  extension  of  cold  infec- 
tion. This  is  especially  true  of  the  untreated 
cases. 

With  the  copious  discharge  there  are 
thousands  of  germs  and  pus-cells  floating 
in  the  serum  of  the  submucous  membrane, 
which  may  be  carried  by  the  lymphatic  and 
blood  stream  to  remote  parts  of  the  body. 
infectiu'3  the  heart,  gall-bladder,  kidney  and 
other  vital  centers. 

- Seventy  per  cent  of  the  heat  of  the  body 
passes  out  through  the  skin,  the  rest  follows 
the  air  passages.  Any  sluggishness  of  tlm 
heat  elimination  will  cause  impainnent  of 
the  air  passages  producing  congestion  of  the 
nasal  .mucosa,  resulting  in  systemic  distur- 
bances as  chilliness,  fever,  pain  and  general 
depression.  All  of  which  is  caused  by  the 
stoppage  of  the  normal  avenue  of  egress. 

What  is  the  Cause  of  Head  Colds? 

This  question  has  been  asked  countless 
times  of  every  nhysician.  There  are  millions 
of  micro-organisms  present  in  the  secondarv 
stage  of  every  head  cold,  there  mav  be  found 
the  influenza  baccillus,  streptococcus.  |)uen- 
moeoccus,  .straphlyncocens  and  the  catarrhal  is 
micrococcus  and^  many  others,  but  a sjiecific 


germ  for  producing  head  colds,  has  not  as 
3"et,  been  discovered.  With  the  many  or- 
ganisms found  in  the  nasal  passages  the  lead- 
ing bacterioloigists  are  agree-d  that  a specific 
organism  has  not  been  found.  It  is  true  there 
are  many  claims,  but  the  real  bug  has  kept 
itself  concealed.  All  agree  that  the  other 
organisms  present  are  secondary  to  the  dis- 
ease. They  do  not  appear  at  the  beginning 
of  the  attack. 

I do  not  believe  it  is  plossible  to  contract 
a head  cold,  without  some  well  defined  sys- 
temic condition  is  present,  such  as  a sudden 
chilling  of  the  body,  or  some  toxic  condition 
causing  depression  and  loss  of  resistance. 

A sudden  chilling  of  the  body,  may  result 
from  over-eating,  severe  mental  depression, 
or  undue  exposure  while  in  a state  of  pers- 
piration, Avill  lower  the  resistance  and  invite 
congestion  of  the  nasal  passages.  The  con- 
gestion and  out-pouring  of  the  sero-mucous 
is  fertile  soil  for  the  entrance  of  countless, 
countless  micro-organisms  which  are  always 
in  the  surrounding  atmosphere. 

Any  condition  that  will  disarrange  the  me- 
chanisms of  the  neuro-va.scular  system  will 
lower  the  resistance  of  the  respiratory  func- 
tion and  bring  about  a congestion.  Atmos- 
pheric changes  and  conditions  of  tempera- 
ture are  perhaps  the  most  frequent  source 
for  the  beginning  of  a head  cold. 

I believe  the  most  frequent  cause  is  some 
toxic  material  within  the  gastro-intestinal 
canal.  Faulty  elimination,  imprudent  diet, 
over  eating  and  exposure  to  cold  atmosphere 
while  in  perspiration  Avill  almost  invariably 
result  in  congestion  of  the  nasal  passages.___ 

Frequent  head  colds  will  cause  chronic 
catarrh  or  result  in  the  development  of  va- 
rious sinusitis.  Frequent  head  colds  in  chil- 
dren are  the  forerunner  of  Adenoids,  dis- 
eased tonsil  and  middle  ear  disease.  Eheuma- 
tism  may  result  from  extension  of  the  infec- 
tion by  the  local  focal  point  of  habitation. 

Aunendicitis  may  haA'c  its  origin  from  the 
chronic  seat  of  micro-organisms  of  an  old 
"■innsitis.  Pvelitis,  presistent  headache,  fre- 
quent sore  throat  mav  receive  their  infecdion 
some  chronic  conditions  resulting  from 
head  colds.  Acute  peritonsillar  abscess, 
retro-pharyngeal  absce.ss  aind  other  suppura- 
tive conditions  of  the  tonsils  and  pharvngeal 
tissues,  are  the  result  of  lowered  resistance 
and  the  extension  of  A^arious  micro-organisms 
from  some  focal  point  of  infection. 

Preventive  .medicine  is  the  general  tonic 
before  mo.st  oa'CI’a'  medical  organization  at  the 
nresent  lime.  Modern  IlA'giene  is  that  use- 
ful nart  of  science,  si-eking  to  educate  the 
lavman  how'  to  use  the  mo.st  modern  .means 
and  methods  for  thi*  ladlermenl  of  health  and 
the  preA'ention  of  disease. 

EA'ciwone  is  anxious  to  avoid  sjekuess  and 
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Id  (.loiVr  old  ;ige ! ib’cvontioii  iu  any  i'onu  ol' 
disease,  is  often  more  satisfaetory  in  resuJts, 
than  an  attempt  to  make  repair. 

Existenee  in  tins  life  is  a eontinual  fight 
against  the  things  that  eause  illness  and  those 
methods  which  will  insure  better  health,  ft 
IS  a matter  of  regeneration  and  degeneration, 
the  latter  usually  |jredominates. 

When  we  eonsider  the  presence  of  millions 
of  disease  producing  germs,  seeking  to  exter- 
minate the  human  race,  there  is  little  ques- 
tion as  to  who  will  win  in  the  end. 

There  are  various  city  ordinances.  Na- 
tional sanitary  laws,  our  local  and  State 
Health  boards  who  are  supposed  to  rectify 
any  injurious  condition  which  will  cause  ill 
health  in  the  community.  Why  are  these 
ordinances  and  laws  not  enforced?  Is  it 
that  the  officials  do  not  consider  such  pro- 
tection of  sufficient  importance  to  enforce 
the  law?  So  the  spread  of  disea’se  goes 
merrily  on ! I have  reference  to  liead  colds, 
esiiecially. 

\V  i have  a city  and  state  law  against  ex- 
pectorating in  public  places,  ft  is  not  en- 
forced ! If  one  must  sneeze  they  should  use 
a handkerchief,  if  they  must  expectorate, 
then  use  a cuspidor  or  handkerchief.  The 
habit  of  coughing  in  the  open  is  a deplorable 
crime  against  modern  sanitation. 

Further  prevfention  should  be  exercised 
in  adequate  ventilation  of  the  homes,  bed- 
rooms, school  rooins,  halls  and  all  public 
places. 

The  selection  of  proper  diet  for  those  who 
are  susceptible  to  frequent  head  colds,  that 
better  I'csi.stance  may  he  established.  Sys- 
tematic out-of-door  exercise  should  be  en- 
couraged. Wtearing  of  pi'oper  clothing,  that 
will  prevent  chilling  of  the  body  and  kee]) 
the  body  warm,  without  inducing  perspira- 
tion. The  wearing  of  the  same  weight  of 
underclothing  throughout  the  yeair  is  a 
splendid  preventive  of  head  colds. 

Over-heated  homes  and  the  wearing  of  too 
heavy  clothing  is  a crime  against  health. 
Proper  wraps  and  overcoats  should  be  worn 
to  meet  the  changes  of  weather.  Excessive 
heavy  cotton  iinderwear  producing  perspira- 
tion, keejung  the  skin  .moist  is  a potent  means 
of  producing  head  colds. 

Silk  is  a popular  material  for  those  who 
can  afford  it.  Light  wool  and  linen  mesh  are 
perhaps  the  best.  These  give  warmth,  ab- 
sorb the  ]iers]dration  and  are  light  in  texture. 

The  habit  of  going  l)are-headed  shoidd  he 
di.scouraged,  as  it  is  one  of  the  most  active 
influences  for  producing  chronic  catarrh, 
mastoid  infection  and  countless  other  injur- 
ious results. 

The  use  of  fur  caics,  neck  scarfs,  mufflers, 
leather  vests,  and  chest  protectors  are  a con- 
stant means  of  developing  liead  colds.  The 


sudoriferous  glands  of  wliuh  Ihe  neck  has 
an  abundance,  should  not  be  covered  with  any 
heavy  material.  Such  g custom  ]>redisposes 
to  congestion,  weakens  the  parts  and  may 
cause  the  very  condition  which  is  sought  to 
prevent. 

The  most  essential  prevention  of  head  colds 
is  to  make  a careful  examination  of  the  nasal 
passages  for  any  obstruction  which  may  pre- 
dispose to  head  colds  and  remove  same  that 
free  air  passage  may  be  secured.  The  re- 
moval of  spurs,  enehondromas,  deflected  sep- 
tum, hypertrophyed  turbinates  or  other  ab- 
normal conditions  is  most  essential  for  pre- 
venting head  colds. 

Systematic  and  thorough  drainage  of  any 
infected  sinus,  the  removal  of  polypi  growths, 
adenoid  tissue  or  any  other  interference  with 
correct  breathing  should  be  corrected. 

Eveiy  head  cold,  no  matter  how  mihl  it 
may  seem,  shoula  be  promptly  and  contin- 
uously kept  under  observation  until  the  in- 
fected area  has  healed.  Neglected  and  fre- 
quent head  colds  invite  chronic  sequela  with 
all  their  distressing  and  dangerous  results. 
One  of  the  most  common  complications  is  the 
infection  of  the  Eustachian  tubes,  often  ser- 
iously impairing  the  hearing,,  or  the  estab- 
li.shing  of  annoying  head  noises. 

1 am  convinced  that  the  intestinal  tract  is 
responsible  for  a majority  of  head  colds.  A 
heavy  meal  late  at  night  of  cheese,  winnies  or 
hot  dog,  with  plenty  of  mustard  will  cause 
congestion  of  the  mucosa  of  the  nasal  pas- 
sages. 

Any  clogging  of  the  intestines  will  produ  e 
congestion  of  the  nasal  mucous-membrane, 
especially  so,  if  there  is  a chronic  sinusitis 
present.  Any  toxic  material  within  tlie  sys- 
tem will  frequently  cause  a chronic  sinusitis 
to  flare  up,  resembling  a head  cold. 

How  S.I1ALL  We  Prevent  Head  Colds? 

During  the  interval  of  those  who  are  sub- 
ject to  head  colds,  everything  possible  should 
be  done  to  harden  the  body  and  build  up  re- 
sistance. After  removing  all  local  exciting 
ca,uses  from  the  nasal  passages,  attention 
should  be  directed  to  any  underlying  condi- 
tion that  may  be  in  the  system. 

Due  consideration  should  be  given  to  those 
subjects  who  have  asthenia,  or  low  blood 
pressure  and  run  sub-normal  temperatures. 
Hardening  of  the  system  and  increasing  the 
resistance  and  re-establishing',  immunity,  by 
fortifying  the  glandulary  system  by  the  ju- 
dicious use  of  the  Hormones  is  good  practice. 

Systematic  sponging  of  the  chest  every 
morning  before  dressing,,  with  cold  water 
and  a vigorous  rub,  has  a special  beneficial 
effect  for  hardening  the  body.  This  form  of 
bathing  is  i ot  only  invigorating  but  produces 
la  sense  of  well  being  all  through  the  day. 
Everyone  who  is  so  unfortunate  to  contract 
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a head  eold,  should  at  once  consult  theii' 
physician. 

Treatment 

Alka,lizatioii  of  any  acid  intoxication,  which 
may  bp  present. 

I'hrough  elimination  of  the  system  by  a 
brisk  cathartic  at  thi  onset,  followed  by  an 
active  saline.  I regard  a dose  of  calomel, 
threo  grains  with  soda  bicarbonate,  three 
grains,  as  the  best,  followeil  by  a dose  of 
Epsom  salt.  l\e.st  indoor,  keeping  the  body 
warm  and  avoiding  drafts.  The  diet  should 
be  light  and  free  from  all  nitrogenous  foods. 
The  old  adage,  “Feed  a cold  and  starve  a 
fever,”  is  es.sentailly  wrong.  Jlot-packs,  hot 
drinks  are  good  to  relieve  the  congestion  by 
inducing  perspiration  a'nd  assisting  to  re- 
establish the  normal  circulation  in  the  nasal 
mucosa. 

Anodynes  should  bj  used  as  indicated  for 
pain  and  restlessness.  Peralga  is  useful  and 
'gives  marked  relief  without  any  depression. 
Cinchopyriue,  Salicin  and  other  forms  of  tin* 
salicylates  should  be  given  as  recinircd.  Disul- 
phamine  has  proven  Avorthy  of  use  in  head 
colds  due  to  its  medicinal  value  in  toxemias 
and  septic  conditioais.  Omnadin  is  one  of 
the  most  iiseful  remedies  for  stimulating  the 
defensive  powers  of  the  organism.  It  in- 
crea.ses  immunity  again.st  infection  in  gen- 
eral and  often  aborts  a cold  or  causes  it  to 
run  a milder  and  .shorter  cour.se  and  ph’c- 
vents  complications.  0])tochin  base  is  useful 
for  preventing  the  complication  of  pueu- 
monif^. 

d know  of  nothingi  more  harmful  in  the 
tre.-atment  of  head  colds,  than  the  indis- 
criminate use  of  certain  advertised  drugs. 
Some  of  the  announcements  over  the  Kadio 
are  not  only  ridiculous  but  a serious  tra- 
vesty upon  truth.  Their  claim  for  antisepsis 
is  unreasonable  and  a reflection  upon  the 
integrity  of  medical  science.  Most  of  these 
l)reparations  are  heart  depre.ssors  and  dan- 
gerous from  their  injurious  effect  upon  the 
nervous  system,  as  well  as  the  digesti\|e 
tract 

The  use  of  quinine  and  the  cinchona  alka- 
loids should  he  discontinued  on  account  of 
damage  to  the  hearing,  producing  serious 
inflammation  of  the  ear,  and  causing,  annoy- 
ing head  noises. 

The  u.se  of  sprays,  swabs,  douches  and  ir- 
rigation and  other  methods  of  washing  the 
mucousmemhraue,  at  the  beginni.ng  of  a cold 
is  injurious,  often  carrving  infection  to 
deepier  parts. 

Tn  the  secondary  stage,  careful  irrigation 
with  a mild  alkaline  solution  is  soothing  and 
productive  of  much  goo.1.  The  u.se  of  seme 
of  the  Ephedrines  are  useful  in  shrirkiug 
the  swollen  tissues  before  irrigation.  The; 
too  frenuent  and  too  long  use  of  Ephedrine 


is  injurious,  ^bt  the  beginning  of  a head 
cold,  the  use  of  Ephedrine  Merthiolate  is 
beneficial.  This  should  be  followed  by  a 
ten  ])er  cent  solution  of  argyrol  or  neo-silvol, 
ten  drops  placed  in  each  nostril  every  three 
or  four  hours,  by  means  of  a .medicine  drop- 
per. Nebulizing  with  a one  per  cent  solu- 
tion of  menthol,  camphora,  oil  of  pine  and 
liquid  pjetrolatum  is  healing. 

1 believe  the  use  of  antiseptic  remedies  are 
useless  at  the  beginning,  in  local  treatment, 
of  head  colds.  After  the  secondary  staige  is 
reached,  when  the  greatei-  'number  of  .micro- 
organisms are  in  tlie  deeptu'  la.vers  of  the 
mucou.s-memhrane,  the  Bacterial  vaccines,  an(7 
Serd-bacterins  will  be  useful.  The  u.se  ot 
autogenous  vaccines  in  multi-infection  is  a 
sheet  anchor  in  a storm  of  great  intensit3^ 

In  the  use  of  bacterial  vaccines,  there  is 
always  tbe  danger  of  the  patient  loosing  all 
of  his  protection  through  Anaphylaxis  from 
the  bacterines. 

Allonal  or  sedor.mid  are  useful  for  produc- 
ing, restful  sleep.  The  solution  of  Organic 
Iodine,  for  building  up  resistance  is  very 
useful,  it  .should  be  given  in  ten  drop  doses 
in  a glass  of  water  before  meals.  This  prep- 
aration is  also,  beneficial  during  the  attack. 

Conclusion 

Careful  examination  of  the  nasal  passages 
and  the  removal  of  all  abnormal  obstruction. 

Build  up  resistance  a,nd  harden  the  body 
to  establish  immunity  as  fai'  as  po.ssible. 

Through  elimination  and  active  diaphoresis 
with  careful  guarding  against  undue  ex- 
posure. 

Better  co-oppration  with  the  Health  Boards 
for  rigid  enforcement  of  all  sanitary  laws. 

■Thorough  and  .sy.stematie  educlation  of 
Hygienic  principles,  and  more  careful  ex- 
amination of  the  patients,  for  correct  diag- 
nosis will  do  much  to  le.ssen  head  colds. 


Uranium-Thoirium  Colloid  in  Trleament  of 
Carcinoma. — Eight  cases  of  carcinoma  were 
treated  by  Pack  and  Stewart  with  intravenous 
injections  of  uranium-thorium  colloid  after  the 
manner  recommended  by  Hocking.  In  only  one 
patient  was  there  evidence  of  temporary  bene- 
fit as  judged  by  the  disappearance  of  certain 
skin  metatases  from  a breast  carcinoma.  In  the 
case  the  improvement  was  transient  and  there 
was  no  evidence  that  life  was  prolonged  or  that 
there  was  any  definite  palliation.  In  the  re- 
maining seven  cases  there  was  no  evidenoa  of 
improvement  of  any  sort  following  the  treat- 
ment. In  two  patients  the  colloid  was  possibly 
nephropathic,  although  no  necropsies  were  per- 
formed for  confirmation.  In  -two  cases,  nec- 
ropsy revealed  that  the  uranium-thorium  col- 
loid was  deposited  in  the  Kupffer  cells  of  the 
liver  and  in  the  splenic  reticulo-endothelial 
apparatus. 
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SOMIO  POINTS  IN  Till-:  TKEATMl-lNT 
OF  FKACTUKES  OF  TUF  EXTllF- 
MITIES* 

E.  W.  Nokthc’Utt,  M.  D.,  F.  A.  C.  S. 
Covington 

The  different  types  of  fraetures  of  tlie  ex- 
tremities and  the  methods  of  handling  them 
are  so  numerous  that  even  brief  mention  of 
them  all  would  make  this  paper  entirely  too 
long,  and  practically  valueless.  It  will,  there- 
fore be  limited  to  just  a few  points  that  1 
consider  of  some  importance  in  the  care  of 
these  cases  which  are  daily  increasing  in 
number.  i ^ 

Since  the  advent  of  the  automobile,  frac- 
tures have  increased  enormously  and,  I be- 
lieve the  percentage  of  complications  has  also 
increased. 

No  attempt  is  made  to  minimize  or  under 
estimate  the  value  or  success  of  any  other 
method  of  ti’eatment.  Each  method  must  ha.ve 
been  satisfactory  in  the  liynds  of  some  one  or 
he  would  not  have  written  about  it.  To  be- 
gin with,  every  fracture  should  be  considered 
an  emergency  until  it  is  proved  not  to  be. 
This  is  especially  true  in  the  upper  half  of 
the  limb  where  damage  to  the  large  vessels 
is  more  serious. 

After  the  usual  first  aid  has  been  I’endered, 
such  as  the  treatment  of  shock,  control  of 
hemorrhage  and  temporary  immobilization  as 
may  be  indicated,  comes  the  problem  of  se- 
curing for  the  individual  the  best  results  in 
Trie  shortest  possible  time. 

In  my  opinion,  every  fracture  should  have 


Figure  I la 

Position  of  fragments  on  admission 
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Figure  I b 

Position  after  second  attempt  at  closed 
reduction 


an  x-ray  picture  made  of  it  before  and  after 
reduction,  and  repeated  as  often  as  indi- 
cated during  the  progress  of  the  case.  It 
gives  at  once  a definite  tvorking  basis  by 
showing  the  type  of  fracture,  and  the  rela- 
tion of  the  fragments.  If  this  is  done,  one 
will  occasionally  be  very  much  surprised 
what  a different  picture  the  x-ray  shows, 
from  the  mental  one  he  had’.  It  also  serves 
as  a permanent  record  and,  may  .save  an 
embarrassing  situation  later.  Without  it 
one  is  forced  to  admit  he  did  not  know  just 
the  position  of  the  fragments  and,  a persua- 
sive lawyer  can  .make  this  sound  very  bad 
before  twelve  men  and  women.  To  make  a 
picture  is  simply  giving  the  patient  the  best 
which  is  proper. 

The  points  I .should  like  to  discu.ss  in  the 
handling  of  these  cases  are  the  anesthetics 
u.sed  and  the  methods  of  immobilization. 

Before  reduction  is  attempted  a very  care- 
ful examination  should  he  made  for  nerve 
injury.  If  this  is  found  to  be  pre.sent,  open 
reduction  with  necessary  care  of  the  nerve 
is  indicated.  The  nerve  may  have  only  been 
pinched  between  the  fragments,  or  it  may 
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Figure  I c 

Position  several  months  after  open  leduction  showing  end  to  end  apposition  with  good  callus 

formation 


liave  been  completely  severed.  If  the  limb 
is  put  up,  and  a severed  nerve  has  been  over- 
looked, an  operation  will  be  necessary  later; 
the  opei'ation  Avill  be  more  difficult  and 
valuable  time  will  have  been  lost. 

In  fractures  of  the  upper  extremity  a 
local  anesthetic  when  ever  pj)ssible  is  the 
one  of  choice.  It  can  be  used  in  nearly  all 
cases  even  in  small  children  and  in  many 
compound  fractures.  Some  of  the  advan- 
tages are  (1)  it  avoids  the  danger  of  a 
general  anesthetic,  which  may  of  itself  be 
considerable.  For  example,  the  patient  may 
have  a resi)iratory  infection  or  he  may  have 
sustained  other  injuries  that  would  con- 
traindicate a general  anesthetic;  he  may  be 
old  and  feeble  and  very  often  will  have  a 
full  stomach,  which  may  at  least  be  disagree- 
able to  all  concerned;  (2)  a patient  who  is 
conscious  can  often  actually  assist  in  the 
reduction;  (3)  if  pro]mrly  given,  and  if  Ave 
wait  long  enough  before  the  manipulation, 


there  is  no  pain,  and  relaxatio]i  is  more  com- 
plete than  Avith  almost  any  general  anesthe- 
tic; (d)  the  anesthetic  lasts  long  enough  for 
one  to  examine  the  fracture  under  the  fluoro- 
scope  or  eA^en  make  a picture  and,  if  the  posi- 
tion is  not  satisfactory  it  can  be  manipulated 
again  without  more  anesthetic  being  injected  ; 
(5)  it  is  easy  to  use.  In  injecting  the  anes- 
thetic no  attempt  is  made  to  locate  the  nerve 
as  this  is  entirely  unnecessary.  With  a fine 
needle  a,  Avheal  is  raised  on  the  skin  over  the 
site  of  fracture,  this  makes  the  injection  al- 
most plainless,  and  strengthens  the  patient’s 
confidence  in  the  procedure.  Next  a longer 
— larger  needle — depending  on  the  size  of  the 
limb — is  attached  and  inserted  through  the 
Avheel ; a little  of  the  solution  is  injected  as 
the  needle  is  advanced — until  it  is  thought 
the  fracture  has  been  i-eached.  The  pistou  is 
then  AvithdraAvn  slightly,  and  if  blood  ap- 
pears in  the  syringe  the  injection  may  be 
made.  It  may  be  well  to  change  the  position 
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of  the  needle  slightly  several  times  during 
the  injection  so  that  should  the  needle  be  in 
a vein  all  the  solution  will  not  be  injected 
into  it,  however,  I believe  this  to  be  rather  a 
remote  possibility.  After  waiting  five  to  ten 
minutes  (by  the  clock)  both  patient  and 
doctor  will  often  be  surprised  to  see  with 
what  ease  and  freedom  from  pain  the  frac- 
ture may  be  manipulated. 

After  reduction  comes  immobilization. 
There  are  are  all  kinds  of  patent  splints  on 
the  market  which  salesmen  explain  in  great 
detail  mechanically,  anatomically  and  phy- 
siopathologically  and  urge  the  doctor  to  use. 
If  the  doctor  uses  them,  and  is  not  very  care- 
ful he  will  find  himself  unconsciously  trying 
to  fit  the  fracture  to  the  splint.  My  prefer- 
ence is  a perfectly  smooth  plaster  of  Paris 
splint  placed  directly  against  the  .skin, 
molded  to  the  arm  in  the  desired  position 
lield  there  by  a bandage.  Care  must  be  ex- 
ercised in  applying  the  bandage,  not  to  get 
it  too  tight,  but  just  snug  enough  to  hold  the 
splints  in  contact  with  the  skin,  at  all  points. 
This  kind  of  a splint  is  always  available,  it 
can  be  made  to  fit  any  arm,  it  is  simple,  it 


is  easily  appflied,  and  stays  in  position,  it  is 
cheap,  and  in  my  opinion  it  is  the  best. 

I use  an  anterior  and  posterior  splint, 
though  it  may  not  always  be  necessary.  In 
making  .splints  the  edges  should  be  turned 
back  a little  to  prevent  them  from  digging 
into  the  skin.  In  applying  them  the  fingers 
should  not  be  included,  this  will  allow  the 
patient  to  move  his  fingers  almost  from  the 
beginnng,  and  by  the  time  the  splints  are 
removed  he  will  have  practically  normal  use 
of  them.  I have  seen  a case  of  simple  Code’s 
fracture,  in  which  a straight  wood  splint  was 
apiilied  including  the  fingers — and  left  on 
for  several  weeks.  Nearly  a year  later  the 
patient  was  still  under  treatment  to  regain 
use  of  the  fingers.  It  may  be  necessary  to 
have  the  patient  elevate  the  arm  at  intervals 
to  prevent  swelling  and,  it  should  be  ex- 
plained to  him  why  this  is  necessary. 

The  splint  should  be  removed,  the  limb 
given  light  mas.sage  and  a little  active  mo- 
tion started  as  soon  as  consistent  with  safety 
in  the  particular  ca.se,  and  the  splint  re-ap- 
plied. It  is  not  practical  to  go  into  these  de- 
tails here. 


Figure  II  a 

Position  of  fragmielnts  on  admission 


268 


KENTUCKY  MEDICAL  JOURNAL 


['Mlay,  1932 


Figure  II  b 

After  attempt  at  closed  reduction 


In  fractures  of  the  lower  extremities  much 
that  has  been  said  of  fractures  of  the  upper 
extremities  ap'plies.  However,  there  are  a 
few  points  that  may  be  especially  .mentioned. 
The  anesthetic  must  be  considered.  01 
course  in  some  cases  none  is  necessary.  But 
in  a case  of  marked  deformity,  and  over- 
riding complete  relation  is  essential.  This 
in  a muscular  individual  requires  a profound 
general  anesthetic.  This  is  one  reason  why 
in  such  cases  T prefer  local  or  spinal  when 
practical.  I do  not  believe  it  is  possible  to 
get  the  same  degree  of  relaxation  with  the 
ordinary  anesthetic  that  can  be  obtained 
with  a local  or  spinal.  Here  again  the  pa- 
tient is  conscious,  and  can  often  be  of  some 
assistance  during  the  manipiilation  of  Ids 
fracture,  for  example  he  can  keep  himself  in 
position  on  the  Hawley  table,  or  if  the  ordi- 
nary opprating  table  is  being  used,  he  can 
grasp  the  sides  of  the  table,  and  aid  mater- 
ially in  making  countertraction. 

The  (piestion  of  immobilization  and  reten- 
tion of  fragmenis  is  too  extensive  to  be  dis- 
(ussed  in  any  detail  here.  Oenerally  sp('ak- 
ing  the  simpler  the  ap]iaratus.  the  better  it 


is,  if  it  does  the  work. 

In  fractures  below  the  knee,  the  molded 
plaster  splint  applied  directly  to  the  skin, 
and  held  by  a bandage,  is  often  very  satis- 
factory. This  method  however  is  not  ap- 
plicable to  fractures  above  the  knee.  And  it 
is  here  that  we  enter  that  maze  of  methods 
and  appliances  too  numerous  to  mention. 
Some  of  them  are  almost  too  complicated  and 
cumbersome  to  use  on  a sound  limb.  When  I 
see  a lot  of  pully,  weights  and  counterweights 
about  a fracture  bed,  there  comes  over  me  a 
feeling  of  uneasiness,  and  the  more  there  are 
the  greater  the  uneasiness. 

If  a fracture  cannot  be  properly  reduced 
after  a fair  trial,  or  if  the  fragments  con- 
tinue to  become  displaced  there  should  be  no 
hesitancy  in  resorting  to  open  reduction, 
the  buga-boo  of  infection  in  open  reduction 
is  rapidly  becoming  dissipated.  Certain 
fractures  should  be  reduced  by  the  open 
method  primarily,  that  is,  without  any  at- 
tempt at  closed  reduction.  Among  these  may 
be  mentioned  some  of  the  fractures  of  the 
upper  end  of  the  radius,  fractures  of  the 
low'er  third  of  the  femur  with  bad'  posterior 
displacement  of  the  lower  fragment,  some  of 
the  fractures  of  the  lower  end  of  the  hu- 
merus, and  certain  fractures  of  both  bones 
of  the  forearm  and  fractures  of  the  ale- 
cranon  process  with  wide  separation  of  the 
fragments. 

The  method  of  internal  fixation  is  largely 
a matter  of  choice  with  the  individual  opera- 
tor. Ocassionally  it  may  necessary  to  only 
place  the  fraigments  in  position  and  apply 
a light  cast. 

I should  like  to  .show  the  x-ray  pictures  of 
and  mention  very  briefly  two  cases  that  il- 
lustrate a type  of  fracture  occurring  rather 
frequently  and  often  requiring  open  reduc- 
tion. Case  I — fraeture  through  the  middle 
third  of  the  femur  with  iVo.sterior  displace- 
ment of  lower  fragment  aed  over-riding. 

Figure  (1)  a..  Position  of  fragments  on 
admission. 

b.  Position  after  second  attempt  at  closed 
reduction ; 

c.  Position  scAmral  months  after  open  re- 
duction showing  end  to  end  apposition  with 
good  callus  formation. 

Case  II — Communited  fracture  through  the 
lower  third  of  femur  with  7)osterior  displace- 
ment of  lower  fragment,  and  over-riding. 

Figure  (2)  a.  Position  of  fraigiments  on 
admission  : 

b.  After  attempt  at  closed  reduction  ; 

c.  Two  days  after  open  reduction. 

In  ca(“h  of  the«e  cases  there  was  marked 
damage  fo  the  soft  str;ietur(>s  witli  inter- 
novitinn  of  large  bmidles  of  niuschr  There 
is  no  way  of  know'ijig  rlit'se  facts  when  the 
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Figure  II  c 

Two  days  after  open  reduction. 


closed  method  is  used,  in  such  cases  I be- 
lieve continued  efforts  at  reduction  by  tlie 
closed  method  is  too  diilicult  and  dangerous 
to  be  justified. 


Surgical  Treatm)ent  of  Pulmonary  Tubercu- 
losis.— iDecker  feels  that  surgical  therapy,  by 
artificial  pneumothorax,  phrenicectomy  and 
thoracoplasty,  is  a great  boon  to  many  indivi- 
duals who  are  otherwise  doomed  to  die  of  pul- 
monary tuberculosis.  In  about  40  per  cent  of 
the  patients  subjected  to  operation,  recovery 
will  be  assured;  in  25  per  cent,  improvement 
will  be  effected.  In  the  selection  of  cases  for 
operation,  each  must  be  chosen  on  its  own  indi- 
vidual merits.  Surgei-y  should  always  ‘be  used 
as  a supplementary  procedure.  After  opera- 
tion it  is  essential  that  the  routine  regimen  for 
tuberculosis  be  continued  until  recovery  has 
taken  place.  Of  nineteen  patients  on  whom  he 
did  a thoracoplasty,  plus  a phenicectomy  in 
seven,  seven  were  markedly  improved  and  five 
were  improved.  Six  died  and  one  showed  no 
improvement. 


REl’OKT  OK  TIIKKIO  CASES  OF  OAS- 
'r  K ( ) - i 1’  E S T 1 N A L H l^AM  ( ) R H 1 1 A ( 1 * 

J.  A.  O.  llUENNAN  M.  D. 

Louisville. 

Case  No.  1.  .M.  \V.,  female,  white  age  12 

years. 

History.  Patient  was  admitted  to  St. 
Anthony  s Hospiital,  August  2i,  Pibl,  com- 
plaining of  pain  in  the  stomach,  najusea, 
vomiting,  severe  frontal  lieauaches  ana 
bleeding  from  the  nose.  Patient  was  in  a 
stui>orous  condition  and  1 was  unable  to  get 
any  kind  of  a response. 

Physical  examination  was  essentially  neg- 
ative With  exception  of  enlargement  of 
s^ileen  and  liver,  and  slight  distention, 
with  some  tenderness  throughout,  the  ab- 
domen. 

Laboratory  Work.  Urine ; 8-27-31,  yellow, 
neutral,  1010,  albumen  trace,  sugar  negative, 
few  white  , cells,  diazo — reaction  positive. 

0-3-31,  yellow,  acid,  1011,  albumen  neg- 
ative, sugar  negative,  several  white  cells. 

nUH...; : — 

8-27-31  8-3-31  lU-8-31 


K.  B.  C 3,170,000  39'/c  08% 

llemoKloOin  05%  1,0  lU, 000  3,4o0,000 

W.  B.  C 3,250  4,250  7,950 

Stat'l  • 11%  H%  7% 

I’olys  01%  52%  49% 

n.>  mi)hocytes  39%  48%  48'/<, 


Widal,  Typhoid  Bacillus,  strongly  positive. 

On  admission,  patient’s  temperature  was 
103°  1'.,  pulse  118,  respiration  22.  We  wei’e 
unable  to  get  her  to  take  food  in  any  qua|iiti- 
ties;  she  would  take  3-oz.  to  1-oz.  of  butter- 
milk and  that  was  all.  That  night  she  vomited 
1-oz.  of  bright  red  blood.  The  following  morn- 
ing she  vomited  large  quantities  of  dark  red 
blood.  On  August  28,  patient  defecated  a 
large  amount  of  dark  red  blood  containing 
blood  clots.  She  was  still  stuporous. 

Venoclysis  was  started  and  run  for  six 
days.  She  received  an  average  of  1504  c.  c. 
of  10%  glucose  every  24  hours;  the  highest 
intake  being  was  2400  c.  c.  the  first  24  hours 
and  the  lowest  500  c.  c.  the  fifth  24  hours. 

Besides  that  the  patient  took  an  average 
of  1060  c.  c.  of  water  every  24  hours. 

At  the  end  of  six  days,  patient  was  able  to 
take  beef  juice,  lemon,  albumen,  jello,  and 
enjoy  it. 

Patient  made  an  uneventful  recovei’y  and 
left  the  hospital  on  the  twenty-first  day. 

Case  No.  2.  J.  O.,  male  white,  age  60 
years,  occupation,  caiqienter. 

Admitted  on  August  8,  P131,  operated  day 
of  admittance.  The  intestines  in  region  of 
apjieiulix  were  found  to  be  acutely  inflamed. 
Patient  did  well  until  ninth  pdst-operative 
day,  at  which  time  he  had  a severe  chill 
which  lasted  30  minutes,  profuse  diaphoresis 


Read  beiore  the  Jefferson  County  Medical  Society 


270 


KENTUCKY  MEDICAL  JOURNAL 


[iMlay,  1932 


entire  day  and  night,  and  another  bad  chill 
in  the  afternoon.  On  Wednesday,  August 
4^9th,  the  eleventh  post-operative  day,  pa- 
tient began  to  pass  blood  by  bowel,  lie  had 
another  chill  Thursday  morniuig,  with  pro- 
fuse sweating  following,  and  continued  to 
pass  bloody  mucus  in  stools.  On  Sunday, 
the  fifteenth  post-operative  day,  patient 
passed  a large  amount  of  bright  red  blood. 
He  had  three  more  of  these  hemorrhages 
within  24  hours,  the  amount  ranginig  from 
4-ozs.  to  10-ozs.  Had  two  more  chills  before 
Tuesday.  Patient  was  given  intravenous 
glucose,  but  had  a reaction  after  each  ad- 
ministration. Blood  culture  revealed  a 
strong-  strain  of  pairatyphoid  “B.”  Patient 
was  put  on  10 7o  glucose  solution  by  veno- 
clysis  with  morphine  to  stop  peristalsis,  on 
Thursday,  August  27th;  one  ampule  of 
calcium  gluconate  was  given  with  each  800  e.  e. 
of  glucose  solution.  Patient  began  to  im- 
prove steadily.  He  had  no  more  chills,  and 
no  more  intestijial  hemorrhages.  Venoelysis 
was  discontinued  on  September  1,  1931.  At 
this  time  patient  was  eating  regular  diet, 
with  no  hemorrhaige  from  bowels,  and  was 
improved  in  every  way.  Pie  continued  to 
improve;  and  on  September  12,  1931,  the 
thirty-fifth  post-operative  day,  was  sent 
home  in  good  condition. 

Oase  No.  3.  G.  S.,  male,  white,  age  27 
years,  was  admitted  to  St.  Anthony’s  Hos- 
plital,  September  21,  1931. 

This  patient  was  sent  to  the  hospital,  from 
the  country,  with  a diagnosis  of  malaria. 
He  is  married.  Occupation,  farmer. 

Physical  examination  was  negative,  in- 
cluding the  blood  and  urine.  His  chief 
complaint  was  of  headaches,  but  these  head- 
aches w'ere  not  frequent.  After  admittance 
to  the  hospital,  patient  had  an  occasional 
vomiting  spell  and  headache.  X-rays,  of 
lungs  and  stomach  were  negative.  A gastric 
analysis  was  done  and  it  revealed  the  absence 
of  hydrochloric  acid ; no  blood  was  present 
at  this  examination.  Blood  sugar  was  neg- 
ative. Wassermann  w^as  negative.  On 
October  1,  1931,  patient  had  a severe  gastric 
hemorrhage  and  later  from  the  bowels.  He 
vomited  blood  during  the  day. 

Venoelysis  was  started  of  saline  and  10% 
glucose.  A blood  transfusion  was  also  given 
of  480  c.  c.  of  citrated  blood  per  venoelysis; 
a slight  reaction  followed  this.  The  follow- 
ing day,  it  was  noticed  that  patient  had  un- 
equal_  pupils  and  ptosis  of  the  right  eye.  He 
was  in  a stupior  for  practically  30  hours. 
The  first  spinal  puncture  showed  high  pres- 
sure and  a number  of  cells  (66)  ; globin  nor- 
mal : spinail  fluid  examined  for  lues,  negative. 
Colloidal  gold  test  for  lues  was  negative. 
Patient  remained  in  this  condition  for  about 
six  days.  Multiple  spinal  punctures  revealed 


teightened  pi'cssure,  and  on  each  occasion 
pressure  was  relieved.  Dr.  Bay  lord  liall  and 
Dr.  Hugh  Bicheson  saw  this  young  }uan  in 
consultation  and  they  wrote  as  follows:  “Has 
double  optic  neuritis  and  veins  swollen.  Has 
grayish  exudate  around  both  nerves.  Has 
retinal  hemorrhages  in  right  eye  near  disc 
and  one  large  hemorrhage  near  macula  re- 
gion in  left  eye.”  This  patient  was  given  all 
medication  through  the  venoelysis,  such  as 
calcium  gluconate  and  sodium  iodide.  The 
venoelysis  was  continued  for  approximately 
six  days  and  then  was  discontinued,  since 
patient  gradually  inipi\,ved  to  such  an  extent 
that  we  thought  it  advisable  to  stop  it.  No 
food  and  no  liquids  were  given  by  mouth 
during  this  time.  Later  patient  was  put  on 
a modified  Sippy  treatment  and  a corrected 
diet. 

Patient  left  hospital  on  November  17th 
after  having  been  in  the  hospital  fifty-seven 
days.  He  w'as  greatly  improved  and  appar- 
ently in  normal  condition. 

Diagnosis,  gastric  ulcer,  although  the  x-ray 
was  negative.  Diagnosis  was  made  upon 
finding  blood  in  gastric  analysis  and  from 
severe  gastric  hemorrhages. 

I am  unable  to  explain  the  cause  of  the 
intercranial  pressure  and  the  ptosis  of  the 
right  eye. 

DISCUSSION 

Gaylord  C.  Hall:  Doctors,  I saw  this  third 

case  with  Dr.  Brennan.  This  boy  was  complain- 
ing of  double  vision  and  very  much  blurred 
vision.  As  Dr.  Brennan  detailed,  we  found  that 
he  had  a complete  involvement  of  the  right 
third  nerve;  dilated  pupil  and  retarded  occular 
movements;  and  in  adition  to  this,  multiple 
hemorrhages  were  present  in  both  retinae,  and 
there  was  a distinct  swelling  of  both  nerves. 
We  were  unable  to  connect  the  patient’s  symp- 
toms that  he  was  manifesting  in  the  eyes  and 
brain  with  his  gastro-intestinal  symptoms,  and 
we  still  think  we  have  not  shown  any  causal 
relationship  between  the  two. 

I think  Dr.  Brennan  is  to  be  congratulated 
upon  the  recovery  of  this  boy.  The  swelling  of 
the  nerves  subsided  and  paralysis  of  the  third 
nerve  cleared  up.  I did  not  get  a chance  to 
test  this  patient’s  vision  in  the  office  or  to  take 
his  viscual  fields,  so  I can  not  give  you  his 
vision  at  the  present  time. 

George  A.  Hendon:  Mr.  President,  in  dis- 

cussing Doctor  Brennan’s  paper,  I should  like 
to  call  attention  to  a very  important  alterative 
effect  that  takes  place  in  the  gastro-intestinal 
tract  when  its  function  is  totally  suspended 
without  incurring  the  evil  effects  of  dehydra- 
tion or  partial  starvation.  Those  of  you  who 
become  sufficiently  interested,  I am  sure  will 
be  astonished  at  the  results.  This  alterative 
factor  does  not  become  evident  when  only  par- 
tial suspension  of  function  is  accomplished:  it 
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is  only  when  all  the  natural  exercises  of  the 
alimentaiy  tract  are  completely  halted,  that 
this  unusual  phenomenon  occurs.  I have  been 
particularly  impressed  with  this  fact  in  ohser- 
ing  cases  of  peritonitis,  gastric  intestinal  hemor- 
rhages, and  a series  of  fourteen  peptic  ulcers 
that  I have  treated  in  this  way.  It  can  be  done 
so  easily  and  so  safely  and  can  be  continued 
over  any  period  of  time  one  may  wish,  without 
exposing  the  patient  to  danger  or  great  discom- 
fort, I am  sure  the  method  will  recommend  it- 
self as  one  of  the  most  valuable  remedies  that 
has  been  added  to  our  equipment  in  modern 
times. 

INTUSSUSCEPTION  IN  A CHILI)  EOUK 
MONTHS  OLD* 

Jas.  W.  Bruce,  M.  D. 

Louisville. 

This  case  which  I saw  recentl}’  made  a deep 
impression  upon  me. 

Patient,  the  tirst-born  babj-  ol  health}^  par- 
ents, four  months  old,  breast-fed,  never  hav- 
ing been  sick  and  in  a splendid  state  of  nu- 
trition, had  a violent  crying  spell  about  seven 
o’clock  one  morning.  The  family  physiciaji 
was  called  and  could  find  nothing  the  matter 
with  it  and  pre.scribed  bromide.  The  mother 
had  given  the  child  a dose  of  castor  oil  on 
her  own  initiative.  About  three  o’clock 
that  afternoon  tlie  baby  began  to  pass  blood 
from  the  bowel  and  I saw  it  in  consultation 
with  the  family  doctor.  We  made  a diaignosis 
of  intussusception  and  had  the  baby  on  the 
operating  table  at  six  o’clock,  eleven  hours 
after  the  onset  of  the  symptoms,  at  St. 
Joseph’s  Infirmary.  By  that  time  the  in- 
tussusception mass  had  gotten  down  to  with- 
in a short  distance  of  the  rectum,  the  mass 
being  palpable  upon  rectal  examination.  The 
intussusception  was  reduced  with  great  dif- 
ficulty but  was  finally  gotten  out.  The  child 
did  not  pass  gas  or  feces  for  forty-eigdit 
hours  after  the  operation,  in  the  meantime 
becoming  tremendously  distended  and  vomit- 
ing continuously,  and  it  was  necessary  to 
introduce  a nasal  catheter  to  relieve  the 
gaseous  distensicn.  Temjierature  103;  pulse 
160  and  the  child  was  in  extremis;  I did  not 
believe  it  could  last  more  than  twelve  hours 
longer.  Then,  at  the  suggestion  of  the  sur- 
geon who  had  operated,  25  mg.  of  novocaine 
wms  injected  intraspinally  and  within  ten 
minutes  the  child  was  passing  gas,  and  in 
ten  hours  the  belly  was  flat,  and  for  the  time 
being  the  child  was  in  very  good  condition. 
I did  not  see  it  again  for  two  weeks  and  then 
in  consultation  wdth  the  attending  physician. 
The  child  had  run  an  intermittent  fever  since 
the  original  operation  for  which  no  cause 


couhl  be  found.  The  next  morning  the  stay 
sutures  were  taken  out  and  the  wound  burst 
open  and  the  intestines  came  out.  They 
w'ere  put  back  into  the  belly,  the  wound  re- 
sutured, and  the  child’s  temperature  went 
to  106  and  it  wms  dead  in  half  an  hour. 

Autopsy  showed  absolutely  nothing  except 
beginning  fatty  degeneration  of  the  liver. 
The  heart  and  lungs  were  absolutely  normal 
and  there  was  no  evidence  of  anything  that 
could  cause  the  fever  that  we  could  discover. 

I report  the  case  for  two  reasons;  first,  it 
presented  the  .most  dramatic  effect  of  spinal 
anesthesia  on  paralytic  ileus  I have  ever  seen 
and,  second,  it  was  unusual  because  of  the 
fever  for  which  no  cause  could  be  found.  We 
wondered  of  course,  if  it  could  not  have  been 
of  liver  origin. 

Dr.  J.  R.  Peabody:  Was  the  Avound  in- 

fected ? 

Dr.  J.  AV.  Bruoe;  No,  sir. 

Dr.  Wallace  Frank;  What  made  it  burst 
open  ? 

Dr.  J.  W.  Bruce:  It  never  had  healed; 

there  Avas  absolutely  no  sign  of  healing. 

Dr.  J.  W.  Moore;  What  has  been  your 
experience  as  to  the  cause  of  intussusception 
in  these  children? 

Dr.  J.  W.  Bruoe,  (in  closing-)  ; I do 
not  knoAv  that  I can  say  Avhat  cau.ses 
it.  It  nearly  ahvays  occurs  in  children  less 
than  a year  old  and  the  location  is  practically 
always  in  the  ileo-cecal  valve.  It  is  suiAposed 
to  be  due  to  the  fact  that  the  ligaments  are 
rather  loose  and  the  ileo-cecal  valve  goes  on 
through  without  much  to  obstruct  it.  This 
was  that  type  of  case.  There  Avas  no  evi- 
dence of  a diseased  condition  of  the  perito- 
neum or  a peritonitis.  At  autopsy  the  ileo- 
cecal vah^e  was  in  perfect  condition. 

It  would  be  intresting  to  hear  some  of  the 
surgeons  discuss  the  mechanics  of  Avhat  hap- 
])ended  Avhen  the  valve  began  to  pass  gats  after 
the  introduction  of  the  spinal  anesthetic.  I 
heard  Dr.  Spurling  talk  about  this  phase  of 
the  subject  and  he  suggested  that  the  injec- 
tion of  the  spinal  anesthetic  paralyzed  the 
sj)lanehnodilator  sy.stem  thus  allowing  the 
vagus-contractor  mechanism  full  play,  which 
contracted  down  and  gave  toiie  to  the  gut. 
Ap]>arently  in  this  case  the  dilator  mechanism 
Avas  inhibited  by  the  spinal  ane.sthetic,  the 
giUt  contracted  down  and  the  child  began  to 
pass  gas  and  feces;  in  fact,  it  had  a diarrhoea 
two  or  three  days  later. 
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TlUClllXlASlS,  liEi’UliT  OF  CASE- 
Harry  S.  Crazier,  M.  L). 

Louisville. 

This  patient  1 first  saw  about  twenty-two 
montlis  ago  and  she  still  shows  a definite 
eosiiiophilia  of  about  nine  p!er  eent.  A{nother 
interesting  feature  of  the  case  is  that  i was 
suceesslui  in  deiuonstraiing  the  parasites  m 
the  lilood  stream,  i took  about  5 c.  c.  of 
blood  and  mixed  it  with  100  e.  e.  of  acetic 
acid  centrifuged  it  and  succeeded,  after  a 
lot  of  looking,  in  tiiidiiiig  several  of  these 
parasites.  Tile  diagnosis  was  confirmed  in 
another  unusual  way  by  Dr.  Ciiry  Martin, 
who  sent  some  of  tiie  blood  serum  to  Dr. 
George  Bachmaun,  formerly  of  Johns  Hopr 
kins  Cniversity.  now  of  the  University  of 
i’orto  Kico,  at  San  Juan  who  did  sometliing 
like  a Wiassermann  test  and  reported  a posi- 
tive reaction. 

This  was  a young  Syrian  girl  who,  when  1 
first  saw  her,  had  a temperature  of  102,  with 
vomiting,  abdominal  pain  and  marked  oedema 
of  the  eye-lids;  she  did  not  have  a diarrhoea. 
As  to  the  etiology,  she  had  eaten  some  country 
sausage  severajl  days  prior  to  the  time  1 saw 
her,  as  had  also  several  other  members  of  the 
family,  none  of  whom  was  affected.  However, 
she  said  that  she  had  prepared  herself  a sec- 
ond portion  of  the  sausage  and,  being  in  a 
hurry,  had  probably  cooked  it  insufficiently. 

This  case  could  be  divided  into  two  phases; 
the  first,  lasting  ten  days,  with  a temperaiture 
of  102  to  105 ; eye-lids  swollen  and  puffed  out, 
the  patient  being  very  sick  indeed ; and  the 
second,  or  typhoid-like  stage,  Avith  a tempera- 
ture Varying  from  100  to  102,  the  oedema  in 
the  face  having  subsided,  but  with  oedema 
of  the  feet.  During  the  convalescent  stage, 
which  the  patient  entered  after  about  two 
weeks,  she  felt  pretty  well  except  for  a great 
deal  of  muscular  soreness  and  stiffness  and 
she  had  to  walk  with  a cane. 

The  first  blood  count  showed  an  eosino- 
philia  of  18% ; five  days  later,  36% ; a week 
later,  38%  ; a month  later  18%  ; a year  later 
12%,  and  the  other  day,  twenty -two  months 
after  1 first  saw  her,  8%. 

I have  been  particularly  interested  in  this 
ease  in  ob.serving  how  long  after  an  attack 
of  this  kind  the  patient  will  continue  to  show 
an  eosinophilia  count,  and  I intend  to  watch 
her  and  see  how  long  it  continues. 

DISCUSSION 

John  W.  Price:  I have  only  seen  one  case  of 

trichiniasis  in  a patient  that  I .saw  with  Di'. 
Flexner  at  Norton  Infirmary  a number  of  years 
ago.  This  patient  had  symptoms  similar  to  those 
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in  Dr.  Fiazier’s  case,  excessive  oedema  of  the 
eye-lids,  swelling  of  the  ankles,  muscular  ten- 
dierness,  and  so  on.  I believe  Dr.  Flexner  pre- 
dicted that  this  patient  would  die,  but  I do  not 
know  whether  this  prediction  was  fulfilled. 

I would  like  for  Dr.  Frazier  in  closing  to  say 
what  is  the  mortality  in  these  cases. 

H.  S.  Frazier,  (in  closing)  : As  to  the  mor- 

tality in  these  cases,  I think  it  is  rather  high, 
something  like  twelve  to  eighteen  per  cent. 

There  does  not  appear  to  be  any  uniformly 
satisfactory  treatment.  If  the  patient  is  seen 
early  enough,  washing  out  the  stomach  and  giv- 
ing thymol  or  some  other  vermifuge  or  anthal- 
metic  would  be  worth  while.  The  administration 
of  thymol  in  cod  liver  oil,  intramuscularly,  has 
been  recommended.  Salvarsan  and  other  arsen- 
ical preparations  are  supposed  to  be  of  benefit. 
I gave  this  woman  sodium-cacodylate  and  she 
got  well. 

AMIDOPYRINE  ANALGESIA  WITH  AND 
WITHOUT  MAGNESIUM  OXID^ 

William  G.  Weston,  M.  D. 

Louisville. 

From  the  Department  of  Physiology  and  Pharmacology 
and  the  Department  o*  Medicine,  Sc^iool  of  Medicine,  Uni- 
versity of  Louisville,  Kentucky** 

The  studies  of  Barbour,  ^Vinter  and  others 
(1)  upon  the  absorption  of  magnesium  oxitl 
and  chlorid  in  animals  and  man,  as  well  as 
on  the  effects  of  magnesium  upon  the  anti- 
pyretic action  of  various  drug.s,  have  led  to 
numerous  clinical  trials  of  magnesium  com- 
binations with  antipyretic-  ainalgesic  drugs. 
Recently,  Simon  (2)  has  reported,  for  ex- 
ample, that  for  many  individuals  the  addi- 
tion of  magnesium  oxid  reduces  the  amount 
of  acetylsalieylic  acid  necessary  to  produce 
a given  degree  of  analgesia. 

Combinations  of  amidopyrine  with  mag- 
nesium chlorid  in  rabbits  Avere  found  by  Bar- 
bour and  Winter  (3)  to  exhibit  antipyretic 
lAOitentiiation.  Diminished  toxicity  in  mice 
was  also  reported.  It,  therefore,  seemed 
highly  desirable  to  compare  clinically  amido- 
pyrine analgesia  with  and  Avithout  some  com- 
l)Ound  of  maignesinm.  In  the  present  study 
magnesium  oxid  was  employed.  The  two 
drugs  compared  were  amidopyrine  and  a 
mixture  of  equal  jiarts  of  amidopyrine  and 
m ignesium  oxid. 


»The  combination  was  given  in  the  form  of  “Magne 
pyrine.” 

**In  cooperation  with  Pharmaceutical  Division  of  the 
Calco  Chemical  Company,  Bound  Brook,  New  .Jersey. 
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The  work  was  all  done  on  patients  in  the 
Louisville  'City  Hospital,  and  all  tests  re- 
garded as  true  et)inparisons  were  done  on  the 
same  subject.  The  interval  between  such 
eomparisoas  was  usually  one  or  two  days, 
sometimes  longer.  The  types  of  pain  treated 
included,  especially,  headache,  arthritic  pains 
and  neurajlagia.  Adthoug'h  the  pains  were  of 
varyinig  degrees  of  severity  comparisons  were 
only  made  under  conditions  where  the  se- 
verity appeared  ecpial.  The  headaches  were 
associated  with  the  following  conditions: 
hypertension,  12  cases;  diabetes,  2 cfises; 
spinal  puncture,  i cases;  dental  extraction, 
5 cases;  syphilus,  2 cases;  cardiac  rheumatism, 
2 cases;  cerebral  hemorrhage,  tertian  ma- 
laria, carcinoma  and  dysmenorrhea,  each  one 
case.  Arthritic  plains  wei-e  investigated  in  8 
cases,  neuritis  of  the  limbs  in  two  ca.ses,  and 
thoracic  pains  of  cardiac  rheumatism  in  one 
■case. 

These  analgesic  investigations  were  not  be- 
gun under  any  illusions  as  to  the  diffic  ulty 
with  which  subjective  evidence  of  pain  can 
be  evaluated.  The  degree  of  pain  was  most 
carefully  incpiired  into  at  each  tc'st.  It  was 
practically  identical  in  the  same  patient  in 
each  one  of  the  two  or  more  re]>orted  obser- 
vations. When  one  drug  had  been  tested 
an  ai  practically  identical  degree  of  pain 
could  not  be  obtained  on  a near  subse- 
quent day  the  case  was  dropped  from  fur- 
ther consideration.  Other  work  had  to 
be  discarded  owing  to  doubts  arising  ais 
to  the  subject’s  intelligence  or  suitability  in 
other  ways.  Furthermore,  no  instances  of 
incomplete  relief  have  been  included  in  our 
comparisons. 

Based  on  oral  administrations  to  thirty- 
nine  very  conservatively  selected  patients,  a 
total  of  fifty-four  comparisons  between  amido- 
pyrine ancl  the  mixture  with  magnesium 
oxid  were  made.  Two  criteria  of  analgesia 
Avere  empfloyed  throughout;  these  were  (a) 
the  time  required  to  secure  complete  relief, 
and  (b)  the  duration  of  the  total  relief. 

Averages  of  the  figures  from  different  pa- 
tients with  different  sorts  of  pains  would  have 
little  value.  We  ba.se  all  our  comparison  upon 
the  results  of  giving  each  drug  to  the  same 
individual.  The  patient’s  word  had  to  be 
taken  as  to  the  degree  of  pain  felt  in  each 
case.  Questions  of  tolerance  or  eumulaition 
may  be  reasonably  ruled  out  where  either  of 
these  two  drugs  are  used,  in  the  do.ses  igiven. 
at  least  24  hours  apai't.  A further  safeguard 
however,  Avas  introduced  by  reversing  the 
order  of  administration  in  many  cases. 

While  thirty-nine  cases  are  too  fcAV  to  af- 
ford definite  conclusions,  it  is  fell  that  tliey 
wei-(‘  seleeled  and  fo!low(*d  with  siiflieient 
criticpie  to  be  of  considerable  evidmitial 
value.  Ivegardiuig  it  as  generally  accepted 


I hat  ecjual  Aveights  of  AligO  will  by  no  means 
exhibit  as  great  analgestic  efficiency  as  amido- 
pyrine, one  can  say  that  if  the  mixture  ex- 
hibits an  action  equal  to  or  better  than  that 
of  amidopyrine,  true  “potentiation”  is 
shoAvn.  The  results  p.unt  decidedly  in  this 
direction.  They  are  summarized  in  the 
table.  Frequently  the  same  observation  was 
lepeated  on  the  same  patient;  here  the  aver- 
age result  Avas  used  in  compiling  the  sum- 
mary. Since  the  patients  were  e.ssentially 
consistent  among  themselves  but  differed 
from  one  aonther,  it  is  proper  to  summarize 
the  results  by  cases  rather  than  by  compari- 
sons, of  Avhich  there  were  tifty-four  alto- 
gether. (4ne  of  the  39  individuals  is  included 
three  times  in  the  summary  because  at  con- 
sidei'able  intervals  he  was  treated  for  pains 
having  respectively  three  separate  origins. 

Using  the  criterion  of  quicker  relief,  amido- 
pyrine Avithout  IMgO  Avas  found  superior  in 
only  22%  of  all  cases;  Avhere  the  criterion 
Acas  duration  of  analgesia,  amidopyrine  Avas 
found  superior  In  only  17%  of  all  cases. 
Thus,  |)otentiation  of  amidopyrine  by  mag- 
nesium is  indicated  in  about  fourfifths  of 
Ihe  patients  tested. 

No  pativUit  Avas  indued  in  the  series  mdess 
at  least  one  of  the  tAvo  drugs  gave  complete 
relief.  Of  the  cases  I'eported,  tAvo  failed  of 
relief  from  shaiq)  headache  by  amidopyrine, 
but  the  temporary  relief  by  tbe  mixture  Avas 
complete.  One  of  the  patients  {)resenting 
the  severest  cases  of  ]>ain  Avas  only  partially 
relieved  from  spinal  arthritic  pains  by  lo 
grains  amidopyrine,  getting  hoAvever  com 
plete  relief  temporarily  by  15  grains  amido- 
pj^rine  plus  magnesium  oxid.  On  the  other 
hand,  the  15  grain  group  includes  also  one 
patient  aaIio  got  no  relief  from  the  mixture 
on  one  occasion,  although  completely  cured 
of  his  headache  at  another  time  by  the  same 
mixture,  and  tAvice  by  amidopyrine  alone. 
This  is  the  only  instance  observed  Avhere  the 
mixture  failed  completely  unless  amidopyrine 
Avas  equally  usele.ss,  and  the  case  for  that 
reason  discarded. 

The  findings  in  tAvo  further  cases  .may  be 
of  some  interest.  Here  a mixture  of  5 
grains  each  of  amidopyrine  and  magnesium 
oxid  was  compared  Avith  ai  mixture  of  aspirin, 
10  grains  and  codein  sulfate,  i/o  grain.  In 
both  eases  the  tAvo  methods  of  treatment  Avere 
about  equally  rapid  in  effect  and  long  in 
their  relief.  Amidopyrine,  ten  grains,  Avas 
found  practically  equivalent  to  this  aspirin- 
codein  mixture  not  only  in  the  two  eases  just 
cited  but  also  i?i  atiother  in  Avliich  no  mag- 
nesium oxid  AA'as  used. 

Si'AI  .AI.ARY 

Amidnf)Arinc  aajis  compaianl  AA'ilh  c(|ual 
AA'cights  of  a mixturt'  of  c<|ual  T>arts  amido- 
|)yrine  and  magnesium  oxid  for  i-clief  of 
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pain.  P’’ifty-four  pairs  of  comparisons  were 
made  in  thirty-nine  intelligent,  adult  hospital 
patients,  complaining  of  headache,  arthritic, 
neuritic  or  other  pain.  Most  of  these  were 
treated  with  ten  grain  doses  of  each  drug,  a 
smaller  number  with  either  five  or  fifteen 
grains  of  each. 

Relief  was  quicker  with  amidopyrine  plus 
magnesium  oxid  (equal  parts)  in  60%  of 
cases;  with  amidopyrine  in  22%  of  all  cases; 


and  was  equally  rapid  wuth  the  two  drugs  in 
18%  of  all  cases. 

Relief  lasted  longer  with  the  combinatim 
in  51%  of  cases;  with  amidopyrine  alone  in 
17%  of  all  cases;  and  lasted  equally  long 
with  the  two  drugs  in  32%  of  cases. 

Since  magnesium  oxid  is  a weaker  analgesic 
drug  than  amidopyrine  it  appear  to  have 
“potentiated”  amidopyrine  in  about  four- 
fifths  of  the  patients  tested. 


Dose  of  .A.mi(iopyrin«  or  of  Mi.\ture 

TABLE' 
SUMMARY 
5 Orains 

10  Orains 

15 

Orains 

All 

Doses 

No.  cases  % 

No.  cases 

% 

No.  cases  0/^ 

No.  cases 

% 

Relief  quicker  with  Amidopyrine 

1 

9 

6 

25 

2 

40 

9 

22 

Relief  quicker  with  .\midopyrine  MgO 

7 

64 

14 

58 

3 

60 

24 

60 

Relief  equally  quick  with  or  without  MgO 

•A 

27 

4 

17 

0 

0 

7 

38 

Total 

11 

24 

5 

40 

Relief  lasted  longer  with  Amidopyrine 

2 

18 

4 

16 

1 

20 

7 

17 

Relief  lasted  longer  with  .\midopyrine  MgO 

6 

55 

12 

415 

3 

60 

21 

51 

Relief  lasted  equally  long  with  or  without  MgO 

3 

2 7 

9 

36 

1 

20 

13 

312 

Total 

1 I 

25 

5 

41 

LEAD  POISONING,  REPORT  OP  A CASE*. 

Jas.  'W.  Bruce,  M.  D. 

Louisville. 

1 wish  to  report  a case  rather  unusual  in 
my  experience. 

Patient,  male,  white,  age  twenty  months, 
was  brought  into  St.  Joseph’s  Infirmary  at 
night.  Pi-evious  medical  history  unimpor- 
tant. Two  weeks  before  admission  to  the 
hospital  his  mother  had  noticed  that  he  was 
not  eating  well  and  seemed  to  lack  “pep”. 
He  did  not  seem  to  be  sick  but  just  a little 
oiit  of  sorts.  Suddenly,  at  ten  o’clock  on  the 
morning  of  admission  to  the  hospital,  the 
child  went  into  convulsions,  which  continued 
all  day,  being  mostly  on  the  left  side,  al- 
though occasionally  on  the  right  side,  involv- 
ing the  legs,  arms  and  face.  The  convulsions 
continued  uninterruptedly  for  twelve  hours. 
They  were  very  severe  and  all  the  usual 
remedies  were  applied,  including  magnesium 
sulphate,  fifty  per  cent  glucose  intraven- 
ously, spinal  puncture  and  chloroform,  and 
it  was  only  w'hen  the  child  was  in  a state  of 
narcosis  that  he  was  free  of  convulsions.  The’ 
following  day  the  convulsions  had  ceased, 
with  the  exception  of  one  or  two,  not  severe. 
On  the  third  day  he  was  able  to  sit  up.  He 
stayed  at  the  hospital  9 days  altogether  and 
continued  to  be  weak  on  the  left  side,  but 
had  some  u.se  of  it. 

Blood  count  on  admission  showed  4,460,000 
red  cells;  72%  hemoglobin;  22,800  white 
cells;  polymorphonuclears  81%,  and  there 
were  large  numbers  of  stipple  cells  in  each 
hiigh-powu-ed  field.  The  spinal  fluid,  ob- 
tained after  admission  to  the  hospital,  was 
clear;  no  increase  in  pressiire.  The  cell  count 
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was  nine  and  there  was  an  increase  in  the 
globulin  content.  Fibrin  filament  test,  made 
the  next  day,  showed  a slight  filament.  On 
testing  the  spinal  fluid  for  lead,  a positive 
reaction  was  obtained. 

The  urine  on  admission  to  the  hospital  was 
quite  acid ; specific  gravity  1030 ; acetone 
negative.  Lead-  test  positive. 

The  red  cells  showed  a normal  fragility 
test,  beginning  hemolysis  at  1.4  and  complet- 
ing it  at  3. 

We  did  not  know  what  was  the  matter  with 
the  child  until  we  found  the  stipple  cells  and 
after  that  we  began  pushing  calcium  as  hard 
as  we  could.  This  helps  to  get  the  lead  ab- 
sorbed into  the  long  bones.  We  made  some 
pictures  and  the  characteristic  deposit  of 
lead  was  noted  in  the  epiphyses. 

After  the  patient  had  been  in  the  hospital 
a week,  blood  count  showed  2,760,000  red 
cells;  52%  hemoglobin;  white  cells  10,000, 
with  normal  differentiation  and  very  few 
.stipple  cells. 

That  is  about  all  there  is  to  the  clinical 
history  of  the  case.  . These  x-ray  pictures  are 
very  interesting,  showing  very  marked  lead 
lines  in  the  epiiphyses  of  all  the  long  bones, 
particularly  the  lower  ends  of  the  radius  and 
ulna. 

One  peculiar  thing  noted  by  the  author  of 
a recent  article  on  this  subject,  is  that  the 
lead  lines  .show  in  the  second,  third,  fourth 
and  fifth  metacarpal  bones  but  not  in  the 
first. 

The  subsequent  history  of  this  ease  will 
probably  be  interesting.  The  forced  admini- 
tration  of  calcium  was  accomplished  by  giv- 
ing  the  child  large  quantities  of  milk  and 
calcin.m  chloride  by  the  mouth  and  also  by 
intrafvenous  and  intramuscular  injections.  In 
endeavoring  to  trace  the  source  of  the  lead, 
I asked  the  child’s  mother  if  he  habitually 
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chewed  on  his  crib,  whicli  is  the  usual  source, 
but  this  the  mother  deuieil.  1 then  obtaiued 
a sample  of  the  drinkiug:  water  and  it  show- 
ed a positive  test  for  lead.  However,  no  one 
else  in  the  family  has  shown  any  symptoms 
of  lead  poisoning,  and  they  have  been  living 
in  their  present  quarters  for  four  months. 
The  only  possible  explanation  J could  find 
of  the  contamination  of  the  water  was  that 
a plumber,  in  putting  in  new  pipes,  had 
used  white  lead  in  caulking  the  joints. 

As  to  the  i)i‘Ognosis  in  this  case,  the  clnld 
evidently  has  rather  treimmdous  deposits  of 
lead,  and  any  one  of  several  things  may  hap- 
pen. The  lead  may  stay  in  the  bones  lor  a 
time  and  then,  upon  a sudden  shift  t<J  an 
alkaline  or  an  acid  state  of  the  blood,  may 
again  get  into  the  general  circulation  and 
produce  convulsions.  That  is  ai>t  to  lx‘  tlm 
history  in  these  cases. 

DISCUSSION 

Harry  Frazier:  Dr  Bruce’s  case  is  very  in- 

teresting. As  to  treatment,  I suggested  one 
that  was  widely  talked  of  a few  years  ago  and 
which  I have  tried  in  one  case;  that  is,  the  use 
of  calcium  to  stabTize  the  lead  and  concentrate 
it  in  the  bones,  then  following  it  by  the  ad- 
ministration of  paratharmone  to  demobilize  it. 

I saw  this  tried  in  a case  of  chronic  lead- 
poisoning in  an  adult  patient  which  had  per- 
sisted for  some  time.  The  calcium  chloride  was 
giv^en  intravenously  to  stabilize  and  concentrate 
the  lead  and  about  a week  later  several  doses 
of  paratharmone  were  given,  which  was  in  turn 
supposed  to  promote  decalcification  and  release 
the  lead  along  with  it.  I do  not  know  what  the 
general  results  of  this  treatment  have  been. 

J.  Murray  Kinsman:  I would  like  to  ask  Dr. 

Bruce  if  the  diagnosis  in  a case  of  this  kind 
could  be  made  from  the  x-ray  pictures  alone? 

J.  W.  Bruce:  I do  not  think  so. 

W.  J.  Young:  As  a matter  of  information 

in  regard  to  the  therapy,  would  not  the  use  of 
ultra-violet  rays  be  of  assistance  in  getting  the 
calcium  into  the  system? 

J.  W.  Bruce,  (in  closing)  : Regarding  the 

treatment  suggested  by  Dr.  Frazier,  I have 
never  used  paratharmone,  nor  have  I ever  heard 
of  its  being  used. 

As  to  what  effect  the  ultra-violet  rays  would 
have  in  stabilizing  the  lead  or  causing  it  to  be- 
come mobilized,  I am  unable  to  say.  We  do  not 
know  just  why  it  is  that  calcium  tends  to  stabi- 
lize the  lead;  there  is  no  chemical  combina- 
tion between  the  two;  they  are  quite  indepen- 
dent of  each  other.  However,  we  know  that 
if  we  can  get  enough  calcium  into  the  system, 
it  seems  to  get  the  lead  stabilized  and  concen- 
trated in  the  bones. 

There  are  several  methods  of  getting  the 
lead  out  of  the  system,  such  as  giving  alkalies, 
or  acids,  or  potassuim  iodide,  any  one  of  which 


will  tend  to  de-lead  the  patient,  but  we  must 
use  them  very  carefully  or  we  may  get  the 
lead  back  into  the  circulation  too  rapidly  with 
a consequent  recurrence  of  the  symptoms. 

BLINDNESS  FOLLOWING  HEASLES, 

CONTINUED  REPORT  OF  CASE* 

S.  G.  Dabnpy,  M.  D. 

Louisville. 

1 wish  to  make  a continued  report  of  a case 
pi-esented  to  this  society  in  June  and  as  some 
of  the  members  here  tonight  were  not  present 
then,  perhaps  a brief  i-esume  of  the  history 
IS  in  order. 

Patient,  a clnld,  female,  eight  years  of  age, 
in  a family  of  average  iutelligence.  Two 
other  children  in  the  family  contracted  mea- 
sles which  the  family  physician  diagnosed, 
but  as  they  igot  along  so  well  without  any  un- 
toward symptoms,  he  did  not  return  to  see 
them.  During  the  hrst  week  in  May,  11)31, 
this  child  contracted  measles  and  the  par- 
ents were  so  positive  of  tlie  diagnosis  that 
they  did  not  call  the  doctor  in,  simply  tele- 
j)honing  him.  On  iMay  10  the  the  child  com- 
plained of  her  eyes,  saying  things  looked  bhir- 
red  and  the  next  morning  was  totally  blind. 
The  doctor  was  called  but  was  unable  to  diag- 
nose the  cause  of  this  condition,  lie  made 
a urinalysis,  1 believe,  which  was  norinal.  1 
do  not  know  whether  he  made  any  further 
uroloigical  examination  or  not.  1 realize  that 
there  is  room  for  criticism  because  of  the 
fact  that  no  more  thorough  exaniination  of 
the  child  was  made  at  that  time,  but  you 
must  bear  in  mind  that  this  family  lives 
sixty  miles  from  Louisville  and  that  facili- 
ties for  extensive  laboratory  investigation 
were  not  available. 

There  was  no  change  in  the  child’s  condi- 
tion by  June  10th  when  she  was  brought 
here.  When  she  was  brought  into  my  wait- 
ing room  I could  tell  from  the  way  she 
walked  and  handled  herself  that  she  was 
totally  blind.  Upon  examining  her  eyes  I 
found  the  pupils  widely  dilated  and  there 
was  not  the  least  contraction  to  brilliant 
light ; in  fact,  with  the  flash  light  thrown 
directly  into  the  eyes,  she  did  not  wink  or 
show  the  least  evidence  of  any  perception  of 
it.  There  was  no  history  of  headache,  stiff- 
ness of  the  neck,  double  sight,  vomiting  or 
convulsions.  She  had  had  the  fever  which 
oi'dinarily  attends  measles  and  which  dis- 
appeared in  the  usuad  time.  While  it  was 
rather  difficult  to  get  a satisfactory  view  of 
the  eye  in  a child  eight  years  old,  with  the 
eyes  constantly  rolling,  the  fundus  aiapeared 
to  be  perfectly  normal. 

I did  not  make  a diagnosis  then  anil  am 

*Re.T(l  before  the  I,ouisville  Medico  ChirurgiVal  .S'briety. 
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not  pn‘i);ircHl  to  nnilvo  ono,  now.  \\  liat  is 
more  iminu-tant  is  the  })roguosis.  Aceording 
to  Foster  .Moore,  tlie  autlior  oL'  a reeent  work 
on  oplitliahnology  more  tliaii  half  of  such 
eases  recover  their  sight  although  they  may 
he  blind  for  a period  of  from  four  to  eight 
months.  Therefore,  1 told  the  parents  that 
tins  ehihl  would  probably  get  -well  or,  at 
least,  a great  deal  better.  tSeing  unusual  ly 
iiderested  in  the  ease  i kept  in  touch  with 
the  family  i)hysieian,  and  some  time  after 
that  ho  adyised  me  that  the  child  was  show- 
ing some  improvement.  Today  he  brought 
her  to  see  me  again  and  1 found  her  decid- 
edly improved.  Jn  the  meantime,  she  had 
bee'n  given  considerable  iodide  of  iron,  as  she 
was  rather  anaemic,  tshe  had  been  to  an- 
other physieiam  who  does  eye-work  and  per- 
haps forty-eight  hours  j)revious  to  the  time 
1 saw  her  had  been  given  some  droi)s  to 
dilate  the  pujnl,  and  perhaps  the  pupdlary 
reaction  when  1 saw  her  was  somewhat  in- 
terferred  Avith  by  these  drops.  At  any  rate, 
the  extreme  dilatation  of  the  puipls  noted 
on  ,my  first  exaanination  had  disaiipeared, 
and  the  fundus  appeared  to  be  perfectly 
norinal.  The  child  not  onlj’  can  perceive 
jreople  in  a room  but  can  also  read  large 
size  test  figures.  Ketnrn  of  sight  was  first 
noted  early  in  Sej)tember,  the  child  having 
been  totally  blind  from  IMay  until  that  time. 
No  spinal  fluid  examination  has  been  made, 
the  reflexes  have  not  been  tested,'and  perhaps 
other  things  that  would  aid  in  a diagnosis 
have  not  been  done. 

Foster  IMoore,  in  his  description  of  this 
condition,  attributes  it  to  meningitis  and 
says  that  sometimes  the  eye-symptoms  con- 
stitute the  only  feature  of  such  a ca.se. 

When  I fir.st  reported  the  case.  Dr.  Frank 
suggested  the  possibility  of  hysteria.  1 re- 
jected that  theory  principally  because  the 
jHipils  ab.solutely  failed  to  respond  to  light, 
whereas  in  an  ovenvbelming  :inajority  of 
cases  of  hysteria,  tlie  pupils  Avill  contract  to 
light.  I believe  Fo.ster  Moore  and  Fuchs  are 
right  when  they  say  that  when  the  pupils 
fail  to  contract  to  light,  some  organic  dis- 
ease is  responsible  for  the  condition.  Fur- 
thermore, hysterical  amaurosis,  with  total 
blindness  in  both  eyes,  without  marked  symp- 
toms otherwise  would  be  verv  extraordinarv. 

DISCUSSION 

Louis  Frank:  What  does  Moore  say  as  to  the- 

pathology  of  these  cases? 

S.  G.  Dabney:  He  has  incorporated  his 

description  of  this  condition  in  a chapter  on 
cerebrospinal  meningitis,  which  is  a little  con- 
fusing as  he  fails  to  separate  them  clearly. 
However,  he  says  that  blindness  may  occur  and 
continue  for  some  time  without  evidence  of 
optic  nerve  disease.  It  .seems  to  me  that  it 
would  be  hard  to  diagnose  a meningitis  of  that 


kind  without  .some  clinical  symptoms.  Moore 
calls  the  condition  “acute  cerebral  amaurosis 
of  infancy.” 

W.  E.  Gardner:  It  would  be  rather  hard  to 

figure  out  the  mechaTiics  of  Mr.  Dabney’s  case 
from  the  standpoint  of  a meningitis  unless 
there  was  some  pressure  in  the  optic  tract.  I 
want  to  congratulate  Dr.  Dabney  however,  upon 
his  prognosis  and  the  fact  that  it  is  turning 
out  to  be  correct.  I judge  from  his  report  that 
there  was  nothing  about  the  general  condition 
of  the  patient  to  indicate  any  other  neurolo- 
gical condition — no  paralysis,  no  headache, 
eye-grounds  normal,  etc.  One  would  think,  of 
course,  of  a toxic  neuritis,  but  in  such  event 
there  would  be  some  changes  in  the  disc.  W’hen 
he  reported  this  case  before  I was  unable  to 
give  any  satisfactory  clew  regarding  the 
etiology  and  cannot  do  so  now. 

John  J.  Moren:  In  Volume  43  of  the  Johns 

Hopkins  Medical  Bulletin,  there  is  an  article 
by  Ford  on  the  subject  of  cerebral  symptoms 
following  measles  which  may  throw  some  light 
on  this  case.  Dr.  Dabney’s  examination  of  his 
patient  showed  that  there  is  no  optic  nerve  dis- 
ease; therefore,  the  lesion  must  be  in  the  cere-  ♦ 
bval  center.  In  view  of  the  fact  that  encepha- 
litis frequently  follows  measles,  may  it  not  be 
reasonable  to  assume,  in  Dr.  Dabney’s  case, 
that  there  is  a localized  process  in  the  occipital 
lobe,  possibly  an  oedema?  Other  than  that, 

I have  no  explanation  to  offer.  I cannot  be- 
lieve that  it  is  a meningeal  condition  in  the  ab- 
sence of  other  symptoms.  I would  say  that  it 
is  cerebral  rather  than  meningitic. 

S.  G.  Dabney,,  (in  closing):  I have  never 

seen  a case  of  bitemporal  hemianopsia,  but  ac- 
cording to  the  literature  on  such  cases  the 
blindness  goes  right  up  to  but  does  not  include 
the  spot  of  direct  sight.  The  blindness  is  not 
complete,  as  there  is  central  sight. 


Medical  Treatmpint  of  Echinococcus  Cysts — 

Lolli  concludes  from  his  researches  on  rabbits 
that  neorsphenamine  does  not  influence  in  the 
least  the  course  of  echinococcus  disease  in  man. 
In  fact,  it  does  not  change  the  vitality  of  echino- 
coccic  elements  that,  on  inoculation  into  the 
rabbit,  give  rise  to  new  cyst  formations.  Fur- 
thermore, arsphenamine  thei’apy,  applied  to  the 
rabbit  simultaneously  with  the  inoculation  of 
echinococcus  material,  does  not  succeed  in  pre- 
venting the  evolution  of  the  parasitic  disease. 
This  proves  that  neoarsphenamine  is  inactive 
not  only  in  cyst  formations  but  also  in  the  new- 
est elements  that  are  particularly  delicate.  Hence 
no  value  can  be  assigned  to  the  di'ug  even  for 
the  prophylaxis  of  secondary  echinococcosis. 
Since  it  is  now  so  easy  to  produce  lechinococcus 
disease  in  the  rabbit,  it  is  reasonable  to  expect 
That  no  drug  will  be  applied  to  man  until  its  ef- 
ficacy has  been  shown  by  animal  experimenta- 
tion. 
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CA;!U’1N().MA  OF  TllF  CFin  iX,  IM- 
PFDJNG  LABOK,  IIFPORT  OF 
CASE* 

J.  Garland  Sh'errill,  ]\I.  D. 

Louisville. 

Sometime  ago  1 was  ealled  to  see  a patient 
who  had  been  brought  into  the  hospital  in 
labor  which  had  progressed  .some  sixteen  or 
eighteen  hours  without  the  head  having 
engaged.  Tlie  woman,  ;15  years  of  age,  had 
been  delivered  of  two  children  previously. 
The  pdiysician  in  charge  had  already"  made  a 
diagnosis  of  caircinoma  of  the  cervix  imped- 
ing the  progress  of  the  labor.  The  mem- 
branes had  ruptured  and  he  was  of  opinion 
that  it  would  be  best  to  do  a Gesarean  opera- 
tion. Fpon  examination  1 agreed  with  his 
lindings  and  proceeded  to  d()  a Gesarean  o])- 
eration,-  removing  the  child.  1 found  the 
membranes  very  closely  attached  to  the 
uterine  mucosa  and  it  required  more  time 
that  I have  ever  before  found  necessary  to 
make  separation.  The  uterus  was  removed 
by  the  supra-vaginal  method,  because  of  the 
danger  of  hemorrhage  and  the  fact  that  it 
offered  a better  chance  of  controlling  it;  also 
because  it  alforded  better  control  of  the  cer- 
vical tissue  and  enabled  dissection  without 
damage  to  the  bladder,  ureters  or  rectum.  It 
was  comparatively  easy,  after  removal  of  the 
uterus,  to  hook  my  finger  under  the  cervix 
and  make  the  dissection,  the  cervix  being  re- 
moved in  the  form  of  a collar  about  three 
inches  long.  The  wound  was  closed  without 
drainage  and  the  patient  put  to  bed.  The 
amount  of  shock  was  slight  and  on  the  ninth 
day  the  patient  was  sent  home  with  the 
wmund  entirely  healed  and  apparently  in  a 
fair  way  to  recover. 

One  question  that  arises  in  a case  of  this 
kind  is  whether  or  not  radium  should  be 
used.  I did  not  advise  it  in  this  case.  There 
is  always  the  danger  of  damage  to  the  sur- 
rounding tissues,  or  even  the  developing  of 
a fistula,  and  1 believed  that  better  results 
in  this  case  would  be  obtained  from  the  use 
of  deep  x-ray  therapy.  I do  not  mean  to 
say  that  radium  should  never  be  used  in 
cancer  of  the  cervix,  because  in  some  cases 
the  result  are  excellent.  The  early  eases 
are  the  ones  that  give  us  the  most  trouble, 
women  from  28  to  34  years  of  age — because 
in  such  patients  the  cancel ous  growth  tends 
to  spread  much  more  rapidly.  If  there  is 
any  ease  in  which  the  tendency  to  spread 
could  be  expected  to  be  pronounced  it  would 
be  in  this  one  and  T intend  to  watch  her 
closely  and  make  a report  of  the  final  out- 
come of  the  ease. 


*Read  before  the  Louisville  Medico-Cherurgical  Society. 


DISCUSSION 

Louis  Frank:  I do  not  recall  having  seen 

more  than  two  cases  of  cancer  of  the  cervix 
complicated  by  pregnancy,  or  vice  versa,  as 
you  choose.  In  the  presence  of  definite  carcino- 
matous changes  in  the  cervi.x  of  the  uterus, 
pregnancy  is  not  very  apt  to  occur  and,  further- 
more, carcinomata  of  the  uterus  usually  de- 
velop at  the  period  of  life  when  the  woman  has 
reached  or  passed  the  menopause. 

I do  not  believe  the  case  could  have  been 
better  handled  than  in  the  manner  Dr.  Sherrill 
described.  I do  not  know  what  the  opinion  of 
obstetricians  would  be  as  to  the  method  of 
procedure,  namely  first  doing  an  abdominal 
'Cesarean  operation  followed  by  removal  of  the 
uterus.  There  is  no  question  in  my  mind  that 
the  uterus  should  be  removed,  but  whether  to 
do  it  at  the  time  or  later  is  a question  which 
my  personal  experience  does  not  justify  me  in 
answering.  I do  believe,  however,  that  no 
radical  op'.ration  for  carcinoma  of  the  cervix 
is  complete  unless  a real  Wertheim  operation 
is  done,  with  removal  of  all  the  glands  in  the 
pelvis  and  about  the  iliac  vessels,  without  which 
permanent  results  cannot  be  hoped  for. 

This  is  hardly  a case  which  justifies  discus- 
sion of  the  use  of  radium  in  contradistinction  to 
radical  operation  for  cancer  of  the  cervix.  We 
know,  however,  that  the  latter  carries  with  it 
a definite  primary  operative  mortality  that  is 
hardly  under  ten  per  cent  under  the  most  favor- 
able conditions  and  in  cases  not  complicated 
by  pregnancy  and  that  this  does  not  obtain  in 
cases  treated  by  radium.  I think  Dr.  Sherrill  is 
right  in  not  advising  radium  ti’eatment  following 
the  type  of  operation  used  in  this  ca.se,  because 
it  would  be  impossible  to  screen  the  thin  vaginal 
wall  sufficiently  to  obviate  the  danger  of  fistula, 
not  only  from  the  bladder  but  from  the  bowel, 
and  I agree  with  him  that  high  voltage  or  deep 
x-ray  therapy  is  the  preferable  plan  of  pro- 
dure  in  such  a case.  I will  be  interested  in  hear- 
ing a further  report  of  the  results  obtained. 

J.  G.  Sherrill,  (in  closing)  : I am  sorry  I did 

not  bring  the  pathological  report  made  by  Dr. 
Miller  in  this  case.  However,  I believe  his  diag- 
nosis was  adeno-carcinoma  of  the  cervix.  , 

I do  not  recall  having  seen  in  my  own  woi’k 
any  other  case  in  which  delivery  was  delayed 
or  prevented  by  carcinoma  of  the  cervix.  It  is 
quite  possible  that  this  carcinoma  developed 
after  the  pregnancy  began. 

The  tissue  removed  was  taken  out  en  bloc 
and  I am  hopeful  that  it  was  all  removed  but,  of 
course,  we  have  no  means  of  knowing  whether 
any  of  the  carcinomatous  cells  were  left  be- 
hind. If  so,  the  prognosis  is  grave. 

Cases  of  this  kind  help  us  in  our  study  of 
carcinomata  and  I will  take  pleasure  in  making 
fuither  reports  on  this  one  from  time  to  time. 
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I’ACiKT’iS  DISEASE  ()E  THE  HUEA8T, 
I»’EP()irr  OF  TWO  OASES* 

WiXLAC’E  Fkank,  ,\1.  J). 

Louisville. 

In  the  following  ease.s  which  form  the  basis 
of  this  report,  1 think  the  treatment  of  one 
was  correct,  and  the  treatment  of  the  other 
incornect.  1 do  not  mean  to  criticize  anj’- 
hody,  but  the  result  obtained  in  the  case  that 
was  treated  incorrectly  is  so  evident  that  it 
needs  no  comment.  1 might  say  that  1 made 
the  same  niistake  some  8 years  ago  with  even 
worse  results;  consequently,  when  i saw  the 
first  case,  1 knew  what  to  do,  and  when  I 
.saw  the  second  one,  of  course,  1 recognized 
the  error  that  the  other  man  had  made  and 
knew  that  he  had  not  treated  a simdiar  case 
previously. 

Cajse  i.  E.  S.,  aged  67,  came  to  me  Avith 
the  following  history : 

She  had  been  operated  upon  on  two  pre- 
vious occasions,  once  for  thyroid  disease  and 
the  other  time  for  some  pelvic  condition. 

The  present  illness  dated  back  about  five 
years,  at  which  time  she  had  a good  deal  of 
irritation  of  the  left  nipple  followed  by  a 
moderate  amount  of  sticky  discharge.  She 
had  been  treated  by  four  or  five  pliysicans, 
one  of  them  a former  member  of  this  So- 
ciety, for  eczema  of  tin*  nipple  with  no  re- 
sults. She  went  on  to  say  that  there  had 
never  been  any  bleeding  from  the  nipple. 
There  were  no  liunps  in  the  breast,  and  ex- 
cept for  this  irritated  nipple,  she  thought  she 
was  perfectly  well. 

Examination  showed  the  sears  of  the  two 
operations.  The  heart  was  in  fair  condition. 
The  right  breast  was  normal  with  the  lupple 
soft.  The  left  breast  showed  a firm,  moist, 
strawberry  red  nipple  with  a small  amount 
of  sticky  discharge.  No  masses  could  be  felt 
in  the  bi-east.  No  glands  were  palpable  in 
the  axilla.  i 

A diagnosis  of  Paget’s  disease  was  made, 
and  she  was  advised  to  have  the  breast  re- 
moved. She  told  me,  however,  that  she  had 
come  to  me  for  radium  and  did  not  want 
another  operation.  1 told  her  that  she  might 
have  come  to  me  for  radium,  but  I would 
not  give  her  radiiam  for  such  a condition.  1 
tried  to  make  it  plain  that  the  condition  was 
a surgical  one,  and  the  breast  should  be  re- 
moved. About  10  days  later,  I operated,  do- 
ing a simple  amputation  of  the  breast.  The 
pathologist  reported  no  change  in  the  epider- 
mis covering  of  the  nipple  so  far  as  malig- 
nancy Avas  concerned,  but  in  the  ducts  ex- 
tenidingi  doAvuAvard  along  the  duct  system 
for  about  Ifg  inches  into  the  breast  was 
carcinoma. 


Faso  2.  Mrs.  E.  T.,  ageil  76,  referred  to 
■me  by  Dr.  Frank  Stites  Avith  a history  of 
Paget’s  tlisease  of  the  left  nipple.  This  pa- 
tient had  been  treated  for  the  disease  by  the 
application  of  radium,  fo  the  nipple,  and 
noAV  comiAlained  of  a lump  in  the  breast. 

Examination  showed  the  left  breast  con- 
taining a mass  deep  in  the  ma.mmary  tissue. 
The  nipple  Avas  alisent.  There  Avas  lixation 
of  the  skin,  and  enlargement  of  the  glands 
in  the  left  axilla.  A diagnosis  of  mammary 
icareinoma  Avas  made,  and  a radical  operation 
performed.  The  pathologist.  Dr.  A.  -1.  l\lil- 
ler,  stated  that  the  diagnosis  Avas  scirrhus 
carcinoma  of  the  breast  and  chronic  lymph- 
noditis. 

1 am  convinced  that  the  second  ease  should 
not  have  been  treated  Avith  radium  in  the 
first  place. 

Some  6 or  7 years  ago,  i treated  a case 
of  Paget’s  disease  aa  dh  radium.  The  patient 
later  developed  a breast  carcinonva  Avith 
spinal  metastasis  and  died. 

Strange,  to  say,  in  the  study  of  Paget’s 
disease,  there  has  been  practically  nothing 
added  to  the  clinical  description  or  clinical 
knoAvledge  of  the  disease  since  the  time  that 
Sir  William  Pagvt  wrote  his  paper  in  1874, 
except  the  fact  that  the  disease  is  practically 
aAvays  unilateral.  There  are  cases  on  record 
that  have  gone  six,  seven,  eight  and  as  long 
as  twelve  years  Avithout  evidence  of  car- 
cinoma in  the  breast,  but  sooner  or  later  it 
always  appears. 

In  the  first  case,  there  was  absolutely  noth- 
ing- that  you  could  feel,  yet,  the  pathologist 
reported  infiltration  Avith  carcinoma  lYo 
inches  below  the  nipple. 

I thought  these  tAvo  cases  of  sufficient  in- 
terest to  bring  before  the  Society,  because 
Avith  treatment  in  one,  the  patient  undoubt- 
edly has  an  exceedingly  good  chance  to  get 
Avell,  Avhereas  with  treatment  in  the  other,  it 
is  a big  question  as  to  whether  or  not  a cure 
Avill  be  obtained. 

DISCUSSION 

Sidney  Johnson;  I quite  agree  with  Dr.  Flank 
as  to  the  results  of  radiation  treatment  in  most 
cases  of  breast  tumor.  Such  treatment  is  often 
palliative,  but  in  some  cases  may  actually  do 
harm.  The  course  of  the  disease  is  not  often 
altered  to  an  appreciable  degree.  Certain  types 
of  tumors  respond  rather  well  to  x-rays  or 
radium.  In  my  opinion,  however,  Paget’s  dis- 
ease and  melanotic  tumors  should  never  be 
irradiated. 

W.  J.  Young:  This  is  a very  interesting  sub- 

ject to  me.  I agree  entirely  with  what  Dr. 
Wallace  F'rank  has  said  in  regard  to  Paget’s  dis- 
ease. I think  the  best  proof  we  have  is  the  fact 
that  when  these  cases  are  operated  upon,  we 
find  a malignancy  of  1 14  inches  below  the  sur- 
face. We  do  have  eczema  of  the  breast,  how- 
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ever,  on  which  it  would  be  rather  silly  to  do  a 
breast  amputation.  I think  such  cases  usually 
can  be  diagnosed.  Inasmuch  as  we  treat  those 
cases  of  eczema  of  the  breast  with  a frac- 
tional or  what  we  call  one-quarter  Holzknecht 
unit  of  x-ray  at  weekly  intervals,  the  eczema 
can  be  handled  very  nicely.  When  it  comes  to 
eczema  of  the  nipple,  to  my  mind  we  get  a 
change  in  that  nipple  just  as  we  do  in  papillomas 
which  we  have  on  the  face.  White  papillomas 
become  hard  and  changes  take  place.  Certainly, 
irradiation  from  either  x-ray  or  radium  I think  in- 
advisable. I will  have  to  admit  that  I have  done 
it  at  times.  In  defense  of  the  radiologist,  I take 
part  of  the  blame,  but  on  the  other  hand  some- 
times we  are  almost  forced  to  do  it  by  the  sur- 
geon himself.  The  patient  refuses  to  be  oper- 
ated upon,  and  the  surgeon  very  often  brings 
you  the  case  to  see  w'hat  you  can  do.  I am 
awfully  glad  that  Dr.  Wallace  Frank  has  brought 
this  to  our  attention,  because  it  is  a thing  that 
should  not  be  done. 

So  far  as  co-operation  is  concerned  between 
the  surgeon  and  the  radiologist,  1 have  harped 
on  that  all  of  my  life.  I do  not  know  that  the 
radiologist  is  any  more  to  blame  than  the  sur- 
geon. Sometimes  being  on  the  radiothera- 
peutist’s  side,  I think  the  sui’geon  is  a little 
prone  to  be  promiscuous  with  this 'one  thera- 
peutic agent.  This  is  a very  timely  case  report, 
and  I think  we  all  agree  to  the  fact  that  we 
should  not  irradiate  Paget’s  disease. 

Garland  Sherrill:  Paget’s  disease  of  the  nip- 

ple has  been  studied  for  a number  of  yeai-s,  and, 
as  Dr.  Frank  has  said,  very  little  has  been  added 
to  our  knowledge  since  the  time  of  Paget’s 
classical  paper. 

The  first  question  that  arises  in  a case  of  this 
kind  is  the  possibility  of  a mistake  in  diagnosis 
of  Paget’s  disease,  when  the  condition  might 
simply  be  eczema  of  the  nipple.  In  an  irritative 
disoider,  particularly  one  which  has  a discharge 
at  the  nipple,  then  you  bad  better  consider  the 
question  of  malignancy  very  carefully.  Paget’s 
disease  is  not  only  a superficial  affair  of  the 
surface  of  the  nipple,  but  the  trouble  extends 
down  into  the  ducts,  as  mentioned  by  Dr.  Frank. 
Having  this  in  mind  and  also  the  fact  that 
Paget’s  disease  may  exi.st  for  a number  of  years 
before  its  maligpiancy  is  recognized,  one  should 
be  very  careful  before  recommending  any  form 
of  treatment  which  would  produce  irritation  of 
the  ninple.  The  history  of  this  disease  is  that 
it  progresses  for  a number  of  years  slowly  but 
constantly,  giving  irritation,  and  finally  de- 
velops into  a tynical  malignant  disease.  The 
probability  is  that  the  nialienancy  is  there  in 
the  early  stages;  it  invades  the  ducts,  and 
through  irritation  from  the  nipple  and  the  cells 
along  the  ducts,  the  disease  is  established.  Of 
course,  we  should  differentiate  Paget’s  disease 
from  a simjde  galactocele  of  the  milk  bearing 
ducts. 


Another  interesting  point  which  Dr.  Frank 
mentions,  and  one  which  I find  very  frequently, 
is  that  in  the  early  stages  of  carcinoma,  lymph 
nodes  removed  are  frequently  the  site  of  in- 
flammatory changes,  not  yet  malignant,  and  ii 
the  condition  is  allowed  to  continue,  later  a 
typical  picture  of  malignant  change  occurs  in 
the  regional  glands.  It  is  well  known  what  a 
grave  condition  develops  in  a malignant  disea.se 
of  the  breast  when  irritated  or  when  left  too 
long  without  surgical  intervention.  After  all, 
if  we  do  not  remove  enough  skin  in  the  imme- 
diate neighborhood  or  in  and  around  the  breast, 
particularly  in  Paget’s  disease,  we  are  likely  to 
have  a recurrence  locally  in  the  skin,  and  once 
recurring,  one  never  can  tell  how  far  these  cells 
are  going  to  be  transplanted  into  the  neighbor- 
ing tissues  and  into  the  ducts.  The  occurrence 
of  bone  cancer  following  breast  cancer  is  more 
frequent  now  than  in  former  times. 

'Phe  question  arises:  Are  we  doing  the  proper 
thing  when  we  fire  at  these  beginning  malig- 
nant breasts  with  an  electiical  discharge  or  with 
radium,  perhaps  breaking  loose  some  of  the  cells 
which  are  already  in  the  lymphatic  channels? 

Paget’s  disea.se,  if  left  alone,  continues  for 
a,  number  of  years  before  it  breaks  down  and 
makes  an  actively  growing  cancer,  and  should 
be  treated  by  radical  surgical  removal. 

Louis  Frank:.  I want  to  speak  only  of  the 
first  case  that  Dr.  Wallace  Frank  mentioned. 

This  individual  came  under  our  observation 
I think  probably  10  or  11  years  ago.  It  was 
early  in  our  use  of  radium.  She  had  had  a pre- 
vious abdominal  operation  and  objected  very 
much  not  only  to  an  operation  but  to  the  mutila- 
tion which  Would  follow.  She  was  a large  hand- 
some woman.  At  that  time,  I thought  radium 
probably  might  cause  a cessation  of  the  disease. 
We  treated  her  a number  of  times,  as  she  was 
under  our  observation  for  a period  of  about  two 
years.  Before  the  end  of  this  period  however, 
when  it  became  very  evident  that  radium  treat- 
ment was  absolutely  useless,  she  was  advised  to 
have  a radical  operation.  This,  however,  she 
postponed  for  quite  a while  on  account  of  the 
mutilation  to  which  she  objected  very  strenuous- 
ly. I think  Dr.  Abell  operated  upon  her 
later,  at  which  time  she  had  bone  metastasis, 
dying  very  .shortly  afterw.ards. 

'Phis  was  the  first  of  Paget’s  flisease  case  that 
W(;  .saw  after  we  had  radium  and  the  only  case 
that  we  have  treated  with  radium.  We  have 
seen  a number  of  cases  since  and  also  before 
which  were  all  treated  by  radical  operation. 

I remember  the  late  Dr.  Bloom,  expressing 
himself  in  discussion  at  the  Surgical  Society, 
was  opposed  very  strenously  to  operating  upon 
these  individuals,  doubting  that  the  disease  was 
truly  cancerous,  and  believing  that  benefit  could 
be  secui'ed  by  local  treatment. 

These  cases  are  not  to  be  treated  with  radium 
under  any  circumstances.  I shall  repeat  a state- 
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merit  which  I have  often  made,  that  I think  it 
is  wise  in  most  conditions  that  are  not  purely 
local  lesions  about  the  lip,  about  the  tongue  and 
about  the  uterus,  etc.,  to  have  the  individual 
gone/  over  by  a general  surgeon,  certainly  fi’om 
a diagnostic  standpoint,  as  to  the  extension  of 
the  disease  and  as  to  the  advisability  of  the 
plan  of  treatment  before  radium  appliances  are 
made.  If  only  one/  remedy  is  at  hand,  one  is 
so  prone  to  use  that  remedy  in  preference  to 
some  other.  I believe  I may  truly  say  without 
prejudice  and  without  casting  reflexions,  that 
probably  our  radiologists  today  are  a little  bit 
too  prone  to  advocate  the  use  of  radium  or  x-ray 
to  the  exclusion  of  surgical  methods.  I believe 
that  often  many  men  have  advocated  favorably 
the  use  of  radium  when,  as  a matter  of  fact,  a 
surgical  operation  should  have  been  carried  out. 
This  is  one  place  where  the  radiologist  and  the 
surgeon  should  co-operate  very  closely.  The  sui'- 
geon  who  does  not  know  anything  about  radio- 
logy has  missed  a great  deal.  I think  that  hei 
will  not  get  the  same  results  as  the  sui’geon  who 
has  had  experience  with  ladium  and  x-ray 
therapy.  I believe,  also,  that  the  benefits  of 
surgery  and  the  advice  of  the  surgeon  should 
not  be  lost  sight  of  by  the  radiologist.  From 
my  reading  of  the  literature,  I believe  there  is 
a tendency  today  a little  bit  too  far  toward  the 
side  of  radiology  to  the  neglect  of  surgical 
methods  ;of  intervention. 

Wallace  Frank,  (in  closing)  : I appreciate 

the  discussion,  and  I think  emphasis  should  be 
placed  on  what  the  last  speaker  has  said — that 
eczema  of  the  nipple  does  occn-  and  is  respon- 
sive to  radium  or  x-ray  therapy,  but  should 
respond  in  a relatively  short  time.  If  it  does 
not  respond,  you  may  be  assured  that  the  condi- 
tion is  not  eczema. 

One  of  my  patients  had  been  treated  by  three 
or  four  physicians  who  were  well  versed  in  the 
treatment  of  skin  lesions,  and  yet  she  never 
improved.  The  cause  of  her  condition  should 
have  been  suspected,  and  the  proper  treatment 
instituted  long  before  5 years  had  elapsed. 
Another  thing  I would  like  to  mention  is  the 
pathology  of  the  disease.  This  is  an  extremely 
interesting  subject,  and  there  are  two  absolutely 
divergent  views  as  to  the  cause  of  it.  Accord- 
ing to  Handley,  the  carcinoma  of  Paget’s  dis- 
ease begins  in  the  duct  system,  invades  the 
lymphatics  about  the  areola  and  nipple,  and  as 
a result  of  the  block,  you  get  desquamation  of 
the  epithelium,  just  as  you  would  in  a leg  sub- 
ject to  elephantiasis  or  of  chronic  edema  due 
to  varicose  veins,  thus  producing  the  raw  weep- 
ing nipple.  The  other  theory  of  which  Fitz 
William  and  a good  many  other  men  are  ad- 
vocates is  that  the  disease  begins  as  carcinoma 
in  the  nipple  itself  and  spreads  to  the  ducts. 

Another  interesting  feature  of  this  disese  is 
the  fact  that  the  cancer  which  develops  follow- 
ing Paget’s  disease  is  never  adenocarcinoma. 
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It  is  always  scirrhus  carcinoma  and  arises  fiom 
cuboidal  epithelium  of  the  ducts. 

SURGERY  OE  THE  COMMON  DUCT’- 

Ekank  P.  StkickleRj  M.  D.  E.  A.  C.  S. 

Louisville. 

Associate  Clinical  Professor  of  Surgery, 
University  of  Louisville  School  of  Medicine. 

In  this  short  paper  1 will  not  enter  into  a 
discussion  of  the  various  symptoms,  x-ra.y 
and  laboratory  tests  eonimonly  employed  in 
diagnosing  disease  of  the  biliary  tract,  as 
this  phase  of  the  subject  is  so  well  known  by 
all  iiliysicians.  1 will  deal  only  with  the 
technical  jiiiitse  of  this  subject  with  which 
there  is  less  familiarity.  Common  duct  ob- 
struction is  one  of  the  most  serious  of  surgical 
conditions.  I have  observed  obstruction 
due  to  stones,  angulation  from  adhesions' 
stricture  froim  external  adhesio'ns,  obstruc- 
tion due  to  pressure  ina):le  by  an  absce.ss 
at  the  site  of  a previous  cholecystectomy  and 
obstruction  produced  by  neoplastic  disease 
of  the  head  of  the  pancreas;  as  well  as 
trauma  to  the  common  duct  as  a result  of 
])revious  operations. 

Eurgcry  of  the  common  bile  duct  cannot 
be  discussed  without  at  least  mentioning  the 
liver,  hepatic  ducts,  gall  bladder,  cystic  duct, 
pyloric  and  of  the  stomach,  duodenum  and  the 
pancreas.  Eor,  pathological  conditions  in 
all  of  these  various  anatomical  structures 
can,  and  do,  exert  their  influence  on  the  com- 
mon duct.  Of  the  various  structures  men- 
tioned above,  the  liver  and  gall  bladder  have 
ti:e  most  direct  bearing  on  the  common  duct. 

It  is  a well  recognized  physiological  fact 
that  the  liver  performs  the  very  important 
function  of  detoxifying  the  body — neutraliz- 
ing both  bacterial  and  chemical  toxins.  This 
physiological  function  of  the  liver,  namely, 
destroying  bacteria  and  toxins  brought  to 
it  by  the  portal  circulatory  system,  probably 
is  one  of  the  chief  factors  in  producing  cho- 
langeitis,  cholecystitis  and  inflammatory 
changes  in  the  common  bile  duct,  as  well  as 
those  ascending  infections  which  may  lind 
their  way  into  the  common  duct  from  the 
intestines. 

Let  us  briefly  review  the  anatomy  and 
surgical  histopathology  of  the  conmion  bile 
duct.  The  duct  begins  at  the  mouth  of  the 
pbrtal  fissure  where  it  is  formed  by  the 
union  of  the  hepatic  and  cystic  ducts.  Prom 
here  it  passes  downwards  in  front  of  the 
foramen  of  Winslow  lying  betAveen  the  layers 
of  the  le.sser  omentum.  It  is  accompanied 
by  the  hepatic  artery  to  the  left  and  the 
])ortal  vein  behind  the  duct.  The  comjuon 
duct  then  descends  behind  the  flr.st  portioii 
of  file  duodenum  and  tb.en  between  the 
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descending  portion  of  the  duodenum  and  the 
head  of  the  pancreas,  where,  as  a rule,  it 
meets  the  pancreatic  duet.  Then  the  two 
obliquely  enter  the  descending  duodenum 
forming  the  ampulla  of  Vater  three  to  four 
iiiches  from  the  pylorus.  The  ampulla  of 
Vater  contains  the  si^incter  of  Oddi  which 
plays  a very  important  part  in  common  duct 
disease.  It  is  through  the  influence  of  the 
sphincter  of  Oddi  that  the  common  bile  duct 
is  drained  and  the  gall  bladder  is  tilled.  The 
length  of  the  common  duet  on  an  average  is 
three  inches ; its  diameter  variable  from  one- 
fourth  inch  iipl  to  the  size  of  the  small  in- 
testines under  certain  circumstances. 

r»ui‘den  has  probably  given  the  best  sur- 
gical 'and  histo-iDathological  study  of  the 
common  duct. 

Upon  laying  open  a common  duct  the  niu- 
icous  membrane  appears  to  be  reticulated 
but  under  the  micro.scope  the  mucous  mem- 
brane is  pitted  and  many  of  these  shallow 
depressions  contain  mucous  plugs.  'Cross 
sections  of  the  common  duct  show  it  to  be 
lined  with  tall  columnar  e])ithelium.  Beneath 
the  epithelium  is  a layer  of  thick  co’nnectiVe 
tissue  containing  considerable  elastic  tissue. 
The  muscular  layer  of  the  duet  is  comi)osed 
of  loose  areolar  tissue,  oval  bundles  of  un- 
striped muscle  fibers  arranged  both  longitu- 
dinally and  circularly.  The  lymphatic  and 
blood  vessels  of  the  duct  are  found  in  the 
muscular  wall.  There  are  numerous  mucous 
glands  in  the  mucous  membrane  and  these 
glands  are  where  we  find  the  inflammatory 
changes  in  the  duct  Avhich  produce  marked 
thickening-  of  the  duct  wall,  and,  in  some 
instances,  are  the  underlying  factor 
in  ulceration  or  stricture  of  the  common 
duct.  Other  pathological  conditions  found 
in  the  duct  are  stone,  perforative  idcera- 
tion,  distension  with  mucldy  and  sandy  bile, 
neoplastic  growths,  diverticulum,  cysts  of 
the  duct,  angulation  of  duct  from  external 
adhesions,  pressure  from  external  abscesses 
and  neoplasms.  Traumatic  conditions  found 
in  the  duct  are  usually  the  result  of  gall 
bladder  surgery  ami  include  section  and  re- 
moval of  a portio'n  of  the  duet  wall,  tearing 
and  ligation  of  the  duct.  These  accidents 
may  occur  in  the  halnds  of  the  best  snip 
geons  but  if  unrecognized,  result  in  per- 
manent jaundice  followed  by  liver  destruc- 
tion or  biliary  fistulae  and  a surgical  de- 
relict, unless  the  unfortunate  individual 
comes  into  the  hands  of  one  capable  of  deal- 
ins-  with  this  verv  difficult  surgical  .situation. 

The  common  duet  is  brought  up  bi  oi-der 
that  it  mav  be  approached  surgically  by 
placing  the  index  finger  and  second  finger  in 
Ihe  roramen  of  Winslow'  )and  compressing 
gasti-ohepatic  omentum  belween  11h>  Ibnmii 
and  fingers.  The  normal  duct  is  difficUll 


to  palpate  but  if  inflamed  and  thickened,  or 
contains  a stone,  it  is  more  easily  palpated. 
Ilowev'er,  the  fact  that  no  stone  is  palpated 
does  not  preclude  the  fact  that  no  stone 
exists,  for  sometimes  even  with  the  duct 
open  it  is  very  difficult  to  locate  a stone. 
When  the  foramen  of  Winslov;  is  occluded 
by  adhesions  the  gastroliepatic  omentum 
must  be  split  at  its  lower  right  border  to  lo 
cate  the  d'uct.  The  normal  duct  is  a blue 
color  about  the  same  color  as  a normal  gall 
bladder. 

Even  with  the  above  information  it  be- 
comes necessary  at  times  to  aspirate  the 
common  duet  with  a>  very  fine  needle  to  dif- 
ferentiate it  from  the  vein. 

Once  the  common  duct  is  located  I usually 
grasp  the  duet  gently  with  two  forceps  and 
very  gently  free  the  duct  of  adhesions.  I 
have  found  angulated  dura  .sci.ssors  to  be 
the  best  instrument  in  my  hands  for  open- 
ing the  duct.  The  duct  being  opened  it  is 
gently  evacuated  of  bile,  bile  sand  or  stones. 
It  is  certainly  not  advisable  to  attempt  to 
crush  a stone  while  it  is  in  the  common  duct 
as  there  is  always  a po-ssibilit}-  of  injury  to 
the  duct. 

If  neoj)lastic  di.sease,  either  primary  or 
secondary,  of  the  common  duet  is  encounter- 
ed, or  a large  cyst  or  diverticulum,  it  is  plrob- 
ably  best  not  to  attempt  an  anastomosis  of 
the  duct  itself  but  rather  to  anastomose  the 
gall  bb;|dder  to  the  stomach  or  duodenum. 
However,  if  this  is  impractical,  the  i-e.section 
of  the  duct  may  be  attempted  if  the  neoplasm 
is  benign.  Then,  if  the  resection  is  a failure 
abid  a biliary  fistulae  forms,  this  fistulae, 
once  it  is  well  establi.shed,  may  be  later  trams- 
j)lanted.  When  obstruction  of  the  common 
duct  is  due  to  pancreatic  disease  or  neoplasm 
of  the  head  of  the  pancreas  it  is  probably 
better  to  anastomose  the  gall  bladder  to  the 
stomach  or  duodenum.  This  would  also  ap- 
ply to  malignancy  of  the  ampulla  of  Vater 
when  producing  obstruction.  Occasionally, 
intermittent  ob.struction  of  the  duct  may  be 
due  to  spasm  of  the  .sphincter  of  Oddi.  If 
condition  is  suspected,  excision  of  a portion 
of  the  spincter  of  Oddi  should  be  done. 

The  primal  motive  of  all  common  duct  sur- 
gery is  to  restore  the  flow  of  bile  into  the 
intestinal  tract.  No  ('omnion  duct  should 
be  closed  until  the  oi)erator  is  satisfied  by 
inspection,  palpation  and  the  passage  of 
probes  through  the  ampulla  of  Vater  to  prove 
that  the  duet  is  open  and  free  of  all  obstruc- 
tion. 

Eor  the  usual  pathological  conditions  the 
duct  is  drained  by  a T-tube.  T jn-efer  to  cut 
the  limbs  of  this  tube  fairly  short  and  suture 
Ihe  lube  in  ])laee  with  inlernipled  sutures  of 
limui.  .\jlso  to  sutiirt*  1he  gasi  rohepatie 
omentum  well  around  llie  'r-(ube  as  i( 
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emenges  from  the  eomjmo'n  duet.  1 also  use 
(‘igarette  drains  in  closing  the  abdomen.  The 
T-tube  may  be  left  in  the  common  duct  as 
long  as  the  ijathological  condition  requires 
or  the  surgeon  desires. 

In  obstruction  of  the  common  duct  pro- 
duced by  operative  trauma,  the  duct,  in  niy 
opinion,  is  exposed  to  the  trauma  by  exces- 
sive traction  on  the  gall  bladder,  as  the  cystic 
duct  is  ligated,  and  also  by  anatomical  ano- 
malies of  the  cystic  and  common  duets.  1 
sometimes  think  there  would  be  fewer  cases 
of  common  duct  trauma  if  the  gall  bladder 
were  removed  from  above  downwards.  When 
the  common  duet  is  ligated  or  wounded,  we 
are  faced  with  the  necessity  of  re-establishing 
the  duct.  This  may  be  done  in  various 
ways.  If  the  gall  bladder  remains  in  situ 
it  can  he  anastomosed  to  the  stomach,  duo- 
denum or  small  intestines  as  a relatively 
simple  technical  i)rocedure.  If,  liowever,  the 
gall  bladder  is  not  available,  an  end-to-end 
suture  of  the  duet  can  be  done  over  a T-tube. 
It  has  been  pk’oven  by  various  surgeons  that 
it  is  not  good  surgery  to  anastomose  the 
common  duct  over  rubber  tubing  and  huiw 
the  tube  in  position.  The  rubber  tube  is  well 
tolerated  by  the  duct  but  eventually  the  lu- 
men of  the  rubber  tube  becomes  plugged  by 
a deposit  of  bile  salts  producing  obstruction 
and  making  it  necessaiw  for  the  tube  to  be 
removed.  End-to-end  anastomosis  of  the 
common  duct  is  probably  the  most  desirable 
of  all  methods  of  common  duct  reconstruction 
and  has  given  a high  percentage  of  good 
results  in  tho.se  cases  where  it  could  be  em- 
ployed. 

Then,  in  some  instances,  the  severed  duct 
has  been  implanted  into  the  duodenum  on 
its  anterior  surface,  the  duodenum  having 
been  previously  mobilized  by  an  incision 
along  the  outer  border. 

Should  operative  procedures  on  the  com- 
mon duct  result  in  failure,  we  still  have  at 
our  disposal  the  possibilities  of  transplant- 
ing the  resulting  external  biliary  fistulae. 
Czerny,  a German  surgeon,  was  the  first  to 
transplant  an  external  biliary  fi.stulae.  He 
performed  this  operation  in  1898  but  did  not 
report  the  operation.  Jordan  did  a similiar 
operation  in  1899  and  reported  the  calse. 
Merk  reported  a case  in  1902.  The  first  case 
of  transplan ation  of  external  biliary  fistulae 
reported  in  Amerieai  was  in  1918  and  was 
done  by  Dr.  P.  T.  Murphy.  Collins  re- 
ported a case  in  1919,  Lahey  two  ca.ses  in 
192.3,  Whipple  two  cases  in  1927  and  Will- 
iams a ease  in  1929.  Walters,  of  the  Mayo 
Clinic  havs  recently  reported  five  ca.ses  with 
good  results  in  four  of  them.  Lahey,  of 
Doston,  has  recently  reported  ten  cases  with 
satisfa  tory  results  in  six  cases. 

llefore  transplantation,  the  biliary  fistulae 


must  be  well  established  and  there  must  be 
no  question  of  the  fistulae  having  a good 
blood  supply.  Otherwise,  the  fistulae  will 
undergo  necrosis.  The  fistulae  should  be 
dissected  from  the  abdominal  wall  leaving 
a wide  margin  of  tissue.  The  dissection 
carried  down  to  the  liver,  being  cautious  not 
to  dissect  the  fistulae  from  the  liver  as  this 
may  also  interfere  with  its  blood  supply.  The 
fistulae  is  next  cut  off,  leaving  a portion 
extending  beyond  the  border  of  the  liver. 
The  stomach,  duodenum,  or  small  intestines 
is  then  brought  into  approximation  with 
fistulae  and  the  viscera  punctured.  The 
protruding  fistulae  is  inserted  into  puncture 
and  the  wound  is  closed  bj^  suturing  the  vis- 
cera to  the  under  surface  of  the  liver.  The 
suture  line  is  further  reinforced  by  suturing 
the  gastrohepatic  omentum  around  the  site 
of  operation  and  then  omentum  is  then 
turned  uj)  to  cover  the  entire  operative  field. 
The  transplantation  of  external  biliary  fis- 
tulae is  a practical,  ingenuous  method  of  re- 
storing tin'  flow  of  bile  into  the  intestinal 
tract  and  is  fairly  simple  from  a technical 
standpoint. 

Conclusions 

Those  surgeons  doing  surgery  of  the  bi- 
liary tract  should  familiarize  themselves  with 
the  anatomical  anomalies  of  this  tract. 

In  the  removal  of  the  gall  bladder  from 
below  upwa,rds,  excessive  traction  should  not 
be  used  as  this  angulates  the  common  duct 
making  it  more  susceptible  to  injury. 

Rubber  tubing  should  at  no  time  be  left 
permanently  in  a common  duct.  If  common 
duct  reconstruction  is  to  be  attempted  over 
a tube  the  T-tube  should  be  used  and  removed 
after  it  has  served  its  purpose. 

End-to-end  suture  of  the  common  duct  is 
the  most  sa,tisfaetory  method  of  duct  recon- 
struction where  it  can  be  employed. 

Where  common  duct  disease  or  trauma  has 
resulted  in  an  external  biliary  fistulae  the 
transplantation  of  this  fistulae  with  due  at- 
tention to  ita  blood  supply  will  give  a good 
funtional  result  in  the  majority  of  instances. 

Gall  bladder  disease  should  not  be  neglect- 
ed as  the  gall  bla,dder  directly  or  indirectly 
is  responsible  for  mo.st  of  the  common  duct 
complications  and  .surgery. 

DISCUSSION 

John  R.  Wathen:  Dr.  Strickler  has  enter- 

tained us  with  a vei-y  complete  paper  on  this 
subject.  It  is  a very  difficult  subject  from  a sur- 
gical standpoint. 

Surgery  of  the  .gall-bladder  is  comparatively 
recent.  There  were  very  few  gall-bladder  op- 
erations done  thirty  years  a.go.  In  those  times, 
it  was  simply  to  operate  and  cut  into  the  gall- 
bladder, and  remove  the  gall-stones.  There  has 
been  a great  deal  of  progress  made  since  then. 
Today,  we  do  not  see  so  many  cases  that  aie 
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simijle  cases,  we  see  clifficull  cases.  Now,  for 
example,  since  introducing-  cholecystectomy,  the 
operation  of  taking  out  the  gall-bladder,  we 
have  had  all  soits  of  complications,  even  plenty 
of  fistulae  follow.  Fistulae  cases,  I am  sorry 
to  say,  usually  come  to  Louisville  from  the 
smaller  towns;  some  of  these  men  in  the  smal- 
ler town  hospitals  have  even  taken  out  half  of 
the  common  duct.  We  feel  inclined  to  “pass  the 
buck’”  Ly  referring  these  cases  back  to  the  man 
who  originally  took  out  the  gall-bladder.  We 
have  had  to  repair  several  that  have  been  put 
off  on  us.  However,  tonight  we  are  dealing 
with  common  duct  ohstruction,  and  I shall  try 
to  limit  my  remarks  to  this  subject.  It  used 
to  be  that  when  we  re-opene,d  the  gall-bladder 
wound,  in  most  cases  we  found  malignancy  or 
small  stones.  Today,  the  recurring  symptoms, 
are  usually  found  to  be  due  to  adhesions  that 
have  followed  the  removal  of  the  gall-bladder. 
We  can  not  side-track  the  responsibility  of  ex- 
ploring the  common  duct.  I had  an  experience 
during  the  last  few  days  which  was  unique.  I 
opera.ted  upon  a case  that  had  never  ?been 
operated  before,  and  the  patient  was  jaundiced. 
The  gall-bladder  was  examined  and  no  stones 
were  found.  Upon  further  examination,  the 
hepatic  and  cystic  ducts  were  found  to  be  filled 
with  stones.  This  case  was  unique.  I do  not 
recall  how  many  of  these  stones  there  were,  but 
about  four  or  five  were  removed  by  suction. 
I decided  to  open  the  gall-bladder,  and  upon 
doing  so  there  were  no  stones  at  all  found  in 
the  gallbladder.  How  do  they  get  into  these 
ducts?  Probably  from  the  liver.  Cholangeitis 
is  usually  associated  with  cholecystitis.  It  is  a 
common  thing  today  to  see  a common  duct  ob- 
struction. In  the  earlier  days  we  saw  malig- 
nancy but  today  the  most  common  thing  in 
these  cases  is  adhesions.  When  we  have  a 
common  duct  obstruction  we  must  always  have 
a jaundice.  When  we  have  these  patients  we 
must  take  time  to  drain  that  patient  properly. 
The  T-tube  in  an  instance  of  this  kind  is  cer- 
tainly a very  valiable  instrument,  but  I do  not 
stop  here  but  open  the  gall-bladder,  clear 
it  of  stones  if  they  are  present,  put  a “L”-tube 
in  thei  common  duct,  a tube  in  the  gall-bladder, 
and  a cigarette  drain  in  the  lower  pouch  which 
gives  patient  a better  chance  to  get  well. 

All  common  duct  cases  are  very  serious. 

Wm.  C.  Dugan:  I certainly  enjoyed  Dr. 

Strickler’s  paper  very  much  indeed. 

I am  like  friend  John  Wathen,  in  my  early 
days  we  saw  jaundice  and  we  always  consid- 
ered disease  of  the  gall-blader.  I remember 
a friend  of  your,  now  passed  on,  invited  the 
late  Dr.  Cartilage  and  myself  to  see  him  op- 
erate on  a gall-bladder  for  gall-stones,  at  the 
old  St.  Joseph’s  Infirmary.  We  went  down,  and 
found  patient  to  be  that  peculiar  kind  that 
comes  with  icterus  and  colic,  and  that  always 
means  obstruction,  not  the  painless  jaundice 


which  one  finds  in  malignancy.  He  opened  the 
abdomen,  and  as  my  friend  Wathen  says  there 
was  no  stone  there,  and  we  suggested  that  stone 
finally  must  be  in  the  common  duct.  Subse- 
quently, the  -common  duct  was  opened  where 
stone  was  found.  The  Doctor  then  said:  “Boys 
you  begged  me  to  open  this  duct,  now  you  have 
to  close  the  damn  tiling.”  So  we  got  into  it. 

I enjoyed  the  paiier  very  much,  as  I did  also 
Dr.  Wathen ’s  discussion  of  the  subject.  It  is 
all  new  to  me. 

E.  S.  Allen:  Dr.  Strickler  has  given  us  a 

very  interesting  resume  of  surgery  of  the  com- 
mon bile  duct.  So  thoroughly  has  the  subject 
been  covered,  that  little  is  left  to  say. 

I think  we  all  agree  that  a stone  in  the  com- 
mon or  hepatic  duct  generally  presents  a ser- 
ious surgical  proposition.  However,  if  the  pa- 
tient is  thin,  and  thoroughly  relaxed,  and  with 
an  assistant  who  Understands  just  what  ;thc 
surgeon  is  trying  to  ao,  who  can  keep  a field 
well  visualized,  a common  duct  stone  may  not 
present  such  a formidable  operation.  The  lar- 
ger stone,  and  more  dilated  the  duct,  the  easier 
its  extraction. 

An  ample  incision  diminishes  the  technical 
difficulties. 

A short  fat  patient,  with  dense  adhesions  in 
the  gall  bladder  area  makes  for  difficult  ex- 
posure of  the  duct,  and  the  hazard  is  increased 
if  the  anesthetist  is  having  difficulty  producing 
a relaxed  abdomen.  Dr.  Strickler  mentioned 
the  danger  of  too  great  traction  on  common 
duct  and  gall  bladder. 

In  a recent  cholecystectomy,  a slight  oozing 
appeared  at  stump  of  cystic  duct,  by  making 
traction  on  stump  a suture  was  passed  beneath 
duct  and  tied.  A mass  ligature  to  control  what 
seemed  a capillaiy  oozing.  The  cystic  artery 
and  cystic  duct  had  been  ligated  separately.  It 
was  not  absolutely  necessary  to  ligate  this 
small  bleeding  area.  The  deep  suture  controlled 
the  bleeding  perfectly. 

On  the  second  postopertive  day,  the  patient 
was  jaundiced.  The  jaundice  could  he  account- 
ed for  only  by  an  accidental  ligation  of  either 
hepatic  or  common  duct. 

The  jaundice  was  more  pronounced  on  the 
third  day.  Under  gas  anesthesia  the  wound 
was  opened  and  the  cause  of  jaundice  was  at 
once  seen.  A suture  had  pierced  the  hepatic 

duct  and  compressed  it  tightly  against  the 

cystic.  The  ligature  was  cut,  releasing  the 
hepatic  duct.  The  ligature  on  cystic  duct  was 
also  cut  and  fenestrated  catheter  inserted 
through  cy.stlc  duct  into  hepatic,  and  wound 
closed. 

Patient  made  an  uninterrupted  recovery, 
the  jaundice  disappearing  almost  as  rapidly  as 
its  onset. 

I believe  this  accident  might  occur  oftener, 
and  tiHe  icterus  is  attributed  to  an  hepatitis. 

I have  transplanted  the  common  duct  into 
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stomach  and  duodenum,  with  very  gratifying, 
temporary  relief  to  patient,  where  a mailig- 
nancy  is  obstructing  at  the  diverticula  of  Vater. 

Repair  of  the  common  duct  is  always  a dif- 
ficult technical  procedure,  and  frequently  fol- 
lowed by  failure. 

Irvin  Abell:  The  cssyist  has  given  us  a good 

resume  of  the  surgery  of  the  common  duct. 
The  latter  may  at  times  be  relatively  easy,  at 
others  exti'emcly  difficult.  iConsidering  all 
cases,  the  mortality  may  be  counted  as  being 
not  less  than  10  per  cent.  The  frequent  pres- 
ence of  jaundice  in  common  duct  lesions  ma- 
terially increases  the  operative  risk;  we  have 
resorted  for  its  control  to  blood  transfusions 
and  intravenous  administration  of  calcium 
chloride.  While  these  measures  have  been  of 
benefit,  there  remains  a small  percentage  of 
cases  in  which  they  will  fail  to  prevent  post- 
operative bleeding.  When  the  joundice  is  pro- 
found, drainage  of  the  gall  bladder  is  present, 
if  not,  drainage  of  the  common  duct  until  the 
jaundice  has  been  overcome,  as  a preliminary 
step,  will  greatly  enhance  the  safety  of  fur- 
ther operative  procedure  upon  the  duct  itself. 
At  times  one  notes  variations  in  the  anatomical 
arrangement  of  the  cystic  and  common  duct, 
cystic  and  hepatic  arteries,  and  the  portal  vein 
which  add  materially  to  the  technical  difficulty 
of  operation  upon  the  common  duct.  We  have 
frequently  noted  anomalies  in  the  arrangement 
of  the  cystic  duct  and  of  the  cystic  artery  which 
if  not  recognized  could  conceivably  have  led 
to  considerable  difficulty.  The  common  duct 
usually  lies  superficial  to  the  vein;  instances 
have  been  reported  in  the  literature  in  which 
the  portal  vein  was  superficial  to  the  duct.  One 
can  readily  visualize  the  difficulty  that  would 
be  encountered  in  such  a case.  In  approximate- 
ly 40’  per  cent  of  instances  the  common  duct 
passes  through  and  is  entirely  surrounded  by 
pancreatic  tissue  before  entering  the  duo- 
denum, offering  mechanical  difficulty  in  re- 
moving stones  or  rendering  accessible  its  ter- 
minal end.  In  such  instances  we  have  repeated- 
ly approached  the  duct  through  a trans-duo- 
denal  incision,  in  cising  the  duct  at  the  ampulla 
of  Vater  to  permit  removal  of  stones-  impacted 
in  lits  distal  end.  When  the  common  duct 
presents  but  a single  large  stone  its  detection 
and  removal  is  as  a rule  relatively  simple. 
When,  however,  there  are  multiple  stones  and 
.oarticularly  when  there  is  an  associated  dilata- 
tion of  the  hepatic  ducts  it  ils  always  difficult 
and  at  times  impossible  to  be  certain  that  all 
stones  have  been  found  and  removed. 

I would  like  to  emphasize  the  advantage  of 
joining  the  fundus  of  the  gall  ^ladder  to  the 
stomach  or  duodenum,  in  cei-tain  obstructions 
of  the  common  duct.  This  procedure  i:s  as  a 
rule  not  difficult  and  is  capable  of  giving  much 
relief  in  the  presence  of  carcinoma  of  the  head 


of  the  pancreas,  of  carcinoma  of  the  ampulla 
of  Vater,  in  obstructions  due  to  massive  chronic 
pancreatitis  and  lin  strictures  of  the  teiTninal 
portion  of  the  common  duct.  We  have  em- 
ployed it  in  three  cases  of  carcinoma  of  the 
ampulla  of  Vater  with  temporary  relief  of  all 
symptoms.  One  patient,  a man  of  65  years  of 
age,  had  relief  for  a period  of  three  years,  at 
the  end  of  which  time  he  returned  because  of 
duodenal  obstruction  from  the  malignant 
growth.  At  this  time  a posterior  gastro-en- 
terostomy  was  done  and  he  had  another  two 
years  of  comparative  comfort,  in  all  five  years 
of  relief  from  palliative  measures.  In  a fourth 
case  of  carcinoma  of  the  papilla  of  Vater  the 
patient  presented  profound  jaundioe  with  an 
Icterus  Index  of  150  which  was  not  decreased 
by  preoperative  treatment  and  preparation.  He 
was  given  calcium  chloride  and  transfusion. 
A trans-duodenal  resection  of  the  growth  was 
done  with  an  anastomosis  of  the  common  duct 
to  the  duodenum  at  the  .site  of  the  resection; 
the  patient  died  on  the  eleventh  day  from  hem- 
orrhage. Autopsy  showed  the  suture  line  at 
point  of  implantation  of  duct  into  duodenum  to 
have  healed.  I feel  that  we  showed  an  error 
in  judgment  In  carrying  out  the  operation  with- 
out a preliminary  drainage  of  the  common 
duct  to  overcome  the  profound  jaundice.  We 
have  had  three  repairs  of  the  common  duct 
following  injury:  a first,  end-to-'end  anastomosis 
without  drainage  of  the  duct  was  unsuccessful, 
the  patient  dying;  a second,  end-to-end  anasto- 
mosis over  a T-tube  as  mentioned  by  the  essayist 
was  successful  and  the  patient  still  remains 
free  of  symptoms:  a third,  was  done  over  an 
indwelling  tube;  in  this  instance  we  used  a 
section  of  a No  20  French  Catheter  approxi- 
mately three  inches  in  length  which  projected 
into  the  duodenum  for  a distance  of  one-haJlf 
inch  and  was  anchored  to  the  mucosa,  with  a 
N/o.  0 plain-catgut  suture.  Following  the  op- 
eration the  patient  had  relief  from  jaundice 
and  symptoms.  At  the  time  of  her  departure 
for  home  the  tube  had  not  passed.  I wrote  her 
family  doctor  telling  him  the  type  of  repair 
which  had  been  made  and  suggesting  that  he 
have  the  patient  watch  the  stool  for  the  tube. 
It  is  now  one  year  since  the  operation  and  x-ray 
examination  shows  the  tube  still  in  plaice.  While 
the  patient  is  still  symptom  free  I think  it  prob- 
able that  sooner  or  later  the  tube  will  require 
removal. 

Surgery  of  the  common  duct  can  be  of  the 
most  difficult  type,  requiring  unusual  skill  and 
judgment  for  cases  where  there  is  thickening 
and  inflammation  of  the  duct  with  adherence 
of  surrounding  tissue.  There  is  not  infre- 
quently an  associated  pancreatitis  and  hepatitis, 
two  important  factors  in  the  mortality  in  this 
particular  type  of  surgery.  It  behooves  one  to 
take  advantage  of  all  of  the  factors  for  safety. 
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namely,  adequate  preoperative  pieparation,  the 
selection  of  the  operation  suited  to  the  indivi- 
dual case,  and  proper  postoperative  treatment. 

J.  Garland  Sherrill:  My  experience  with 

.ommon  duct  surgery  has  not  been  rs  wide  z.4 
some  of  the  other  men  because  we  are  leaving 
in  the  gall-bladders.  We  find  that  the  causative 
factor  is  infection.  Relief  of  gaill-bladder 
svmptoms  lies  in  drainage.  First,  get  out  all 
the  stones.  Usually,  the  gall-bladder  is  small 
when  a calculus  is  present  in  the  common  duct. 
When  you  have  a cholecyst  operation,  you  will 
find  that  you  can  relieve  patient  just  as  well 
by  draining  as  by  removal  of  the  gall-bladdei'. 
Opening  the  common  duct,  and  the  insertion 
of  a drain,  is  a safe  procedure;  a suction  ap- 
paratus will  take  care  of  the  gall-bladder  very 
nicely,  and  this  is  one  of  tbe  importnat  things 
to  have  in  these  cases.  Sterile  bile  in  the  ab- 
dominal cavity,  causes  little  reaction;  but  in- 
fected bile  in  this  cavity,  gives  considerable 
trouble.  When  you  have  removed  the  gall- 
bladder, it  is  remarkable  how  obstruction  of 
the  common  duct  will  cause  it  to  dilate.  The 
fistula,  following  tube  drainage,  will  not  heal  as 
long  as  the  duct  in  its  distal  portion  is  closed. 
When  you  have  a stone  in  the  duct  at  the 
papilla  of  Vater,  the  trans-duodenal  approach 
is  best.  When  there  is  a stone  in  tbe  common 
duct  at  this-  point,  cut  through  the  opening  of 
the  duct  and  get  rid  of  the  stone,  then  sutui’e 
the  intestinal  wound.  It  will  takei  care  of  it- 
self. 

George  A.  Hendon:  The  management  of  com- 

mon duct  obstruction,  involves  something  moi’e 
than  the  surgical  removal  of  the  pr'evailing  ob- 
struction. The  case  presents  something  more 
than  a skillful  feat  of  surgical  engineering. 

There  are,  at  least,  three  very  definite  fac- 
tors of  a constitutional  nature  that  demand 
careful  and  skillful  consideration.  They  are 
kidney  function,  liver  function,  and  hemorrhage. 
We  have  all  seen  patients  of  the  icteric  hue  go 
upon  the  operating  table,  and  the  obstruction, 
(whether  it  be  in  the  common  or  the  hepatic 
duct)  safely  removed  and  adequate  drainage 
established;  but  the  patient  thereafter,  continued 
to  show  every  increasing  sign  of  vital  depres- 
sion, manifested  by  cold  surface,  cold  extre- 
mities, subnormal  temperature,  weak  pulse  and 
gradually  progressive  coma,  death  closing  the 
scene  within  about  72  hours  after  the  operation. 
We  also  have  the  second  type  in  which  the  ob- 
struction has  been  completely  relieved,  adequate 
drainage  established,  the  jaundice  may  or  may 
not  fade,  but  the  urinary  secretions  are  vei-y 
disappointing,  the  patient  passing  less  and  less 
urinei  each  day  until  uremic  coma  supervenes. 
The  third  type  belongs  to  the  hemorrhagic 
group  in  which  succeeding  the  operation,  gen- 
eral oozing,  one  of  the  greatest  generals  in  his- 
tory, exerts  his  baleful  Influence.  Every  time 
the  dressings  are  changed,  we  find  them  soaked 


with  bright,  red,  blood  and  if  they  are  not 
changed  with  sufficient  frequency,  the  patient’s 
clothing  and  bedding  become  saturated  and  the 
victim  gradually  sinks  beneath  the  crimson 
tide  to  a painless,  and  a peaceful  death.  In 
dealing  with  the  cases  whose  deficiences  of  liver 
function  may  become  fatal,  we  feel  that  the 
I'emedy  of  greatest  dependence  is  the  contin- 
uous administration  of  physiological  amounts  of 
glucose  in  solution  administered  at  the  physiolo- 
gical late  of  delivery.  Our  favorite  is  10%  glu- 
coes  in  Ringer’s  solution  to  each  800  c .c  of 
which  is  added  1 gram  of  calcium  gluconate.  Of 
this  we  give  from  4000  to  5000  c.  c.  each  24 
hours  by  the  process  that  we  call  Venoclysis. 
Our  faith  in  the  efficacy  of  this  treatment  is 
largely  suppoited  by  the  well-known  fact  that 
animals  have  been  made  to  survive  after  ampu- 
tation of  the  liver  if  an  adequate  amount  of 
glucose  is  supplied  in  the  proper  manner. 

Our  treatm'snt,  therefore,  rests  on  the  theory 
that  by  the  administration  of  adequate  amounts 
of  glucose  daily,  the  liver  is  relieved  of  one  of 
its  most  difficult  tasks  and  obtains  thereby,  a 
partial  suspension  of  function  which  enables  it 
to  restore  its  lost  power.  We  consider  400  to  500 
gramms  of  glucose  daily,  as  the  amount  that 
should  be  administered  to  an  adult,  although 
we  have  given  twice  that  much  with  apparently 
beneficial  results.  For  the  cases  with  danger- 
ously diminished  kidney  function,  we  feel  that 
a 5%  solution  of  glucose  in  sterile  water,  ad- 
ministered by  Venocysis,  in  amounts  of  4000  to 
5000  c.  c.  daily,  is  the  most  reliable  remedy.  In 
the  hemorrhagic  cases,  the  preoperativve  prep- 
aration is  the  most  essential.  This  should  be 
accomplished  by  the  continuous  administration 
of  Ringer”s  solution,  in  which  should  be  added 
1 gram  of  gluconate  of  calcium  to  800  c.  c. 
of  Ringers  which  would  make  a total  of  6 
grams  of  gluconate  of  calcium  per  day.  Glu- 
cose may  or  may  not  be  included  in  this  solution, 
according  to  the  discretion  of  the  operator.  The 
day  before  operation,  a pint  of  citrated  blood 
should  be  given  by  adding  it  to  the  solution 
that  is  being  used.  The  treatment  should  be 
continued  following  the  operation  until  there 
is  no  apparent  danger  of  hemorrage.  There- 
fore, if  we  supplant  liver  deficiencies  with  suf- 
ficient glucose,  properly  administered,  and  re- 
lieve the  demands  on  the  tired  kidney  and  sup- 
ply the  ingredient  essential  to  the  coagulation  of 
blood,  much  has  been  accomplished  to  fortify  the 
patient  against  the  burden  entailed  by  a sur- 
gical operation  for  the  relief  of  his  obstruction. 

Benjamin  Vaughan:  I should  like  to  speak  to 

the  frequency  of  stones  in  the  common  duct. 
From  the  literature  of  the  larger  and  better- 
clinics,  it  is  plainly  seen  that  many  patients  op- 
erated oh  for  gall-stones  in  former  years  had  a 
stone  left  in  the  common  duct;  this  is  shown 
by  the  large  percentage  of  stones  that  have  been 
found  in  the  common  duct  and  removed  in  re- 
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cent  yeai's.  One  writer  mathematically  expresses 
it  this  way:  “J^'rom  the  number  of  cases  I op- 
erated on  and  the  number  of  stones  I found  dn 
the  common  duct  prior  to  1923,  compared  to 
the  cases  operated  on  and  the  large  percentage 
of  stones  found  in  the  common  duct  since  that 
time,  it  would  appear  that  in  one  out  of  every 
ten  cases  operated  before  1923,  I left  a stone 
in  the  common  duct.’” 

Frank  P.  Strickler,  (in  closing)  : I appre- 

ciate the  discussion  of  my  paper  very  much.  I 
was  interested  in  finding  out  just  how  long  some 
of  these  rubber  tubes  would  stay  in  the  common 
duct  without  becoming  obstructed  with  bile 
salt.  Consequently,  I reviewed  the  literature 
on  this  subject  rather  thoroughly;  and  in  speak- 
ing of  Dr.  Abell’s  case  in  which  he  sewed  in 
a tube,  he  may  have  as  long  as  thirteen  years 
to  go  before  the  tube  becomes  obstructed  and 
there  are  some  cases  on  lecord  in  which  the 
tube  becomes  obstructed  in  a few  months. 

I agree  with  the  Doctor  who  spoke  on  the 
subject  of  gall  stones.  I think  it  is  quite  pos- 
sible for  any  surgeon,  no  matter  how  capable, 
to  occasionally  leave  behind  a stone  when  op- 
erating. For  the  human  equation  is  always 
present  in  any  surgical  undertaking  and  I,  per- 
sonally, have  not  met  any  one  surgeon  whom 
I have  cause  to  believe  is  absolutely  perfect. 

I also  agree  with  Dr.  Hendon  that  death  in 
these  cases  is  due  to  the  destruction  of  liver 
cells  and  the  impairment  of  liver  function 
brought  about  by  the  obstruction  of  the  com- 
mon duct.  And  of  course,  when  the  liver  is 
damaged  to  such  an  extent  it  cannot  function, 
the  patient  dies  and  it  makes  no  difference  in 
cases  of  this  type,  what  sui-gical  procedure  is 
carried  out. 


Jaundice:  Osmotic  Resistance  of  Erythrocytes 

— iGeill  madie'  155  determinations  of  the  osmotic 
resistance  of  the  erythrocytes  in  eighty-seven  pa- 
tients with  jaundice  due  to  pathologic  conditions 
of  the  liver  and  bilai'y  tract,  espiecially  acute 
hepatitis.  The  resistance,  j^articularly  the  max- 
imum resistance  ttotal  hemolysis) , was  increas- 
ed in  most  cases;  values  down  to  0.16  pier  cent 
sodium  chloride  were  established.  In  acute  hepa- 
titis the  resistance  increased  up  to  thi3  acme  of 
the  disorder  and  decreased  with  the  disappear- 
ance of  the  juandioei.  No  absolute  parallelism 
was  noted  between  the  increased  resistance  and 
the  degree  of  bilirubinemia.  Thre  was  no  rela- 
tion between  the  erythrocyte  resistance  and  the 
amount  of  cholesterol  in  the  serum.  The  author 
describes  a case  of  acute  hepatitis  that  became 
chronic  and  in  which  cholemia  was  present  with- 
out bilirubinemia.  In  the  diagnosis  an  increased 
resistance  of  the  erythrocytes  in  jaundice  points 
to  a jaundice  of  mechanical  or  functional  origin; 
lowered  resistance,  to  a hemolytic  jaundice.  A 
continued  increase  in  resistance  in  hepatitis 
constitutes  an  unfavorable  sign. 


UABlriS* 

Kobert  1*.  Baeij,  AI.  D. 
llarlau. 

From  Department  of  Patlioloig^^',  University 

of  Louisville  Aledical  School,  Louisville. 

Kabies  is  a disease  .so  paradoxical  in  many 
ways  it  can  nev.'er  be  uninteresting  to  a stu- 
dent of  meuicine.  in  the  first  place,  it  is 
a disease  almost  lUU'/o  fatal  when  once  estab- 
lished and  3’et  comparatively  tew  people  die 
of  rabies,  it  is  a disease  which  can  be  100% 
controlled  in  aii}-  civilized  icoumry  and  yet  we 
allow  it  to  exi.st.  The  successful  treatment  is 
entirely  by  acquired  immunity  and  yet  we 
do  not  know  the  causative  agent.  It  is  the 
only  disease  1 know  whicih  can  be  successfully 
prevented  by  immuniiiation  after  the  body  is 
infected.  And  lastly,  it  is  one  of  the  few  dis- 
eases tor  which  there  is  no  claim  tor  effica- 
cious drug  therapy. 

Hip(iJOcrates  is  said  to  have  made  no  men- 
tion of  the  disease  but  Aristotle  is  said  to  be 
credited  with  knowledge  of  it.  Five  hundred 
years  later,  the  first  century  A.  D.,  Celsus 
gives  an  extended  description  of  the  malady. 
Caelius  Atirelianus  and  Galen  in  the  second 
century  A.  D..  described  it  very  well.  As  was 
customary  in  the  writings  of  the  middle  ages, 
they  merely  handed  down  the  opinion  of  their 
predece.ssors.  In  1771  Van  Swieten  appears 
to  have  recognized  the  paralytic  form  of  rab- 
ies in  man.  In  1804  Zinke  first  successfully 
demonstrated,  experimentally,  the  virulence 
of  the  saliva  of  dogs  and  other  animals  af- 
fected. Alagnndie  and  Breschet  are  credited 
with  the  first  actual  demonstration  of  the 
identity  of  the  disease  by  its  transmission 
from  man  to  dog  throug'h  the  saliva.  This  im- 
portant demonstration  was  published  in  1821. 
in  the  sub.sequent  years  many  experiments 
Avere  carried  out  to  show  the  disease  to  be  an 
infection  as  we  now  understand  it,  trans- 
mitted by  the  saliva  of  rabid  animals  through 
bites. 

The  paradoxical  nature  of  the  disease  pre- 
vented rapid  progress  in  unravelinigi  many  of 
the  perplexing  problems  encountered  until 
Pasteur  beigan  the  study  of  rabies.  Pasteur’s 
assistant,  Roux,  upon  his  own  initiative,  inoc- 
ulated subdurally  the  brain  of  the  dog  with 
an  emulsion  prepared  from  the  brain  of  a 
rabid  animail.  This  proved  a 100'%  method 
of  transmitting  the  disease  and  eliminating 
the  confusion  arising  from  the  variable  num- 
ber of  animals  Avhich  would  become  rabid 
when  inoculated  subcutaneously  or  bitten  by 
rabid  animals.  The  mod'‘rn  inve.stigation  of 
rabies  dates  from  this  experiment. 

After  more  than  three  years  of  patient  toil, 
devoted  almost  exclusively  to  the  study  of 
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rabies,  Pasteur  and  his  assistants,  Roux  and 
Cbauiberland,  submitted  their  work  to  a 
medical  commission  of  Prance  who  veritied 
their  results  and  claims  of  acquired  immuni- 
zation against  rabies.  Un  the  night  of  July 
6,  1885,  a 14-y car-old  boy,  Joseph  Meister,  re- 
ceived the  first  injection  of  rabies  vaccine 
ever  administered  a human  being.  This  boy 
had  received  several  gashes  from  a mad  dog 
two  days  previously.  He  never  developed 
rabies. 

Shortly  after  this,  nineteen  Russians  were 
brought  to  Pasteur  after  they  had  been  bit- 
ten by  a mad  wolf  two  weeks  previously.  The* 
percentage  of  takes  following  a wolf  bite  were 
80%.  Without  treatment,  fifteen  could  be 
expected  to  die.  After  Pasteur’s  treatment, 
sixteen  of  the  nineteen  Russians  went  ihome 
without  developing  rabies.  Today  we  rarely 
think  of  rabies  as  a dread  disease.  But  let 
me  recall  to  you  the  reaction  of  the  world  to 
this  demonstration  of  an  efficacious  treatment 
of  rabies.  The  Tsalr  of  Rii.ssia  .sent  Pastiuir 
the  diamond  cross  of  St.  Anne,  ami  a hun- 
dred thousand  francs.  Prom  every  country 
on  the  earth  came  money,  amo;,’uting  to  mil- 
lions of  francs,  Avdiich  was  used  to  build  the 
Pasteur  Institute. 

A perusal  of  the  literature  of  rabies  is  very 
interesting  in  many  ways.  It  shows  unusual- 
ly intelligent  observation  and  also  the  wild- 
est superstitious  and  erroneous  beliefs 
nmaginalJe.  In  the  work  of  Knigelstein ’s, 
1826,  are  found  the  following  observations ; 
“That  long  haired  dogs  had  rabies  less  fre- 
quently than  .short  haired  ones,  an  observa- 
tion explainable  by  the  imechanical  removal 
of  the  infectious  saliva  by  the  hair;  that 
young  dogs  were  susceptible,  at  one  time 
doubted!,  but  now  a known  fact ; that  the 
saliva  of  rabid  dogs  may  be  virulent  before 
the  symptoms  have  appeared ; that  the  fear 
of  water  is  rarely  observed  in  rabid  animals ; 
that  rabid  dogs  are  freq\;ently  more  playful 
at  first;  that  mad  dogs  are  not  nece.ssarily 
wild  eyed ; nor  do  they  always  froth  at  the 
mouth  or  carry  the  tail  between  the  legs.’’ 
( Stimson ) . 

The  sunerstitions  and  fallacies  of  ancient 
'days  are  iu  some  sections  of  the  country  .still 
entertained.  Thev  are  too  numerous  to  men- 
tion. One  interesting  historical  edict  of  Fred- 
erick the  Great  provided  for  the  removal  of 
the  “mad  Avorm”  from  the  tongue  of  dogs  to 
prevent  rabies.  This  is  a normal  cartilage  in 
the  tongue.  Avicenna  believed  the  little  fig- 
ures of  dogs,  in  realitv  blood  clots,  passed 
in  the  urine  after  adniinisterinicr  cautharidies 
was  the  cause  of  rabies  The  “mad  stone,” 
so  noniilar  until  re('cnt  times,  consists  of  cal- 
culi obtained  fi’om  the  iiitestines  of  lower  aui- 
iinals  and  is  maiulv  calcium  nhosnliate.  This 
Avas  au]dicd  to  tin*  wound  and  said  to  “dianv 


out”  the  poison.  The  most  exasijeratiug  be- 
lief to  the  bacteriologically  enlightened  of  to- 
day is  the  still  prevalent  idea  of  the  spontan- 
eous origin  of  rabies.  Among  the  causes 
given  are ; Sudden  suppression  of  lactation 
in  female  doigs;  eating  decayed  meats;  with- 
holding meat  from  dogs  accustomed  to  it; 
extremes  of  temperature ; ungratified  sexual 
instinct;  'drinking  unclean  water,  etc. 

Rabies  is  transmitteil  to  man  by  the  bite 
of  'an  infected  animal.  The  warm-blooded 
animals  are  all  susceptible,  even  fowls,  though 
the  liiigh  temperature  of  some  fowls  seeins  to 
protect  them.  It  is  considered,  and  rightly 
so,  a disease  of  the  'dog  family.  Yet  other 
animals  transmit  the  disease  to  man,  includ- 
ing the  cat,  fox,  coyote,  horse,  sheeii,  and  etc. 
The  incubation  period  is  variable,  apparently 
depending  upon  the  proximity  of  the  point 
of  entrance  to  the  central  nervous  system.  In 
man  the  average  time  is  seventy  days.  There 
is  no  apparent  seasonal  variation  except  hab- 
its of  individuals  which  increase  ex])osure  to 
infection. 

The  causative  agent  is  not  known.  A filt- 
erable virus  has  been  verified.  The  presence 
of  so-called  Negri  bodies  in  the  pyramidal 
cells  of  the  brain  and  ganglion  cells,  notable 
in  the  hii)pocam])us,  is  a fairly  constant  find- 
ing and  the  best  known  laboratory  procedure 
for  tliagnosis.  The  infective  agent  is  thought 
to  be  a protozoan  and  because  of  the  benefit 
in  drug  therapy  iu  other  protozoan  infec- 
tions there  is  a ;possibility  of  relief  by  this 
method.  Since  vaccination  can  only  cure  be- 
fore the  onset  of  symptoms,  the  search  for  a 
specific  treatment  .should  continue. 

The  clinical  'manifestations  of  rabies  are 
conveniently  divided  into  three  stages;  (1) 
prodromal,  (2  ) excitement,  and  (3)  paralytic. 
The  prodromal  stagv  in  man  is  shov.ui  by  irri- 
tability, pain  at  the  site  of  innoculation,  in- 
somnia and  psjmhic  disorder.  The  excite- 
ment stage  is  the  most  pitiful  and  'distressing. 
The  patient  will  be  extremely  susceptible  to 
.stimuli  and  suffer  convulsive  seizures,  most 
prononneed  in  the  muscles  of  deglutition  and 
I’ospiration.  In  this  i.stagie  the  sympathetic 
nervous  system  may  show  unusual  excitation 
Avith  a mai'ked  glandular  activity,  notably 
the  salivary  glands.  The  paralytic  stage,  the 
merciful  stage,  ends  usually  Avitli  paralysis  of 
the  respiratory  center.  The  diagnosis  in  man 
is  not  difficult  Avith  a history.  It  might  be 
confusing  or  overlooked  Avithout  a history. 
The  diagnosis  in  the  lower  animal  is  more 
uncertain  than  in  man.  For  this  reason  it 
is  A'ery  important  to  observe  suspected  ani- 
mals if  possible.  Subdural  animal  inocula 
tion  tf'sts  are  the  most  accurate  means  of 
dia''>'nosis. 

The  treatment  of  ral)ies  infection  with  llie 
fi.\('(l  virus  vaccine  is  too  Avell  knoAvn  for 
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lelucklation.  It  must  be  given  immediately  if 
possible.  Tibe  prophylactic  treatment  should 
be  the  only  treatment  necessary  in  this  conti- 
nent. That  should  be  by  strict  observance  of 
the  law  reciuiring  the  muzzling  of  dogs.  No 
other  animal  is  as  intimate  psychically  and 
physically  to  man  as  the  dog.  Suclh  rules 
and  regulations  should  appeal  to  both  dog 
lovers  and  humanitarians.  The  neglect  of 
this  simple  remedy  for  such  a dread  disease 
which  is  100%  fatal,  reflects  upon  the  logic 
and  intelligence  of  oiu’selves  and  contempor- 
aries. 

PATHOLOGY  OF  K ABIES  AND 
CASE  REPORT* 

A.  J.  Miller 
Louisville. 

Tbe  post-morteim  findings  in  rabies  are 
quite  varied.  None  of  them  are  spi'ecific  ex- 
cept the  finding  of  Negri  bodies  in  the  cyto- 
plasm or  ,]  rocesses  of  nerve  cells.  The  fa- 
vorable location  for  them  is  the  hippocaminis 
major,  but  they  are  also  found  in  the  cere- 
bellum, motor  area,  other  jiarts  of  the  cere- 
bral cortex,  and  in  fact  all  nerve  cells, 
including  the  sympathetic  ganglia  and  the 
posterior  root  ganglia. 

The  exact  nature  of  the  Negri  bodies  is  not 
known.  It  was  thought  by  Adelchi  Negri, 
who  first  described  them,  that  they  were  the 
causative  agent.  This  view  is  still  enter- 
tained by  many.  Their  size  varies  from  Vz 
to  30  micra.  Partly  because  cf  this  extreme 
variation  in  size  it  has  been  suggested  that 
the  Negri  body  is  a miass  of  nerve  cell  cyto- 
plasm changed  by  the  localization  of  the  virus 
there.  This  virus  is  one  of  the  first  to  be 
known  as  a filterable  one  and  these  larger 
masses  obviously  could  not  pass  thru  an 
earthen  filter.  The  Negri  body  is  spherical 
or  slightly  elongated,  stains  readily  with 
Puchsin,  and  if  counter-stained,  with  Methy- 
le*ne  Blue,  will  show  one  or  more  small  blue 
granules.  These  gTanules  may  be  the  virus 
around  which  the  homogeneous  material  is 
formed  from  the  tissues.  The  morphology  is 
(‘onstant,  varies  reigularly  with  the  stage  of 
the  di.sease  and  conforms  to  that  of  certain 
known  protozoa. 

Similar  bodies  are  found  in  distemper,  but 
they  are  never  granulated. 

Other  post-mortem  findings  in  the  brain 
consist  of  small  hemorrhages  about  the  small 
ve.s.sels,  simfje  chromatolysis  of  nerve  cells, 
and  small  collections  of  lyiinphocytes  about 
the  ves.sels.  These,  however,  may  be  found 
in  many  conditions. 

Most  always  there  is  marked  emaciation 
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and  dehydration  as  a result  of  the  patient’s 
inability  to  take  food  and  water.  The  stom- 
ach frequently  contains  all  sorts  of  foreign 
bodies,  such  as  Avood,' buttons,  pebbles,  pieces 
of  iclothing  or  paper.  This  is  also  noted  in 
animals.  It  is  the  result  of  a perverted  appe- 
tite in  the  early  stages.  The  mucosa  of  the 
gastro-intestinal  canal  is  hemorrhagic  and 
congested.  This  is  probably  agonal  and  also 
is  not  specific.  It  was  once  suggested  that 
the  passing  of  the  virus  from  the  blood  into 
the  lumen  of  a bowel  caused  this  condition, 
but  there  is  no  reason  to  support  this  view. 
It  is  true  that  the  Yirus  can  be  demonstrated 
in  the  mucosa  and  content  of  the  (gastro- 
intestinal tra'ct,  as  Avell  as  the  salivary  glands. 
Negri  bodies  are  not  found  here,  however. 

Case  Report : About  the  middle  of  August 
1929,  the  patient  was  bitten  on  the  thumb  by 
a.  dog.  (The  dog  was  a stray  one  and  its  sub- 
s quent  history  is  unknown ) . The  tooth 
went  through  the  thumb  nail  and  the  wound 
healed  readily.  About  the  first  of  November 
the  patient  complained  of  the  bed  hurting  his 
back,  so  that  he  would  arise  at  3 or  4 o’clock 
in  the  morning.  About  the  same  time  the 
mother  noticed  that  the  patient  would  AA'orry 
about  trivial  things.  On  the  15th  of  Novem- 
ber the  patient  complained  of  pain  in  the 
hand  that  had  been  bitten.  The  pain  radi- 
ated up  the  arm  and  was  drawing  in  charac- 
ted.  For  the  next  three  or  four  days  a marked 
irritability  was  noticed  and  on  the  17th  of 
November  he  stated  he  felt  sick.  He  com- 
plained of  feeling  chilly  and  as  though  he 
might  vomit.  He  ate  less  food  than  usual  and 
refused  to  pla3L  The  night  of  this  day  he 
spent  tossing  about  in  bed  without  sleep.  The 
next  day,  because  of  his  lo.ss  of  appetite  and 
the  feeling  of  nausea,  he  was  given  salts  anci 
castor  oil.  At  the  breakfast  table  he  spit  up 
a quantity  of  mucoid  material,  refused  food 
and  water.  From  then  on  he  steadily  refused 
water  and  resisted  drinking  when  an  atterajit 
was  made  to  force  it.  The  restlessness  ana 
irritability  continued  until  the  19th  of  No 
vember,  the  day  of  admission  to  the  hospital 
when  it  was  described  as  maniacal. 

Past  medical  history  revealed  malnutrition 
for  the  first  year,  measles  at  3,  chicken-pox 
at  31/2,  hiumps  at  6,  and  tonsillitis  every  win- 
ter for  the  last  three  .years. 

Phj'sical  examination  : Revealed  a Avhite  boy 
nine  years  'of  age,  tossing  about,  extremely 
irritable  and  having  attacks  in  which  he 
writhed  as  though  frightened.  These  were 
precipitated  by  anj'  attempt  at  physical  ex- 
amination. The  ej'cs  had  a .staring  expres- 
sion and  the  pupils  Avere  dilated.  Tliere  Avas 
no  drooling  of  saliva,  but  the  mouth  con- 
tained verv  thick  mucous.  The  neck  Avas 
slightl.A'  stiff.,  and  all  muscles  seemed  liAqier- 
tonic.  StiulA’  of  reflexes  was  unsatisfactory 
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because  an  attempt  to  elicit  them  would  ini- 
tiate an  attack  of  writhingi  moveiments  ^vhkh 
ceased  after  a time  and  then  the  patient  would 
he  quiet.  There  was  no  scar  found  on  the 
thumb.  Skin  dry  and  inelastic. 

Laboratory  Findings:  W.  B.  C.,  18,700. 
Polys,  90%;  lymphs,  9%;  large  mononu- 
clears, 1%;  R.  B.  €.,  4,710,000.  Hb.,  85%. 
Urine  negative  except  for  one  plus  albumin. 
Wassermann  negative.  Blood  culture  nega- 
tive. Spinal  fluid — no  positive  findings. 
Temperature  varied  from  102.6  to  105.4, 
pulse  from  13  to  154,  and  respirations  from 
26  to  38. 

During  the  patient’s  stay  in  the  hospital 
he  refused  to  eat  or  lie  fed  or  to  take  water. 
He  was  quiet  most  of  the  time  except  when 
disturbed  for  the  taking  of  temperature  or  ex- 
amination. At  these  times,  writhing,  con- 
vulsive movements  with  short,  rapid  respira- 
tory excursions  would  begin  and  last  for 
thirty  seconds  or  so,  when  tliey  would  grad- 
ually disappear.  The  patient  would  relapse 
into  stupor  which  later  deepened  into  coma. 
Death  occurred  on  the  third  day  after  ad- 
mittance to  hospital,  on  November  22. 

Post-mortem  was  performed  by  Doctor  R 
P.  Ball  about  three  hours  after  death. 

The  body  was  in  a poor  state  of  nutrition. 

The  mediastinum  was  displaced  .slightly  to 
the  left.  There  was  mnarked  em))hy.sema  of 
the  lungs,  mediastinum  and  subcutaneous  tis- 
sue of  the  lower  part  of  the  neck.  This  was 
interpreted  as  a result  of  the  convillsions. 

The  peri-bronchial  nodes  on  each  side  were 
scarred  and  large,  evidently  the  result  of  tu- 
berculosis, but  not  active  at  the  time  ot 
death. 

There  were  petechue  in  the  pericardium. 
These  are  common  in  deaths  in  which,  for  any 
cau.se,  the  respiratoi’y  function  is  insufficient. 

The  brain  was  normal  grossly,  but  Negri 
bodies  were  found  in  moderate  numbers  in 
the  cerebellum  and  the  hippocampus  major. 
There  were  no  hemorrhages,  oi  cellular  infd- 
trations  of  any  sort.  Chromatolysis  was 
marked. 

Cerebral  cortex  was  emulsilied  in  salt  solu- 
tion and  injected  into  the  brain  of  two  dogs, 
three  rabbits  and  three  guinea  jiigs.  On  tbe 
17th  day  after  inoculation  one  rabbit  could 
not  iStand  or  hop,  apparently  because  of  inco- 
ordination of  muscular  movements.  The  next 
day  it  was  paralyzed  in  the  hind  quarters. 
The  (ither  rabbits  and  guinea  pigs  became 
affected  similarly  The  dogs  became  irritable. 
This  was  first  shown  by  their  snapping  at  the 
mo)i  when  their  cages  were  cleaned.  They 
became  restless,  refused  food  and  water,  final- 
Iv  stuporous  and  died.  They  were  obseryed 
bv  a veterinarian  and  diagnosed  as  rabies. 
All  of  these  injected  animals  died  with  symp- 


toms of  rabies.  All  were  examined  post- 
mortem and  typical  Negri  botlies  found  in 
the  brain  of  each  one. 

DISCUSSION 

Vernon  Robins:  It  is  my  pleasure  to  speak  a 
few  words  on  this  subject.  I am  veiy  greatly 
pleased  to  have  heard  this  essay  and  the  report 
of  the  autopsy  by  such  competent  investigators. 

In  this  case,  my  assistant,  Mrs.  Carpenter,  and 
I saw  the  Negri  bodies  in  the  nerve  cells  of  the 
brain.  The  City  Health  Department  was  repre- 
sented by  Dr.  Desha  Harris  and  myself  at  the 
autopsy.  The  true  character  of  the  disease  was 
thoroughly  established  in  a scientific  way  by 
Dr.  Ball. 

I wish  here  to  allude  to  the  occurrence  of 
one  case  of  human  rabies  (Mrs.  Everhard,  38th 
and  Market  Street),  occurring  some  months 
later.  She  had  been  bitten  by  a dog  that  at  the 
time  had  also  bitten  numerous  children  in  the 
neighborhood  and  the  children  had  all  taken  the 
Pasteur  treatment  with  happy  results.  She  did 
not  consider  her  injury  a matter  of  special  con- 
sequence although  aware  of  the  fact  that  the 
same  dog  had  bitten  the  children  who  had  been 
given  the  treatment.  The  first  information  that 
Dr,  Simrall  Anderson,  her  physician,  had  was 
the  occurrence  of  suspicious  symptoms  about 
forty-five  days  after  the  injury  of  the  hand. 
After  a few  days  she  died,  although  Pasteur 
treatment  was  immediately  given.  No  autopsy 
was  permitted.  Many  of  the  men  of  our  medical 
profession  saw  this  case. 

Rabies  is  rarely  seen  in  the  human,  and  it  is 
almost  always  fatal  after  symptoms  have  started. 
All  dog  bites  are  thoroughly  investigated  and 
Pasteur  treatment  given  promptly  when  the 
dog’s  brain  shows  the  presence  of  Negri  bodies 
and  the  treatment  is  always  advised  in  those 
cases  when  the  dog  cannot  be  secured  and  held 
for  observation,  or  when  the  dog’s  brain  is  far 
too  decomposed  for  microscopic  examination. 
We  require  the  keeping  under  close  confinement 
all  dogs  suspected  of  rabies  for  twenty-one  days 
before  release  and  our  city  veteiinarian  has 
constantly  a very  considerable  list  of  these  ani- 
mals he  is  observing  before  release*  It  is  right- 
fully esteemed  a fearful  disease. 

Number  of  dogs  under  observation  during 
year  1930,  610. 

Number  of  dogs  under  observation  from  Jan- 
uary 1,  1931,  to  present,  726. 

Number  persons  receiving  Pasteur  treatment 
in  1930,  94. 

Number  persons  receiving  Pasteur  treatment 
from  Januay  1,  1931,  to  present,  159. 

Number  dog  heads  examined  for  1930,  117. 
From  January  to  January,  41 U of  which  were 
positive. 

*Ksi('li  V(*ar  jihoui  ut'  tlux  IuhuIs  stMit  in  from 

thp  citv  district  sliow  the  Noiiri  liouics  in  the  hriiiii. 


290 


KENTUCKY  MEDICAL  JOURNAL 


[Mlay,  1932 


Number  dog  heads  examined  from  January  1, 
1931,  to  pi'esent,  106,  of  which  ever  37%  were 
positive. 

The  anti-rabies  medicine  costs  $9.38  for  one 
complete  treatment.  Total  cost  for  such  rabies 
medicine  for  1930  was  $881.  The  total  cost  for 
rabies  medicine  for  the  year  1931,  from  Janu- 
ary to  the  present,  $1,491. 

We  have  an  ordinance  law  requiring  muzzling 
for  three  months  in  the  year  that  never  was  en- 
forced fully.  A provision  should  be  made  for 
year  around  enforcement  and  until  such  time 
as  rabies  has  practically  disappeared  in  dogs. 
Failing  such  law,  the  next  remedy  is  a more 
effective  gathering  up  of  stray  dogs  and  im- 
pounding them.  The  high  grade  dog  could  then 
be  redeemed  by  permit  of  a fee  and  the  others 
put  to  death. 

I wish  to  leave  in  your  mind  the  need  to  pre- 
vent serious  wounds  caused  by  dogs’  fangs,  the 
terror  that  such  attacks  often  produce  in  the 
mind  of  the  child,  the  heavy  cost  of  money  for 
rabies  medicine,  the  pain  and  fear  caused  by  the 
inoculation  which  is  not  inconsiderable,  since  the 
complete  treatment  is  fourteen  days,  and  finally 
the  cost  of  time  in  the  laboratory  hunting  for 
Negri  bodies  in  the  brain  in  cases  that  finally 
prove  to  be  negative. 

Leon  L.  Solomon:  I would  like  to  ask  Dr. 
Miller  how  long  after  the  bite  through  the  finger 
before  this  little  fellow  showed  signs  of  irri- 
tability? 

T.  Cook  Smith:  This  report  is  particularly  in- 
teresting to  me  because  I attended  the  child 
while  here  in  the  City  Hospital.  My  impression 
after  examination  was  in  favor  of  a diagnosis  of 
some  form  of  encephalitis.  I was  prejudiced 
against  the  diagnosis  of  rabies,  inasmuch  as  I 
had  never  seen  a case.  Seeing  the  patient  day 
by  day,  I was  convinced  that  this  was  some  form 
of  encephalitis  other  than  that  usually  encoun- 
tered. The  history  as  first  obtained  was  very 
indefinte,  and  on  careful  questioning  it  was 
shown  that  the  child  was  bitten  by  a stray  dog 
in  the  neighborhood  several  weeks  preceding 
the  onset  of  symptoms.  I think  we  should  con- 
gratulate the  essayist  and  pathologists,  as  they 
have  given  us  an  unusual  scientific  report. 

I would  like  to  ask  Dr.  Robbins  if  he  has  had 
any  complications  whatever  from  administration 
of  serum. 

Armand  E.  Cohen,  Louisville;  The  society  is 
to  be  congratulated  for  having  the  privilege  of 
hearing  this  excellent  paper  presented  by  Dr. 
Ball  and  Di-.  Miller. 

The  increased  incidence  of  rabies,  in  the 
United  States,  particularly  in  Kentucky  and  the 
Central  States,  is  of  considoiable  interest.  The 
loss  of  live  stock  and  the  ex))ense  of  treating 
man  and  animal  for  this  obviou.sly  preventable 
malady  co.sts  the  country  millions  of  dollars. 
Likewise  the  cost  of  human  life  is  not  inconsid- 
erable. It  is  most  fortunate  that  the  human 


immunity  to  this  dread  infection  is  relatively 
great.  It  is  estimated  that  only  from  five  to 
sixteen  per  cent  of  individuals  bitten  by  a rabid 
animal  would  contract  the  disease  even  though 
Pasteur’s  treatment  were  not  instigated.  It  is 
likewise  fortunate  that  in  the  human  cases  re- 
ported the  dog  has  been  responsible  for  over 
90%  of  the  cases  and  control  of  this  source  can 
practically  eliminate  the  human  incidence  of  the 
disease. 

In  the  city  of  Louisville  we  are  fortunate  in 
having  a local  Board  of  Health  keenly  alert  to 
the  situation.  From  my  own  experience  during 
the  past  year  when  I had  the  occasion  to  report 
two  cases  of  individuals  suffering  from  dog  bites, 
less  than  three  hours  after  the  Board  of  Health 
was  notified  the  city  veterinarian  called,  stating 
that  the  dogs  had  been  placed  under  quarantine. 

The  fact  should  be  emphasized  that  animals 
suspected  of  having  rabies  should  not  bo  killed, 
but  should  be  isolated  and  their  symptoms  ob- 
served. Unfortunately  some  individuals  in  a 
vindictive  mood  may  kill  a suspected  animal — 
before  that  animal  develops  Negri  bodies — in- 
dicative of  Central  Nervous  system  involvement 
and  the  criteria  by  which  a positive  diagnosis 
can  be  made.  Under  such  cirumstances  im- 
proper diagnosis  and  dire  consequence  might  re- 
sult. 

While  it  is  commonly  believed  that  rabies  is 
m(^e  prevalent  during  (the  summer  imlonths, 
statistics  indicate  that  it  is  just  as  prevalent  in 
the  winter  months  and  apparently  is  much  more 
virulent. 

Another  common  fallacy  is  that  the  lay  term, 
“Hydro-phobia”  (fear  of  wat^rj ) is  descriptive 
of  the  symptomatology  of  the  disease.  Rabid 
animals  do  not  fear  water.  They  will  run 
through  it  and  will  drink  freely  until  paralysis 
sets  in.  Often  the  classical  picture  of  the  “Mad 
Dog”  is  more  descriptive  of  a thirsty  dog,  who 
bereft  of  decent  care  and  attention  during  the 
hot  summer  days  becomes  crazed  with  thirst 
and  fear. 

Unfoiffunately,  there  are  individuals  whose 
sensibilities  are  shocked  by  such  common  sense 
public  health  measures  as  muzzling  or  immun- 
izing valuable  animals,  and  impounding  and 
gassing  the  strays,  yet  are  not  cognizant  of  the 
tremendous  economic  waste  or  the  horrible  hu- 
man suffering  that  might  be  entailed  by  any 
other  plan. 

Harry  M.  Weeter,  Louisville:  I think  Dr.  Ball’s 
paper  would  make  a mighty  good  chapter  for 
a textbook,  and  he  is  to  be  congratulated  upon 
his  presentation. 

In  answer  to  Dr.  Smith’s  question  regarding 
the  after  effects  of  treatment  about  eight  years 
ago  at  the  children’s  Fi'ee  Hospital  there  was  a 
case  of  paralysis  following  Pasteur  treatment  re- 
sulting in  death.  The  terminal  cause  determined 
at  autopsy  being  a nneunionia.  We  wc'e  unable 
to  examine  the  head  for  Negri  bodies. 
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A.  J.  Miller,  (In  closing)  : The  incuba- 

ation  period  of  rabies  varies  from  three  weeks 
to  seven  months.  Cases  diagnosed  as  rabies, 
with  an  incubation  period  of  more  than  seven 
months  are  doubtful. 

The  seasonable  variation  of  rabies  is  very 
slight. 

I cannot  tell  you  just  exactly  when  Negri 
bodies  appear  but  virus  is  detected  before  Negri 
bodies  are  found  in  the  brain,  and  it  is  my  im- 
pression that  Negri  bodies  aTe  found  almost 
without  exception. 

Negri  bodies  are  not  found  in  the  saliva,  nor 
in  the  gastro-intestinal  tract.  The  virus  as  far 
as  we  know  has  never  been  seen  outside  the  cen- 
tral nervous  system. 


AX  INTERESTING  CASE  OE  CHOREA* 
James  II.  Pritchett,  M.  D. 

Louisville. 

The  following  case  report  is  presented  not 
in  any  sense  as  a contribution  to  the  newer 
lines  of  treatment,  but  merely  because  of  two 
or  three  interesting  factor;’,  and  also  in  the 
hope  that  it  may  stimulate  interest  along  a 
more  recent  line  of  treatment. 

M.  II.,  female  white,  7 years,  family  history 
unimportant.  Personal  history ; Has  been 
strong!  and  healthy,  has  had  no  diseases  of 
childhood  except  pertu.ssis,  is  above  "the  aver- 
age in  intellect  and  has  been  somewhat  eccen- 
tric. At  the  age  of  5 years  she  developed  at- 
tacks of  “day  dream.s,  “ described  by  the 
mother  as  occurring  many  times  a day.  She 
would  stare  fixedly,  or  if  in  conversation, 
would  stop  suddenly  and  then  somewhat  in 
a daze  would  continue.  Or  if  at  p'ay,  would 
whirl  around  somewhat  awkwardly,  then  re- 
sume her  gajme.  These  attacks,  thirty  or 
more  a day,  never  lasted  more  than  one  half 
to  one  minute.  Her  family  puysician  told  the 
mother  the  child  had  petit  mal.  Some  two 
years  later,  or  in  May,  1931,  the  attacks  sud- 
denly ceased  and  have  not  as  yet  recurred. 
During  the  latter  part  of  August,  according 
to  the  mother,  she  developed  sore  throat,  and 
though  moderately  severe,  she  was  not  con- 
fined to  bed.  Shortly  after  this  time  there 
was  pain  in  the  knee,  which  the  mother 
thoiight  was  due  to  some  injury  incurred 
while  at  play.  This,  I think,  however,  was 
probably  an  arthritis.  Early  in  September 
she  entered  school,  and  after  very  indifferent 
work  for  soime  time,  was  taken  to  task  very 
.severely  by  the  teacher.  She  became  fretful, 
cross,  cried  easily  and  became  more  and  more 
nervous.  Then  she  developed',  about  the  mid- 
dle of  September  or  slightly  after,  typical 
choreiform  movements.  She  was  taken  from 
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school  but  was  not  conlixicd  to  bed  and  was 
not  seen  by  a physician. 

1 saw  tbe  girl  early  in  October.  At  fu-.., 
time  there  was  constant  jerky,  irregular,  in- 
voluntary contraction  and  relaxation  of  the 
muscles.  Also  at  times  she  uttered  a bark- 
like  moan.  SUe  was  admitted  to  the  hospital 
and  placed  under  the  supervision  of  a spe- 
cial nurse.  Her  blood  picture  wa.s  leukocytes 
17,800,  red  cells  4,500,000,  iliemoglobin  75  per 
cent.  Luminal  and  later  amytal  gave  little 
if  any  relief.  M o l decided  to  work  along  tlie 
line  of  treatment  as  outlined  by  Sutton  in 
the  “Journal  A.  M.  A.,  August  1,  1931,  page 
299’”  under  the  caption  of  “Treatment  of 
(Jhorea  bj^  the  Induction  of  Eever,'”  prelimin- 
ary report.  Dr.  Sutton  found  somewhat  by 
accident  that  fever  seemed  to  exert  a most 
beneficial  effect  on  chorea.  In  order  to  pro- 
duce a reaction  and  fever  they  gave  intra- 
venous injections  of  typhoid  vaccine,  later  a 
change  was  made  to  typhoid-paratyphoid,  in 
doses  of  from  .2  to  2.5  cc.  Three  or  five  in- 
jections at  two  or  three  day  intervals  were 
gh’en.  Their  results  in  a series  of  cases  at 
Bellevue  have  been  most  striking.  I decided 
to  u.se  a somewhat  similar  agent.  In  conver- 
sation with  Dr.  John  Allen,  we  discussed  this 
((uestion  and  agreed  that  some  preparation 
containing  streptococci  might  be  of  value  in 
tiroducing  a reaction.  Dr.  Allen  gave  me 
.strejitococci  bacteriophage.  I gave  four  or 
five  injections  of  this  preparation  intramus- 
cularly V2  to  2 c.  c.  at  two-day  intervals.  The 
reaction  produced  was  drowsiness,  and  tem- 
perature 101-103  which  la.sted  about  three 
hours.  No  spectacular  results  were  noted, 
but  there  was  a marked  though  gradual  im- 
provement, and  in  the  short  period  of  ten 
days  the  condition  had  changed  remarkably. 
So  much  so  that  the  father  and  mother, 
against  my  wish,  decided  tO'  return  to  their 
home  out  in  the  State. 

Comment 

Two  theories  are  advanced  as  to  the  etio- 
higical  factors  in  cihorea.  First : That  it  is  of 
infectious  origin,  being  closely  related  to 
rheumatism  and  tonsilar  infections.  This  is 
the  generally  accepted  view.  Second : That  it 
is  of  nervous  origin.  In  this  particular  case, 
what,  if  any  bearing  did  the  petit  mal  have  ? 
Also,  how  much  importance  should  be  given 
the  fright  factor?  Again,  did  the  attack  of 
tonsillitis,  mild  though  is  was,  have  a direct 
bearing.  I am  of  the  opinion  that  the  ton- 
sillitis started  tlie  trouble  and  that  the  scold- 
ing precipitated  matters  and  that  the  lack 
of  rest  intensified  the  condition.  My  own 
explanation  as  to  the  modus  operandi  of  such 
a treatment  is  that  the  baeteriop'hage  exerted 
a direct  and  somewhat  specific  effect  and 
that  the  fever  produced  acts  as  a sedative  to 
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the  eerebru-spiiial  system,  i believe  much 
better  results  woulh  have  been  obtained  mad 
tne  intravenous  method  been  used,  in  tiie 
event  oi  sueli  a case  eonlronting-  me  in  tne 
lULure,  tins  would  be  tiie  route  or  cnoice. 

DISCUSSION 

J.  J.  Moren:  Dr.  Pritchett  has  given  us  a very 
interesting  report,  and  if  the  suggested  treat- 
ment is  of  service  it  would  certainly  be  a great 
aid  in  the  treatment  of  chorea,  especially  as  so 
many  of  them  are  likely  to  last  six  weeks  or 
more. 

Dr.  Pritchett’s  success  is  in  keeping  with  the 
report  made  by  Dr.  Sutton.  The  history  of  petit 
mal  is  interesting,  and  in  view  of  the  fact  that 
the  child  was  relieved  of  these  attacks  I doubt 
if  they  were  of  the  petit  mal  type. 

It  is  common  to  find  the  history  of  a fright 
or  shock  of  any  kind  precipitating  chorea.  The 
history  of  a sore  throat  and  pains  in  the  joints 
is  suggestive  that  some  infection  was  at  the  bot- 
tom of  the  chorea.  Rheumatism,  endocarditis 
and  chorea  still  run  together,  and  some  writers 
look  upon  chorea  as  “cereoral  rheumatism.”  It 
is  pretty  well  accepted  that  chorea  is  the  result 
of  lan  encephalitis,  but  the  germ  which  causes 
it  has  not  been  determined. 

As  to  the  plan  of  t'eatment  mentioned  by  Dr. 
Pritchett,  I have  had  no  personal  experience. 
Sevex-al  years  ago  such  procedures  were  advo- 
cated in  the  treatment  of  the  epidemic  type  of 
encephalitis.  Various  foreign  proteins  were 
used  and  were  favored  for  a time  by  the  conti- 
nental doctors  but  their  lesults  have  been  no 
better  than  various  other  foms  of  treatment. 
Whether  such  treatment  was  used  in  the  par- 
ticular choreic  type  of  encephalitis  I cannot 
answer.  It  might  be  in  those  particular  types, 
with  choreic  manifestations,  that  such  treatment 
would  do  good. 

S.  C.  Frankel:  It  occurs  to  me  that  if  pyrexia 
is  what  is  desired  in  cases  like  this  case  report, 
it  could  be  produced  in  a much  easier  way  than 
by  the  giving  of  proteins  or  vaccines.  We  have 
in  the  form  of  sulphur  in  olive  oil,  a combina- 
tion that  can  be  administered  intramuscularly 
with  increasing  dosage,  which  will  produce  a 
pyrexia  ranging  from  10L°  to  104°  F. 

This  solution  in  one  to  two  per  cent  given  on 
alternate  days  in  increasing  dosage  results  in 
the  patient  having  pyrexia  easily  controlled.  This 
solution  is  now  used  in  paresis  and  in  a number 
of  other  diseases  of  the  central  nervous  system 
in  the  place  of  inoculating  the  patient  with  ma- 
laria plasmodium,  and  is  especially  useful  in 
those  cases  where  the  physical  condition  will 
not  permit,  with  safety,  the  production  of 
malaria. 

W.  E.  Gardner:  I am  very  glad  to  have 

heard  Dr.  Pritchett’s  report  and  want  to 
congratulate  him  upon  the  success  he  had  in 
the  treatment  of  this  case.  Anything,  as  Dr. 


Moren  has  said,  that  offers  relief  in  the  treat- 
ment of  chorea  certainly  commands  our  inter- 
est; and  while  we  have  heretofore  seemed  to 
get  good  results  in  the  treatment  of  chorea  by 
rest,  salicylates  and  sedatives,  we  should  bear 
in  mind  that  a good  many  cases  of  chorea  of 
apparently  short  duration  may  have  a tendency 
to  relapse  and  be  prolonged  for  a number  of 
weeks.  It  is  interesting  to  note  that  the  dura- 
tion of  symptoms  has  been  very  much  reduced 
by  the  use  of  TAB  vaccine,  according  to  Dr. 
Sutton’s  report  in  the  “Journal  of  the  American 
Medical  Association,”  to  which  Dr.  Pritchett  re- 
ferred; and  it  does  seem  that  either  the  foreign 
protein  or  this  bacteriophage  as  used  by  Dr. 
Pritchett  undoubtedly  shortens  the  course  of 
acute  chorea.  believe  that  acute  chorea  is  due 
to  some  form  of  streptococcic  infection,  inas- 
much as  the  administration  of  salicylates  seems 
to  have  a very  beneficial  effect  in  controlling  the 
disiease.  This  child  was  given  the  benefit  of 
both  the  pyrexia  and  the  stimulation  of  the  anti- 
bodies from  the  injection  of  foreign  protein.  I 
do  not  believe  that  it  is  the  fever,  alone,  that 
has  the  beneficial  effect  in  these  acute  condi- 
tions, as  well  as  the  more  or  less  chronic  types 
of  inflammation  of  the  central  nervous  system 
such  as  paresis  or  multiple  sclerosis;  but  that 
the  stimulation  of  the  antibodies,  or  the  defense 
mechanism,  is  an  important  factor,  along  with 
a possible  specific  action  of  the  steptococcic  bac- 
teriophage, as  reported  in  this  particular  case. 

There  is  said  to  be  two  types  of  chorea  in 
children;  one  characterized  by  a degenerative 
process  and  the  other  by  an  inflammatory  pro- 
cess. The  latter,  as  Dr.  Moren  has  stated,  is 
closely  related  to  encephalitis  and  some  of  these 
cases,  of  course,  may  go  on  for  a number  of 
weeks  and  occasionally  result  in  death.  The  ma- 
jority of  cases  of  chorea,  however,  if  put  to 
bed,  kept  quiet  and  given  symptomatic  treat- 
ment last  from  six  to  ten  weeks.  If  given  tri- 
onal  and  salycilates,  this  time  may  be  very  ma- 
terially reduced. 

Dr.  Sutton’s  paper  in  the  “Journal  of  the 
Amlerican  Medical  Association”  and  Di-. 
Pritchett’s  report  of  the  successful  outcome  of 
his  case  treated  by  the  use  of  streptococcic  bac- 
teriophage, offers  us  a great  deal  of  encourage- 
ment in  the  better  handling,  particularly,  of 
some  of  our  stubborn  cases  of  chorea  which  do 
not  respond  to  the  usual  treatment. 

J.  H.  Pritchett,  (in  closing) : As  both  Doc- 

tors Moren  and  Gardner  have  pointed  out, 
it  is  the  reaction  to  a protein  and  the  in- 
crease in  antibodies,  which  caused  an  ameliora- 
tion of  symptoms;  the  temperature  is  but  a part 
of  the  reaction. 

Concerning  the  relation  of  chorea  and  en- 
cephalitis, we  can  only  surmise;  it  may  be  quite 
possible  that  encephalitic  manifestations  are  en- 
tirely choreic  in  origin. 

The  use  of  sulphur,  as  suggested  by  Dr. 
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Frankel,  is  indeed  interesting.  The  drug  which 
produces  a temperature  and  a reaction  at  the 
same  time  is  the  one  of  choice.  Such  a drug 
as  phenyl-ethyl-hydantoin  is  usfed  generally,  but 
as  stated  in  case  report,  it  is  not  without  danger. 

Dr.  Allen’s  point  as  to  the  tonsil  function,  is 
important.  Unless  the  tonsil  is  actually  dis- 
eased, I doubt  the  wisdom  of  removal  just  be- 
cause the  child  has  chorea;  however,  in  the 
presence  of  frequent  attacks  of  tonsillitis  and  the 
child  is  choreic,  the  rational  procedure,  it  seems 
to  me,  would  be  removal. 

UNUSUAJa  FRACTURES* 

Frank  P.  Stbickler,  M.  D. 

Louisville. 

The  first  ease  is  that  of  a girl,  age  25,  who 
injured  her  left  shoulder  by  falling  from  a 
moving  automobile.  I saw  the  patient  in  con- 
sultatio'n  with  Dr.  Harold  Miller  and  at  first 
it  appeared  to  be  a dislocation  of  the  shoul- 
der. The  injury  was  very  painful,  which 
limited  physical  examination.  The  final 
diagnosis  was  made  by  x-ray.  The  case 
proved  to  be  a fracture  of  the  neck  of  the 
scapula  which  did  not  extend  into  the  'glenoid 
fossa.  Fractures  iof  this  type  are  very  rare 
and  this  ease  is  reported  for  that  reason.  The 
case  was  treated  by  abduction  and  traction  in 
a Thomas  arm  splint.  The  I’esults  were  ex- 
cellent, the  patient  obtaining  practically  nor- 
mal motion  in  the  shoulder. 

Case  No.  2 is  one  of  a compound,  com- 
minuted fracture  of  the  lower  third  of  the 
left  tibia  complicated  by  gas  gangrene.  When 
I first  saw  this  ease,  three  days  after  his  in- 
jury, he  was  in  the  hospital.  On  entering  his 
room  I encountered  the  peculiar,  sweetish 
odor  characteristic  of  these  cases  and’  well 
known  by  all  of  you  who  saw  service  in 
France. 

The  patient  was  wildly  delirious,  with  a 
temperature  of  104.5°F.,  pulse  150  and  very 
weak.  The  leg  was  very  much  swollen  and 
purple.  On  removinig  the  dressings  one  was 
more  focibly  struck  by  the  characteristic 
odor.  After  observing  the  wound  for  a few 
minutes  small  bubbles  of  gas  were  seen  to 
escape  from  the  wound.  The  patient’s  icondi- 
tion  was  very  serious  and  immediate  opera- 
tion was  decided  upon. 

Two  ampules  of  bacillus  Welch!  and  bacil- 
lus Perfringens  antitoxins  were  givlen  at 
once,  one  intravenously  and  the  other  into 
the  muscle.  Under  gas  anesthesia  the  lower 
leg  was  widely  incised  in  several  places. 
Smears  and  cultures  were  taken  from  the 
wound  and  hot  packs  of  1-1000  potassium 
permanganate  applied.  The  leg  was  put  up 
for  the  time  being  in  a wire  mesh  splint. 

♦Read  before  the  Jefferson  County  Medcal  Society, 


The  patient’s  condition  was  extreme  and  we 
did  not  expect  him  to  live. 

The  next  morning  on  reaching  the  hospital 
1 was  gratilied  to  lind  the  patient  s tempera- 
ture to  be  yy"  r .,  pulse  &0,  witli  good  volume, 
and  his  condition  good,  a very  striking 
change  over  the  previous  evening. 

The  patient  was  given  another  gas  anes- 
thesia, a Stein, man  pni  was  placed  througli 
the  os  calcis  and  the  leg  put  up  on  a Rohler 
leg  splint  witli  traction  a,pplied  in  the  usual 
manner.  The  wet  dressings  of  1-lOUU  potas- 
sium permanganate  were  continued  and  sev- 
eral more  doses  of  anti-toxines  were  given. 
The  case  ran  its  typical  course  of  muscle 
sloughing,  etc.  The  smears  and  cultures 
taken  at  the  first  operation  confirmed  the 
'diagnosis. 

Patient  in  due  time  obtained  a union  at 
the  site  of  the  fracture  and  will  eventually 
have  a good  weight-bearing  leg. 

This  ease  is  reported  to  call  your  attention 
to  the  striking  results  obtained  from  gas  gan- 
grene antitoxin  and  with  the  hope  that  it 
will  heljj  to  save  a few  limlis  which  might 
otherwise  be  amputated. 

In  closing  1 would  also  like  to  call  your  at- 
tention to  the  fact  that  there  is  on  the  market 
at  this  time  a combined  gas  gangrene  anti- 
toxin and  tetanus  antitoxin  which  is  given 
as  a prophylactic.  It  is  needless  for  me  to 
say  that  all  injuries  of  the  type  reported 
should  receive  this  combined  antitoxin  as  a 
prophylactic. 

DISCUSSION 

Leon  L.  Solomon:  Without  meaning  to 

discuss  the  paper  of  Dr.  Strickler  from 
the  standpoint  of  one  as  familiar  with  the  sub- 
ject, as  the  surgeon  must  be,  because  Dr.  Strick- 
ler makes  reference  to  the  characteristic  odor 
in  the  case  reported,  I feel  justified  in  saying 
a word  in  reference  to  the  use  of  the  sense  of 
smell  as  a diagnostic  aid. 

I fear  sufficient  emphasis  is  not  placed  today 
by  teachers  of  medicine  on  the  importance  of 
educating  the  olfactories  of  the  doctor.  We  are 
in  the  habit  of  attaching  proper  importance  to 
the  special  sense  of  sight,  and  we  are  inclined 
to  award  the  sense  of  touch  a proper  place  in 
the  important  department  of  diagnosis.  Much  has 
been  written  about  the  Tactus  Eruditus  of  the 
physician.  Too  little,  on  the  other  hand,  is  said 
about  the  educating  of  the  special  sense  of 
smell.  At  this  moment  I recall  an  incident  in 
the  life  of  that  great  teacher  and  surgeon,  David 
Yandell.  It  has  been  said  of  him  that  none  had 
a more  acute  sense  of  smell.  The  facts  are 
as  follows:  Dr.  Yandell  boarded  a west-bound 
car  at  the  corner  of  Seventh  and  Broadway;  it 
was  in  the  days  of  the  muledrawn  car.  The 
time  was  winter.  Cars  were  without  means  of 
heat;  straw  on  the  floor  served  to  absorb  mois- 
ture from  the  shoes  of  passengers  and  suggested 
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the  thought  of  warmth,  'the  car  naturally 
smelled  alter  tiie  straw,  but  not  so  strong  as  to 
nullify  the  odor  of  smallpox,  which  was  immedi- 
ately detected  by  Ur.  Yandell.  h'or  tne  oenent 
of  those  who  have  never  seen  a case  of  small- 
pox, it  may  oe  stated  that  the  peculiar  odor  of 
the  disease,  when  the  pustular  stage  is  reachcu, 
is  considered  characteristic — it  is  a so-called 
mousey  odor,  very  much  resembling  the  smell  of 
the  ibed  of  the  mamma  mouse,  in  which  she  snug- 
ly takes  care  of  her  babies. 

Certain  that  he  had  made  no  mistake  and 
that  there  was  smallpox  in  the  car  at  the  mo- 
ment, or  that  it  had  but  recently  been  in  the 
car,  the  physician  set  about  to  locate  the  suf- 
feier.  I)r.  Yandell  was  a fearless  man;  he  was 
a law  unto  himself,  so  far  as  behavior  and  de- 
portment were  concerned.  And  walking  through 
the  aisle,  with  passengers  seated  on  either  side 
facing  each  other,  he  smelled  of  each  man, 
woman  and  child,  taking  a long,  deep  inspira- 
tory whiff,  as  he  walked  back  and  forth,  from 
rear  to  front  and  from  front  back  to  rear.  And 
just  as  the  children  play  the  game  of  “Salt, 
Pepper,  Vinegar,  Hot,”  certain  that  h i s 
Olfactories  had  not  deceived  him,  he  stop- 
ped by  a lady,  dressed  in  deep  mourning, 
with  a heavy  veil  hanging  from  head  to  floor. 
In  voice  loud  enough  to  be  heard  throughout  the 
car,  he  said:  “Madam,  you  have  smallpox;  you 
must  leave  this  car  immediately,  and  I will  go 
along  with  you.”  The  driver  noted  the  commo- 
tion in  the  car,  and  seeing  the  people  as  they 
hurriedly  disembarked,  without  waiting  to  ring 
the  bell  and  bring  the  car  to  a stop,  inquired 
the  reason  and  was  quietly  told  by  Professor 
Yandell  that  there  was  nothing  wrong,  that  a 
lady  had  smallpox  and  he  would  take  care  of 
her.  Self-protection  being  nature’s  first  law, 
the  driver  proceeded  to  take  care  of  himself. 
He  brought  his  car  to  a hasty  stop,  he  locked 
the  brake  by  shoving  with  his  toe  against  the 
tongue,  which  fitted  snugly  in  the  notch;  he  then 
securely  tied  the  mule’s  back  against  the  brake, 
while:  he  leaped  over  the  dashboard  and  hied 
himself  hence.  As  Dr.  Yandell  afterwards  told 
the  story  on  himself:  Inquiring  of  the  lady 
where  she  lived,  and  learning  that  her  residence 
was  on  Broadway  heyond  Eighteenth,  he  told 
her  there  was  no  reason  for  her  to  leave  the 
car,  since  everybody  else  had  gone;  he  released 
the  mules,  removed  the  brake,  assumed  charge 
of  the  car  and  drove  it  to  Eighteenth  and  Broad- 
way without  permitting  a new  passenger  to  come 
aboard.  The  car  was  driven  into  the  barn,  the 
lady  was  accompanied  to  hei'  home  where  she 
told  the  story  of  having  contracted  smallpox 
away  from  home  and  having  secured  mourning 
attire  as  a disguise,  in  order  that  she  might  get 
back  to  her  house  without  molestation.  She  had, 
of  course,  not  counted  correctly,  since  the  tell- 
tale odor  of  the  disease,  in  its  pustular  stage, 
was  not  to  be  ovei’looked  by  a man  whose  sense 


of  smell  had  been  educated. 

1 have  taken  great  pains  to  educate  my  sense 
of  smell.  It  has  served  me  many  good  turns, 
i recall  a pregnant  woman,  who  was  constantly 
smelling  odors.  Deoderants  were  lavishly  used 
by  her  so  that  I had  not  been  able  to  use  my 
sense  of  smell  with  any  degiee  of  satisfaction. 
Pregnant  women,  as  is  well  known,  not  infre- 
quently suffer  from  a neurotic  condition  in 
which  they  smell,  or  think  they  smell,  various 
and  sundry  odors.  Finally  persuading,  my  pa- 
tient to  leave  off  the  use  of  lysol,  carbolic  acid, 
and  other  loud-.smelling  deoderants,  I promised 
to  assist  her  in  finding  just  what  it  was  that 
seemed  to  smell  so  offensively  to  her.  I had 
previouly  thought  that  her  over  sensitiveness 
was  a part  of  a pregnancy  neurosis.  To  my 
satisfaction  and  her  mortification,  the  odor  was 
found  to  ue  a nest  of  dead  mice  in  a bureau 
drawer.  The  mother  had  been  caught  in  the 
trap  some  days  previous  and  the  babies  dying 
of  staiwation,  their  bodies  undei-went  putre- 
factive change,  productive  of  the  nasty  smell. 

All  of  us  are  familiar  with  the  odor  of  ischio- 
rectal abscess;  none  of  us  can  forget  perine- 
phritic  abscesses,  where  colon  organisms  are 
abundant.  The  smell  of  pulmonary  abscess  is 
usually  characteristic;  the  odor  of  the  old  man’s 
bladder  is  not  to  be  forgotten;  the  peculiar 
stench  of  the  lochia,  after  five  or  six  days,  is 
characteristic;  once  smelled,  you  are  not  likely 
to  forget  the  odor  of  the  patient,  salivated  with 
too  much  calomel  or  peisistent  use  of  bichloride 
internally,  or  unguentum  hydrargyrum  used  in  a 
series  of  twenty-one  inunctions.  About  the 
worst  smell  I ever  detected  was  the  stench  from 
the  mouth  in  a patient,  who,  in  a drunken  brawl 
was  thrown  by  his  wife  down  the  rear  stairs  and 
had  an  ugly  punctured,  lacerated  wound  of  the 
lower  lip,  caused  by  his  own  teeth. 

And  so  I might  continue  to  emphasize  the 
importance  of  the  sense  of  smell,  which  the 
doctor  should  ever  strive  to  develop  and  to  keep 
delicafely  attuned. 

George  A.  Hendon,  The  most  important 
phase  of  Doctor  Strickler’s  report  as  it 
presents  itself  to  me,  is  the  lesson  that  it  teaches 
of  conservatism  in  the  treatment  of  fractures. 
The  fact  that  he  was  able  to  preserve  both  life 
and  limb  in  a compound  fracture,  infected  with 
gas  bacillus,  denotes  remarkable  advancement 
in  the  treatment  of  such  injuries.  The  profes- 
sion as  a whole,  is  peculiarly  sensitive  regard- 
ing fractures  of  long  bones.  This  no  doubt 
grows  out  of  melancholy  history  of  fractures  in 
the  pre-antiseptic  days  when  a compound  frac- 
ture meant  an  amputation  and  mortality  of  all 
amputations  was  from  40  to  50%.  We  cannot 
help  but  be  impressed  with  Doctor  Strickler’s  re- 
port when  viewed  in  comparison  with  the  meth- 
ods and  results  in  like  situations  that  were  in 
vogue  as  recent  as  10  years  ago. 
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INTP]RLOBAR  PLEURISY  WITH  SER- 
OUS EFEUSION* 

Oscar  0.  Miller,  M I). 

Louisville. 

In  a consideration  of  interlobar  pleurisy  it 
may  be  well  to  briefly  review  the  anatomy 
of  the  lung'  and  its  jileural  inv*estment.  Each 
lunig  is  divided  into  two  lobes  by  a long  and 
deep  fissure  which  extends  from  the  upper 
part  of  the  posterior  border  of  each  lung 
about  three  inchs  from  its  ajiex,  ami  corres- 
ponding to  the  fourth  dorsal  spine  on  the 
right  and  the  third  on  the  left,  running  ol)- 
liquely  downward  and  forward  to  the  lower 
part  of  the  lung  just  external  to  its  anterior 
border;  (underlying  the  sixth  rib)  and  pene- 
trating nearly  to  the  root  of  the  lung.  On 
the  right  the  upper  lobe  is  partially  sub- 
divided by  a second  shorter  .fissure,  which 
extends  almost  horizontall.v  forward  from 
the  middle  of  the  preceding  fissure  to 
the  anterior  margin  of  the  lung;  externally 
it  corresponds  to  the  fourth  inters{)ace,  be- 
ginning anterior  to  the  posterioi-  axillary 
line  and  terminating  at  the  fourth  costal 
cartilaigie.  The  left  fissure  is  more  vertical 
than  the  right.  The  lung  is  invested  by  the 
pleura  which  extends  to  the  root  and  is  then 
reflected  over  the  inner  surface  of  the  thorax. 
The  visceral  pleura  dips  into  the  fissures  be- 
tween the  lobes.  The  pleura  according  to 
William  Snow  Millera  consists  of  four  layers, 
an  external  mesothelial,  submesothelial,  elastic 
and  areolar  layer  contains  the  blood  Vessels, 
lymjnb  vessels  and  nerves:  and  is  made  up  of 
bundles  of  collagenous  fibres,  scattered  elas- 
tic tissue  fibres,  and  a network  of  reticulum. 
Prolongation  of  this  areolar  layer  extends 
into  the  lung  to  form  septa,  that  mark  out 
secondary  lobules.  The  lymphatics  are  nu- 
merous in  the  pleura  and  it  has  been  erron- 
ouslv  stated  that  manv  of  these  Ivmphatics 
are  in  direct  communication  with  the  pleural 
cavity  by  stomata  between  the  endothelial 
cells.  These  openings  according  to  Miller, 
are  artifacts  and  not  natural  preformed 
openings.  The  blood  supply  of  the  visceral 
pleura  is  derived  from  the  bronchial  artery. 
In  tbe  normal  lun<r  Ivmphoid  tissue  is  found 
at  the  distal  end  of  the  duetuli  alveolares 
where  tbe  bronchi  or  bronebioli  divide  and 
where  branches  of  the  pulmonary  A'cin  arise 
from  the  pleura-. 

“ Anatomicallv  tubercles  mav  be  situated 
in  the  submc.sothelial  laver  or  in  the  areolar 
layer.”  Tubercles  in  the  submesothelial 
laver  are  usnallv  derived  from  au  infection 
from  without  such  as  nlenn'ti'*  effusion  or 
phagocytes:  tub(*icb‘S  in  tin*  ata'olar  layei' 

occur  nruch  more  frennentlv  and  are  asso- 


Kigure  111.  Illiesrating  the  MeXeill  tiltiiif:  positiim  for 
tile  (liasiio.sis  of  median  iuterlohar  pleurisy.  This  position 
turns  the  edge  of  the  septum  horizontal  to  the  x-ray  target 
and  is  invaluable  for  demonstrating  small  effusions  he- 
tiveen  the  lobes,  particularly  on  the  right. 

ciated  with  l.ymp  vessels  rather  than  with 
blood  vessels., 

“Tuberculosis  of  the  pleura  is  rarel.y  a 
l)rimar.y  inft'ctifin  and  is  invariably  depen- 
dent on  a tuberculous  proce.ss  in  the  lung  or 
l.ymphnodes  at,  the  hiliim.” 

In  a consideration  of  interlobar  pleiiris.y 
it  appears  as  if  the  infection  extends  from 
the  hilum  nodes  to  the  adjacent  pleura.  Wo 
usuall.v  classify  pleurisies  as  to  their  anato- 
mical location,  as  diajihragmatic,  interlobar 
and  mediastinal. 

Interlobar  is  further  classified  by  Rich- 
tei’g  as  (1)  Median  interlobar  pleurisy 
(right  side)  in  exudates  between  the  upper 
and  middle  lobe.  (2)  Sujierior  interlobar 
pleurisy  (right  side)  in  exudates  between  the 
posterior  and  the  upper  lobe.  (3)  Inferior 
interlobar  pleuri.sy  (right  side)  in  exudates 
between  the  posterior  and  the  lower  lobe. 
On  the  left  side  he  divides  the  interlobar  sep- 
tum at  the  level  of  the  fourth  rib  and  de- 
signates an  interlobar  effusion  above  this 
point  as  sip-Jerior  and  below  as  inferior  inter- 
lobar effusion.  Since  most  of  my  I’ecorded 
observations  have  dealt  almost  exclusively 
with  risrht  sided  median  interlobar  pleurisy 
with  effusion,  I will  confine  b.v  remarks  to 
this  location. 

The  physical  signs  in  this  condition  are 
usuall.v  meaner,  the  chief  complaint  is  a 
deep  seated  bronchitis  that  fails  to  clear 
with  the  ordinary  I'cmedies.  The  physical 
examination  .shows  no  definite  impairment  on 
percussion  and  no  distinctive  ausculatory 
findings.  There  is  usuall.v  a deep  seated, 
bilateral,  bronchial  cough  and  a fcAv  rales  in 
the  right  base  at  the  anede  of  the  scajfula. 
When  rales  are  ab.sent,  Ihe  loo.se,  bronchial 
cough  may  be  sliahtlv  mort*  exaggerated  on 
the  riirhl  side.  As  the  condition  progresses 
fi'om  the  iiK'diasl ilium  1o  Ihe  parenchyma,  a 
few,  fine,  inspiratorv,  pleural  rales  ma.v  later 
be  obsei'vcd  in  tbe  anterior  axillary  line. 


Rt*n(l  lieforo  tho  Tzonisville  Medipo-Clieniririoal  Soricty. 
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fourth  interspace.  In  the  miore  severe  cases 
bubbling  rales  and  rhonchi  may  be  beard 
throughout  both  bases,  but  these  are  usually 
more  marked  on  the  right  side. 

The  seven  cases  embodied  in  this  discus- 
sion were  free  of  any  constitutional  symp(- 
toms.  Temperature  and  pulse  were  within 
normal  limits  and  the  patients  were  ap- 
parently well,  their  chief  complaint  being  a 
chronic  and  persistent,  deep  seated  cough. 
There  is  nothing  on  physical  examination 
whereby  one  can  diagnose  the  usual  inter- 
lobar pleurisy  with  effusion.  Whenever  an 
individual  complains  of  severe  bronchitis 
with  the  bronchitis  seemingly  predominat- 
ing in  the  right  base,  one  should  suspect  this 
condition  and  especially  so  in  children.  A 
moderately  large  effusion  in  the  interlobar 
septum  will  natually  give  signs  of  its  pres- 
ence by  impaired  resonance,  and  diminution 
of  breath  sounds  with  fine,  pleural  rales  cor- 
responding to  the  interlobar  septum.  The 
chief  reliance  for  a diagnosis  is  fluoroscopic 
observation.  Whenever  these  conditions  are 
looked  at  in  the  usual  antero  posterior  posi- 
tion, nothing  characteristic  is  observed  other 
than  a hazy  infiltration  along  the  bronchi 
which  is  characteristic  of  a definite  pneu- 
monitis. It  is  interesting  to  note  that  when- 
ever the  fluoroscope  is  moved  rapidly  across 
the  field,  unusual  shadows  appear  on  the 
screen  due  to  the  angle  at  which  the  rays 
enter  the  chest. 

Barjoiig  calls  special  attention  to  the  diag- 
nosis of  interlobar  pleurisy  by  fluoroscopy 
and  states  specifically  that  when  examining 
the  interlobar  septa,  "in  the  dorsal  position 
the  tube  should  be  raised  to  the  height h of 
the  head,  and  in  the  frontal  position  it  should 
be  lowered  to  the  level  of  the  pelvis.  In  this 
way  the  normal  rays  penetrate  the  inter  lobe 
in  its  greatest  thickness,  and  the  best  condi- 
tions are  found  for  obtaining  an  image.” 
The  lateral  view  as  it  is  frequently  resorted 
to  in  these  affections  is  only  useful  where  the 
interlobar  effusion  is  larger  than  usual. 
Under  these  circumstances  an  oblong  shadow 
may  be  observed  through  the  cardiac  den- 
sity running  obliquely  from  the  root  down- 
Avard  and  outward.  Naturally  small  effusions 
cannot  be  observed  in  this  position.  One  of 
the  distinct  contributions  to  the  diagnosis  of 
interlobar  pleurisy  with  effusion  is  that  de- 
veloped by  Dr.  Clyde  McNeill  of  Louisville 
and  which  for  convenience,  I speak  of  as  the 
McNeill  tilting  position.  Dr.  McNeill  has 
f=^hown  that  whenever  the  patient  bends  back- 
wards tending  toward  an  extreme  lordosis, 
the  back  being  to  the  plate  and  the  patient 
facing  the  tube,  it  brings  the  interlobar  septa 
horizontal  to  the  rays  leaving  the  tube,  and 
throAvs  on  the  screen  a triangular  density 
Avith  its  base  toAvard  the  hilum,  and  its  apex 


in  the  mid  lung  fields.  This  shadow  varies 
Avith  the  amount  of  fluid  and  the  position  of 
the  patient,  and  is  really  better  observed 
Avith  fluoroscopy  than  Avith  the  roentgeno- 
gram. 

The  cases  herewith  reported  are  undoubt- 
edly serous  effusions  and  tuberculous  in 
origin,  the  infection  probably  extending  from 
the  tracheo  bronchial  lymphnodes  by  way 
of  the  mediastinal  pleura  to  the  interlobar 
fi.ssure. 

The  tuberculin  tests  in  these  cases  gave  posi- 
tivie  reactions  in  four  and  negative  in  one. 
Tavo  were  not  tested.  The  condition  is  some- 
Avhat  chronic.  Small  effusions  have  a ten- 
dency to  clear  in  a few  Aveeks  to  a fcAV  months 
Av'hofi’eas  somie  have  persisted  for  three  to 
four  months.  The  following  case  reports 
indicate  its  chronicity  and  the  liability  to 
mistake  the  lesion  for  a more  serious  pul- 
monary affection. 

H.  U.,  age  15,  referred  with  a diagnosis 
lof  suspected  basal  tuberculosis,  March  14, 
1931.  Fluoroscopy  revealed  the  true  nature 
of  the  lesion.  A small  effusion  was  still  per- 
ceptible three  and  a half  months  after  the 
first  observation  although  his  bronchitis  had 
entirely  cleared.  Temperature  was  normlal 
on  all  occasions,  tuberculin  test  was  a weak 
positive  on  .1  milligram. 

Miss  B.  D.,  No.  52,727,  age:  33.  Physical 
signs  were  those  of  a bilateral  bronchitis, 
temperature  normal,  tuberculin  test  12  mil- 
limieters  on  one-tenth  milligfram.  Fluorol 
scopy  demonstrated  a medium  interlobar 
pleurisy  with  effusion  that  has  persisted  for 
three  months  with  cough  and  slight  mucoid 
expectoration  that  has  been  negative  for  tu- 
bercle bacilli. 

G.  D.,  No.  52,341.  age:  16.  Diagnosed  as 
Ameumonitis,  right  base.  There  was  a loose 
bilateral,  bronchial  cough  with  no  adventi- 
tious sounds.  Temperature  99.8.  Tuber- 
culin test  on  one-tenth  milligram  strongly 
pbbitive,  being  thirtv  millimeters  in  dia>- 
meter.  Pe-examination  August  20,  1931 

shows  the  bronchitis  to  be  practically  cleared 
although  there  is  a residual  thickening  of  the 
interlobar  septum  Avith  probably  a small 
amount  of  fluid  present. 

"W.  A.,  No.  50,727.  male.  AA'hite.  age:  14. 
Under  observation  of  the  dispensary  since 
1927  and  diaismosed  as  positive  for  a child- 
hood, tuberculous  infection.  Tuberculin  test 
negatiA'e  on  one-tenth  and  one  millierram  of 
tuberculin.  Patient  reported  tn  the  clinic 
May  7,  1931  AAuth  a deep  seated  bronchitis. 
Thero  AA'cre  bronchial  rales  and  rhonchi  scat- 
tered thropobout  both  bases,  more  marked  at 
the  fuferiov  ans-le  of  the  left  scaPAila.  The 
x-raA'  ill  ,\  P.  Dosilion  .s'Iioavs  a definite  pncn 
monitis  in  the  rifflit  base.  Pe-x-raA'  ';i\ 
monlhs  later  shoAvs  a definite,  median  infi'r- 
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lobar  pleurisy  with  effusion.  On  physical 
examination  there  was  a loose,  bilateral,  bron- 
chial cough  with  bronchial  rales  and  rhonchi 
throughout  both  bases  posteriorly.  The  tem- 
perature and  pulse  were  normal. 

D.  B.,  female,  white  age  9,  No.  54,996 : The 
temperature  and  pulse  were  normal.  The 
tuberculin  test  was  strongly  positive;  the 
physical  signs  were  those  of  a loose,  bilateral, 
bronchial  cough  with  a few  rhonchi  in  the 
right  base  and  a few  deep  seated,  inspiratory 
rales  and  rhonchi  in  the  right  second  inter- 
space. The  A.  P.  view  showed  an  inflamma- 
tory exudate  in  the  right  root  region  in  1928. 
The  McNeill  position  in  November,  1931 
shows  after  an  attack  of  bronchitis  a definite 
fan  shaped  thickening  of  the  median  inter- 
lobar septum  which  represents  a previous 
interlobar  pleurisy  wdth  effusion. 

F.  P.,  No.  48,893,  female,  white,  age : 34. 
Tuberculin  test  was  not  given.  The  physical 
examination  at  the  onset  and  termination  of 
the  pleurisy  was  essentially  negative.  The 
patient  was  not  examined  when  the  density 
was  at  its  maximum.  On  two  occasions 
tempei’ature  was  99.2  and  99.4.  The  films 
show  an  interlobar  pleurisy  that  extends  to 
the  midaxillary  line  and  is  observable  in  the 
lateral  position,  but  is  best  seen  in  the  Mc- 
Neill position. 

Mrs.  N.  0.,  No.  41,470,  female,  white  age : 
31.  The  physical  signs  were  those  of  bron- 
chitis. Temperrture  and  pulse  normal. 
X-ray  in  the  A.  P.  view  show's  an  inflam- 
matory exudate  in  the  right  root  at  the  base 
and  extending  outward  into  the  lung  field 
which  is  suggestive  of  an  interlobar  pleurisy. 
Since  this  was  suspected  of  being  interlobar 
pleuri.sy,  the  patient  w'as  called  back  for 
fluoroscopic  examination  August  1931,  and 
the  McNMII  position  on  this  occasion  w'as 
negative.  The  base  of  the  lung  w'as  clear 
indicating  that  the  process  had  absorbed. 

The  treatment  for  this  condition  is  basical- 
ly that  of  tuberculosis  a;nd  incidental  treat- 
ment for  the  associated  bronchitis.  Even  in 
the  absence  of  fever,  bed  rest  should  be  en- 
.joined  and  a full  nutritious  diet  administer- 
ed. In  the  w’av  of  medication  we  have  foimd 
simall  doses  of  the  iodides  particularly  bene- 
ficial esnieciallv  Tincture  of  Iodine,  IT.  S.  P. 
drops  five,  three  times  daily  one  hour  be- 
fore meals.  For  children  this  is  used  half 
strength.  Cod  Liver  Oil  is  invariably  indi- 
cated and  is  to  be  recommended. 

After  the  bronchitis  and  pneumonitis  has 
apparently  cleared  as  demonstrated  by  phy- 
sical and  roentgenological  examination,  one 
niav  elect  to  continue  bed  rest  for  six  to 
eight  weeks  or  until  the  effusion  is  under- 
going retrogression.  Tim  child  may  be  per- 
mitted to  retnni  to  school  before  comnlele 
ai)snrption  takes  plac(‘  ])rovidiug  he  can  In' 


kept  under  strict  observation.  We  must 
recognize  this  condition  is  primarily  tuber- 
culous and  that  it  is  much  more  common  than 
we  have  been  led  to  believe. 

The  McNeill  position  is  invaluable  for  de- 
tecting these  small  effusions  in  the  right  in- 
terlobar fissures  and  should  be  used  routine- 
ly. So  far,  I have  not  recognised  any  inter- 
lobar pleurisies  with  effusion  on  the  left 
side.  This  may  be  due  to  the  anatomical 
position  of  the  septum  which  makes  a sharper 
descent  on  the  left  than  on  the  right.  The 
accumulation  of  fluid  is  favored  on  the 
right  side  by  the  shelflike  position  of  the 
median  septa. 

Conclusions 

Interlobar  pleurisy  with  etfusion  is  a rela- 
tively common  affection  and  should  always 
be  suspected  in  the  presence  of  a deep  seated 
bronchitis. 
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DISCUSSION 

J.  Rowan  Morrison:  I have  thoroughly  en- 
joyed this  paper  as  I do  all  of  Dr.  Miller’s  es- 
says. He  has  demonstrated  pretty  conclusively 
that  we  can  not  tell  all  about  the  chest  from 
the  antero-posterior  position.  When  Dr.  Mc- 
Neill showed  me  some  of  his  early  pictures 
taken  in  the  tilted  position  I was  surprised  to 
see  how  it  brought  out  things  that  could  not 
possibly  have  been  detected  from  the  antero- 
posterior postion. 

Clyde  McNeill:  First  I want  to  express  my 

appreciation  to  Dr.  Miller  and  the  Society  for 
the  opportunity  to  meet  with  you  tonight  and 
to  hear  this  instructive  paper. 

Dr.  Miller  has  asked  me  ti  make  a few  re- 
marks on  the  technique  of  demonstrating  inter- 
lobar lesions,  and  to  show  several  films  illu- 
strating the  various  position.s.  Nearly  three 
years  ago  we  abandoned  stereoscopic  films  of 
the  chest  as  a routine  in  favor  of  anteropos- 
terior and  lateral  films.  During  the  last  two 
years  we  have  been  using  the  tilted  chest  posi- 
tion to  demonstrate  lesions  in  the  pleura  be- 
tween the  middle  and  lower  lobes  on  the  right, 
and  between  the  upper  and  lower  lobes  on  the 
•left.  The  details  of  this  position  are  being 
published  elsewhere.  Suffice  it  to  say  that  the 
patient  stands  in  front  of  a ]ilate-changer  and 
bends  backward  at  an  angle  of  45  degrees  so 
a.s  to  make  the  interlobar  pleura  perpendicular 
to  the  plate.  'I'he  film  that  T will  show  you  was 
the  fir.st  one  that  we  made  in  this  position. 
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In  the  anteroposterior  view  you  will  notice 
a lesion  that  resembles  a patch  of  bronchopneu- 
monia. The  edges  are  hazy  and  the  area  of 
apparent  consolidation  merges  into  the  sur- 
rounding tissues  without  a sharp  line  of  demar- 
cation. In  the  tilted  position  this  rounded 
shadow  with  distinct  edges  is  transformed  into 
a triangular  shadow  with  edges  as  sharp  as  if 
cut  with  a knife.  No  one  could  fail  to  make 
a diagnosis  of  an  interlobar  effusion. 

As  I understand  it,  the  patients  described  by 
D>’.  Miller  are  not  acutely  sick,  and  most  of 
these  lesions  are  probably  tuberculous  pleurisy 
with  effusion.  Our  first  case  was  a simple 
effusion  associated  with  cardiac  failure  in 
rheumatic  heart  disease.  Our  second  case  was 
interlobar  empyema.  In  the  anteroposterior  view 
interlobar  empyema  is  very  commonly  called 
bronchopneumonia  or  unresolved  pneumonia. 

Morris  Flexner:  Dr.  Miller’s  paper  is  both 

instructive  and  interesting,  but  there  are  one 
or  two  things  not  quite  clear  to  me ; first,  what 
percentage  of  these  cases  are  tuberculous;  sec- 
ond, do  these  patients  show  any  variation  in  the 
blood  count?  Practically  all  of  them,  I believe 
are  afebrile. 

Undoubtedly  many  of  these  cases  have  been 
mis-diagnosed  in  the  past;  we  have  all  seen  them 
and  called  them  unresolved  or  chronic  pneu- 
monias, and  I am  glad  that  Dr.  Miller  has  ap- 
parently found  a way  in  which  such  error  can 
be  avoided  in  the  future.  McNeill  posture  is 
also  a real  addition. 

Louis  Frank:  I wish  to  thank  Dr.  Miller,  and 

also  Dr.  McNeill,  for  one  of  the  most  instructive 
papers  I have  listened  to  in  a long  time.  This 
position  is  undoubtedly  of  great  value  as  an  aid 
to  diagnostic  accuracy,  but  the  point  of  chief  in- 
terest to  the  surgeon  is  the  possibility  of  ac- 
curately locating  pockets  of  fluid  which  in  many 
cases  cannot  be  satisfactorily  done  in  the  antero- 
posterior position.  Here  the  tilted  chest  position 
will  unquestionably  save  time  and  not  infre- 
quently the  necessity  for  two  or  more  operations 
before  we  can  definitely  locate  and  aspirate  the 
collection  of  fluid. 

J.  W.  M core:  I have  enjoyed  the  paper  very 

much  indeed  and  will  be  glad  to  hear  Dr.  Miller 
answer  the  questions  asked  by  Dr.  Flexner. 

I would  like  to  ask  if  the  bedside  unit  can 
be  used  for  the  lateral  position  Dr.  McNeill 
speaks  of? 

Clyflfi  McNeill:  Yes,  sir. 

J.  W.  Moore:  That  is  most  important.  It 
would  appear  to  be  hardly  necessary  to  make 
an  antero-posterior  picture  in  view  of  the  in- 
formation we  are  almost  certain  to  obtain  from 
the  lateral  position,  not  only  in  tuberculous  con- 
ditions but  also  in  cardio-vascular  diseases. 

I feel  greatly  indebted  to  Dr.  Miller  and  Dr. 
McNeill  for  their  instructive  exposition  of  this 
subject. 

J.  Garland  Sherrill:  I have  enjoyed  Dr.  Mil- 


ler’s excellent  paper  very  much  and  wish  to 
thank  him  and  Dr.  McNeill  for  illustrating  this 
excellent  technique.  I think  Dr.  McNeill  is  too 
modest  in  disclaiming  credit  for  originating  it. 
Some  years  ago  I had  the  pleasure  of  seeing  a 
case  in  which  he  had  made  the  x-ray  examination 
and  demonstrated  veiy  clearly  a small  localized 
collection  of  fluid  in  the  cavity  of  the  lung.  It 
showed  not  only  the  size  of  the  abscess  cavity 
but  the  amount  of  fluid  present. 

Papers  of  this  kind  do  us  much  good,  showing 
the  constant  improvement  that  is  being  made  in 
x-ray  technique  and  enabling  us  to  make  a larger 
use  of  its  possibilities. 

One  very  valuable;  feature  of  Dr.  McNeill’s 
technique  is  that  it  offers  a means  of  diagnosing 
early  pneumonia.  On  several  occasions  I have 
been  saved  the  embarrassment  of  operating  for 
appendicitis  by  the  timely  diagnosis  of  pneu- 
monia which  was  later  confirmed  by  x-ray  ex- 
amination. I believe  this  method  will  often  en- 
able us  to  make  an  accurate  diagnosis  earlier 
and  serve  to  clarify  many  more  or  less  obscure 
conditions  in  the  chest;  for  instance,  in  cases, 
such  as  I have  seen,  where  xray  shows  a shadow 
that  we  take  to  be  an  aneurism,  and  yet  we  can- 
not get  the  pulsations,  but  upon  post-mortem 
we  find  that  an  aneurism  really  existed.  This 
method  should  be  of  great  aid  in  such  cases. 

A question  that  arises  in  the  treatment  of 
these  cases,  especially  where  they  are  afebrile, 
is  whether  it  is  wise  to  tap  them  or  let  them 
alone.  The  positive  location  of  the  collection  of 
fluid  by  Dr.  McNeill’s  method  will  in  many  cases 
save  both  the  surgeon  and  the  patient  the  em- 
barrassment of  tapping  without  finding  it. 

Chest  surgery  is  still  in  its  infancy  and  there 
is  always  the  question  how  best  to  handle  this 
type  of  cases;  whether  to  tap  and  wait  to  see 
what  happens  or  to  go  into  the  chest  and  break 
up  the  adhesions  between  the  two  layers  of  the 
pleura.  In  cases  where  there  are  tuberculous 
lesions  between  the  two  layers  of  the  pleura,  I 
believe  it  is  best  to  collapse  the  lung  and  allow 
Nature  to  take  its  course. 

E.  R.  Gernert:  I wish  to  express  my  appre- 

ciation for  being  invited  here  tonight  to  hear 
Dr.  Miller’s  paper,  which,  as  usual,  when  he  pre- 
sents a subject,  leaves  very  little  to  be  said,  and 
I can  only  emphasize  some  of  the  points  he 
brought  out. 

These  conditions  are  not  nearly  so  rare  as  we 
formerly  believed.  Many  cases  x-rayed  in  the 
antero-posterior  posi'^ion  have  been  mis-diagnosed 
as  pneumonitis  or  bronchitis  and  are  later  dem- 
onstrated to  be  intralobar  pleurisy. 

Physical  examiination  offers  vei-y  little  as  an 
aid  to  the  diagno.sis.  Probably  the  outstanding 
finding  is  a bronchitis,  which  may  be  slight  or 
marked.  Otherwise  the  physical  findings  are 
practically  negative. 

The  clinical  history  often  simulates  the  symp- 
toms of  tuberculosis;  the  patient’s  complaining 
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of  cough,  some  have  slight  loss  of  weight  and, 
almost  without  exception,  they  complain  of 
fatigue.  While  most  cases  are  afebrile  some  of 
them  run  a slight  degree  of  temperature,  the 
Highest  on  our  records  bemg  99.8'^  F. ; usuahy 
from  99°  to  99.4" . 

As  to  treatment,  such  cases  are  usually  put 
to  bed  for  four  to  six  weeks,  even  in  the  absence 
of  temperatuie.  If  they  make  good  progress  it 
is  all  right  to  let  them  return  to  school,  but  they 
are  still  required  to  take  a rest  period  of  two 
hours  every  afternoon,  and  take  cod  liver  oil  and 
tincture  of  iodine.  The  dose  of  iodine  being 
about  five  minims  one  or  one  and  one-half  hours 
before  meals,  well  diluted. 

In  view  of  the  facts  presented  here  tonight, 
I think  it  behooves  us  all,  in  cases  of  bron- 
chitis where  we  can  find  nothing  in  the  upper 
respiratory  tract  to  account  for  it,  to  x-ray  the 
patient  in  the  McNeill  position  to  ascertain 
vvhetuer  or  not  v'e  have  to  deal  with  an  intra- 
lobar  pleurisy. 

Clyde  McNeill,  (in  closing)  ; It  seems  that  I 
did  not'  make  myself  quite  clear  about  the  two 
positions.  The  tilted  chest  position  is  compara- 
tively unknown,  but  the  lateral  position  has 
been  used  for  along  time.  I remember  that  we 
were  using  it  in  Berlin  in  1923  in  studying  an- 
nular shadows.  If  a shadow  was  annular  in  both 
the  anteroposterior  and  lateral  views,  we  as- 
sumed that  the  lesion  was  spherical  and  there- 
fore a real  cavity. 

O.  O.  Miller,  (i7i  closing)  : I wish  to  thank 

the  gentlemen  for  their  liberal  discu.ssi'on  and 
commendatory  remarks.  Not  only  is  Dr.  Mc- 
Neill deserving  of  ciedit  for  having  originated 
the  tilted  chest  position,  but  he  was  the  first  man 
in  Louisville  to  emphasize  the  value  of  the  la- 
teral x-i-ay  in  routine  chest  work.  He  has  made 
a real  contribution  to  medicine  and  I wish  to 
take  this  opportunity  of  expressing  my  appre- 
ciation. 

Dr.  Flexner  asked  me  what  percentage  of  these 
cases  are  tuberculous.  I cannot  satisfactorily 
answer  that  question.  P'ive  of  these  patients 
•showed  positive  tuberculin  tests,  but  that  does 
not  necessarily  indicate  the  presence  of  tuber- 
culosis. However,  where  it  occurs  so  uniformly 
and  the  fluid  persists  over  a long  period  of  time, 
we  can  hardly  explain  it  on  any  other  ba.sis.  I 
am  willing  to  admit,  however,  that  a severe 
bronchitis  may  produce  interlobar  effusion. 
Some  writes  speak  of  it  as  Peri-incisuritis. 

In  a chest  clinic,  where  we  see  from  twenty  to 
thirty  patients  in  a single  morning,  it  is  almost 
impossible  for  us  to  do  anytning  more  than 
routine  physical  examination  and  fluoroscopy. 
In  a comparatively  few  especially  interesting 
cases,  some  of  the  students  may  make  a blood 
inunt  for  us. 

Regarding  Dr.  P’rank’s  discussion,  I believe 
that  in  intra-lobar  empyemas  the  use  of  this 
position  would  make  it  easy  to  locate  the  abscess 


and,  under  those  circumstances,  the  thing  to 
uo  is  to  aspirate.  Many  cases  are  on  record  in 
the  literature  that  have  been  aspirated  repeat- 
edly, and  there  appears  to  be  no  tendency  in 
these  cases  for  the  infection  to  follow  the  track 
of  the  needle  into  the  lung. 

I wish  to  thank  Dr.  Gernert  for  his  discussion. 
1 he  point  he  bi'ought  out  in  regard  to  the  after- 
noon rest  period  is  very  important. 

In  conclusion,  I believe  that  if  in  the  presence 
of  a severe  bronchiJis,  we  will  routinely  fluoro- 
scope  these  children  in  the  McNeill  position,  we 
will  be  amazed  at  the  number  of  cases  in  which 
we  will  detect  fluid  in  the  interlobar  fissure. 


FORUM 

To  the  Editor; 

I am  still  in  Princeton.  Haven’t  been  able  to 
get  out  of  this  city  since  September  16,  1931. 
I am  improving  slowly,  but  shall  not  be  able  to 
go  back  to  Eddyville  and  resume  my  practice 
before  about  April.  I will  delegate  one  of  the 
other  doctors  to  hold  an  election  and  collect 
the  dues  to  the  State  Medical. 

You  speak  of  the  great  importance  of  the 
American  Medical  Association.  We  country 
doctors,  general  practitioners,  don’t  think  the 
American  Association  is  of  much  benefit  to  us. 
We  believe  it  does  us  more  harm  than  good. 
The  American  Association,  the  medical  colleges 
and  the  city  doctors  are  combined  to  crush  the 
country  doctors  out  of  existence.  Very  few 
country  boys  will  ever  be  able  to  study  medicine 
under  the  standard  set  by  the  A.  M.  A.,  the 
medical  colleges  and  the  city  doctors.  The 
country  is  powerless  to  do  anything  under  the 
present  curriculum.  Every  councilman,  every 
delegate  and  everything  else  is  bound  by  this 
cruel  monopoly  to  crush  the  country  and  build 
up  the  cities  and  larger  towns.  All  the  dele- 
gates to  all  the  conventions  are  from  the  cities 
and  larger  towns,  largely  from  the  medical  col- 
leges— teachers  in  the  universities  and  colleges. 

They  are  men  that  don’t  realize  the  condition 
of  the  country;  and  there  are  thousands  in  the 
country  districts  suffering  and  dying  for  want 
of  medical  attention. 

You  speak  of  chiropractors.  We  think  any 
community  would  be  better  off  to  have  chiro- 
practors than  no  doctor  at  all. 

It  is  stated  that  thirty-two  coun'ies  in  the 
State  have  no  doctors  at  all.  Parts  of  Lyon, 
Livingson  and  Trigg  Counties  can’t  get  a doctor 
now,  and  in  a few  ytais  many  more  districts 
will  be  so  they  can’t  get  medical  aid.  Thou- 
sands of  people  are  suffering  and  dying  with- 
out the  attention  of  medical  aid. 

Yes,  I have  read  the  able  article  of  Dr.  V.  E. 
Simpson.  Di‘.  Simpson  is  an  able  man,  an  honor- 
able, wise,  doctor,  one  for  whom  I have  the 
greatest  respect,  but  Dr.  Simpson  don’t  know 
anything  about  conditions  in  the  country  any 
more  than  Braddock  knew  about  fighting  In- 
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dians,  and  he  misses  the  mark  as  badly  as  Brad- 
dock  did  in  his  famous  battle  with  the  Indians. 

Once  there  was  a queen  that  was  admonished 
that  a great  many  of  her  subjects  needed  help, 
needed  bread.  She  replied,  “If  they  have  no 
bread  let  them  eat  cake.”  Such  a silly  reply! 

So  the  A.  M.  A.,  the  city  doctors  and  the 
professors  in  the  medical  colleges  say  to  the 
country  people,  “Build  highways  and  good  roads 
and  hospitals,  and  we  will  furnish  you  all  the 
doctors  you  need.’”  Dont’  we  all  know  it  would 
take  from  fifty  to  a hundred  years  to  accom- 
plish all  this? 

Jefferson  County  and  Louisville  were  all 
countiy  at  one  time,  and  it  took  at  least  a hun- 
dred years  to  d velop  Jefferson  County.  No, 
we  country  doctors  dont  believe  there  is  any 
way  to  remedy  the  great  suffering  in  the 
sparsely  settled  districts  but  by  a graduated 
standard  in  the  requirements  to  practice  med- 
icine. 

A high  school  diploma,  four  years  in  medical 
college  and  one  year  interne,  diploma  as  gen- 
eral practitioners.  Let  him  practice  five  years 
as  a general  practitioner;  then,  if  he  desires, 
let  him  take  post-graduate  work  until  he  is 
thoroughly  qualified  for  his  specialty. 

This  will  give  the  country  boys  a chance  to 
make  doctors  and  it  will  produce  better  and 
more  competent  specialists. 

Yours  very  truly, 

W.  G.  KINSOLVING,  M.  D. 


BOOK  REVIEW 

SURGICAL  ERRORS  AND  SAFE- 
GUARDS. By  IMax  Tliorek,  M.  I).,  Snrgeon- 
iii-Cliicf,  the  American  Hospital,  Chicago; 
attending  Siu'geon,  Cook  County  Hospital; 
Cori-e,s[)onding  i\Ieinber,  Soeiete  des  Chirur- 
giens  de  Paris,  France;  Associate  , Royal 
Academy  of  Medicine,  Torino,  Italy;  Honor- 
airy  Corresponding  Member,  Egyptian  Medi- 
cal Association,  Etc.  With  a foreword  by 
Arthur  Dean  Revan,  M.  D.,  Professor  and 
Head  of  the  Department  of  Surgery,  Rush 
IMedical  College  of  the  University  of  Chicago. 

J.  B.  Lippeneott  Company,  Publishers, 
Philadelphia,  Montreal,  London. 

It  is  a duty  incumbent  upon  those  who 
have  had  considerable  experience  and  have, 
themselves,  pas.sed  through  the  painful  ordeal 
of  learning  what  is  erroneous  and  dangerous 
in  surgery,  to  record  and  pass  on  such  ac- 
quired knowdedge  for  the  benefit  of  the  in- 
experienced. While  it  is  human  to  err,  it  is 
inhuman  not  to  try,  if  jtossible,,  to  protect 
those  who  entrust  their  lives  into  our  hands 
from  aivoidable  failures  and  danger. 

The  author  in  this  valuable  volume  gives 
his  pei-sonal  experience  of  over  twenty-five 
,vears  in  the  practice  and  clinical  teaching  of 
general  surgery  justifies  him  in  aieting  with- 


out i)resumplion  or  vanity,  as  a mentor  to 
those  who  are  entering  on  the  perilous  paths 
of  surgical  practice  which  he  has  trodden. 
Indeed,  it  is  because  of  his  own  mistakes  and 
the  daingers  which  he  himself  has  met  that 
the  author  is  tilled  with  the  keen  desire  to 
impress  their  possibility  on  others,  so  that 
they  may  benefit  from  his  failui'es  and  dis- 
ajipointments. 

Although  many  of  the  matters  included  in 
this  volume  have  been  gathered  from  the  ex- 
perience of  others,  as  recorded  in  their  writ- 
ings and  from  constant  scientific  intercourse 
with  some  of  the  world’s  greatest  eontem- 
l>oraiy  surgeons,  the  chief  contributions  are 
the  author’s  personal  experience — things 
which  he  has  actually  lived  through. 

Although  the  era  of  the  furor  opieraiuli 
has  passed,  one  still  has  almost  daily  evidence 
of  the  disastrous  effects  of  major  surgical  pro- 
cedures, attempted  lightly  by  young,  or  even 
inexperienced  older  surgeons.  The  author 
would  in  no  way  dampen  the  ardor  of  the 
neo]diate,  or  check  his  ambition  to  acquire 
skill.  Still,  it  is  well  to  suppress  the  feelings 
of  cocksureness  and  egoistic  pride  (to  which 
the  writer,  unfortunately,  was  no  stranger), 
which  impel  the  novitiates  to  undertake  risks 
they  know  not  of,  and  which  often  lead  to 
disa.strous  results. 


BIOCHEMISTRY  IN  INTERNAL  MEDI- 
CINE. By  Max  Trumpei-,  Ph.  D.,  Clinical 
Chemist  and  Toxicologist;  formerly  in  charge 
of  the  Laboratories  of  Biochemistry  of  the 
-Jefferson  Medical  College  and  Hospital  and 
of  the  Psycho-Biochemistry  Laboratory, 
Graduate  School  of  Medicine,  University  of 
Pennsylvania,  Philadelphia,  and  Abraham 
Cantarow,  M.  D.,  Instructor  in  Medicine,  -lef- 
ferson  Medical  College,  Assistant  Attending 
Physician,  Philadelphia  General  Hospital ; in 
charge  of  Laboratory  of  Biochemistry,  -Jeffer- 
son Hospital.  With  a foreword  by  Elmer  H. 
Funk,  M.  D.,  Sutherland  M.  Prevost  Profes- 
sor of  Therapeutics  at  -Jefferson  Medical  Col- 
lege. 454  pages  with  illusti’ations.  Philadel- 
phia and  London  ; W.  B.  Saunders  Compnav, 
19.32.  Cloth,  $5.50  net. 

The  advancement  of  our  knowledge  of 
biochemical  changes  in  health  aind  in  disease 
has  been  mo.st  rapid,  and  many  of  the  con- 
ceptions of  a few  years  ago  have  been  com- 
pletely changed  or  modified.  This  book  will 
serve  to  acquaint  the  practitioner  with  the 
recent  adva'iiees,  many  of  which  are  to  be 
found  only  in  special  monographs  and  text 
books.  Jt  will  serve  as  a useful  companion 
volume  worthy  of  jiosition  among  those  other 
texts  which  co)istitute  the  working  library  of 
the  medical  student  and  especially  the  bu.sy 
practitioner. 
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OCTOBER  3,  4,  5,  6,  1932 


COUNTY  SOCIElY  RETORTS 

Jefferson:.  The  M'cy  program  of  the  Jeffer- 
son County  Medical  Society  will  be  as  follows 

May  2nd Case  Reports 

Retropharngeal  Abscess  in  a Child,  with  Au- 
topsy Findings,  Arniand  Cohen,  M.  D.,  Claude 
T.  Wolfe,  M.  D.,  0.  0.  Miller,  M.  D.  and  A.  J. 
Miller,  M.  D. 

(Title  to  he  announced),  H.  C.  Noland,  M‘.  I). 
Essay 

Non-Parasitic  Abscess  of  the  Liver,  with  Re- 
port of  Cases,  J.  Duffy  Hancock,  M.  D. 

May  16  th  ’ 

Address  (Title  to  be  announced),  Walter  C. 
Alvarez  of  the  Mayo  Clinic. 

GUY  AUD,  President, 

ULY  H.  SMITH,  Secretary. 


Franklin  The  Franklin  County  Medical  So- 
ciety met  in  regular  monthly  session  in  the 
Wiiting  Room  of  the  Capital  Hotel  at  12 
o’clock  noon,  on  April  7,  1932. 

The  meeting  was  called  to  order  by  the  presi- 
dent, Dr.  Heilman.  Members  present:  Drs. 

Ginn,  Snyder,  Patterson,  Griffey,  Goblin,  Jack- 
son,  Coleman,  Heilman,  Minish  and  Travis. 

Dr.  N.  B.  Smith,  D.  D.  S.,  guest  speaker, 
.spoke  on  “Co-operation  between  the  Dentists 
and  Doctors  of  Medicine.’’  Dr.  Smith’’s  talk 
was  instructive  and  enjoyed  by  all  present.  A 
free'  'discuissiojii  followed.  The  members  ad- 
journed to  the  Dining  Room  for  lunch. 

C.  E.  YOUMANS,  Secretary. 


Bourbon:  The  Bourbon  County  Medical  So- 

ciety met  on  Thursday  evening,  March  17th  at 
7 :30  o’clock  this  being  the  regular  monthly  meet- 
ing date.  The  meeting  was  held  in  the  County 
Court  Room  of  the  Court  House,  Paris,  Ken- 
tucky. 

The,  following  members  were  present:  Drs. 

C.  G.  Daugherty,  J.  A.  Orr,  P.  L.  McClure,  R. 
M.  Blemaker,  W.  B.  Hopkins,  B.  N.  Pittinger 
and  M.  J.  Stern. 

Visitors:  Drs.  D.  B.  Harding,  C.  L.  Barrett 

and  Scott  Breckinridge,  Lexington;  Russell  Ken- 
ney, Robert  Hall  and  Carey  Kenney,  Paris. 

Dr.  D.  B.  Harding,  Lexington,  read  a paper 
on  “Cholecystography”  illustrated  with  numer- 
ous lantern  slides,  showing  normal  and  abnor- 
mal gall  bladder  shadows. 

The  discussion  was  opened  by  Dr.  C.  G. 
Daugherty,  followed  by  Dr.  Stern  and  Dr.  Ori'. 
'I'he  discussion  was  closed  by  Dr.  Harding. 

Mention  picture  of  Spinal  Anesthesia  was 
presented.  Meeting  adjourned. 

MILTON  J.  STERN,  Secretary. 


Grant:  The  Grant  County  Mtedical  Society 

met  at  the  office  of  the  Health  Department, 
Wednesday  evening,  March  16,  1932  at  7:30 
o’clock  with  the  following  members  present: 
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Drs.  A.  L).  Blaine,  J.  D.  George,  J.  VV.  Aber- 
nathy, C.  D.  O’Hara,  N.  H.  Ellis,  C.  M.  Eckler, 
J.  T.  Stephenson,  D.  D.  S.,  and  C.  A.  Eckler 
with  Dr.  J.  W.  Abernathy  in  the  chair.  There 
being  no  business  of  importance  and  after- 
reading  the  minutes  of  last  meeting,  we  entered 
into  the  subject  of  Case  Reports  since  our  last 
meeting. 

Dr.  A.  D.  Blaine  reported  a case  of  Influenza 
in  a young  boy  running  an  axillary  temperature 
of  106  degrees,  probalbly  of  intestinal  origin. 

An  interesting  case  in  Obstetrics  was  reported 
by  Dr.  J.  D.  George  which  was  quite  out  of  the 
ordinary  and  not  experienced  by  many  in  thp 
society.  Dr.  George  also  reported  a bad  case 
of  Urticaria  (Hives)  cured  promptly  by  hypo- 
dermic dose  of  Adrenalin.  He  also  reported  a 
case  of  Rheumatism  with  a Prodromal  Exanthma 
resembling  Measles  long  before  the  involve- 
ments of  the  joints. 

At  this  time  our  society  learned  of  the  illness 
of  our  brother  doccor,  R.  E.  Limerick,  who  is 
confined  to  his  home  with  Influenza,  and  the 
society  extended  him  their  profound  sympathy 
and  instructed  the  secretary  to  write  him  ex- 
pressing their  wish  for  a speedy  recovery. 

The  subject  for  the  evening,  “Influenza  and 
It’s  Complications’’  In  the  absence  of  Dr.  J.  L. 
Price,  who  was  to  open  the  discussion,  was 
opened  by  Dr.  C.  M.  Eckler.  He  enumerated 
various  types  and  phases  of  this  dreaded  dis- 
ease, such  as  Ear  Complications,  Sinus  Trouble, 
but  has  had  no  compications,  as  yet,  of  Pneu- 
monia. He  cites  the  use  of  Mulfords  Serum, 
used  as  a preventative  in  15  cases  of  telephone 
men  and  none  have  contracted  tbe  disease  as 
yet,  he  stressed  the  point  of  warning  a patient 
of  secondary  temperature  that  occurs  after  the 
first  temperature  has  left.  He  urges  that  all 
case.s  of  temperature  rest  in  bed.  He  believes 
Intluenza,  in  itself,  is  harmless,  but  paves  the 
way  for  something  else. 

Dr.  Ellis  believes  in  taking  care  of  yourself 
during  convalesence  and  stresses  the  use  of  cas- 
tor oil  in  Influenza.  He  reports  numerous 
cases  of  relapses,  as  most  frequent  in  this  dis- 
ease. 

Dr.  Abernathy  has  had  many  cases  of  the 
Intestinal  type  in  this  season,  has  had  one 
woman,  aged  50  years,  to  die  of  abscess  of  the 
liver  following  Influenza.  The  doctor  stated  he 
sees  more  cases  of  Appendicitis  empyma  follow- 
ing an  epidemic  of  the  flu  than  at  any  other 
time. 

Talks  were  made  on  personal  experience  and 
different  treatments  discussed  until  quite  a late 
hour,  and  leach  one  felt  that  he  had  profited  by 
attending  this  meeting. 

Subject  for  next  meeting,  “Rheumatism.” 
Discussion  opened  by  Dr.  C.  M.  Eckler. 

C.  A.  ECKLER,  Secretary. 


Mason:  The  regular  meeting  of  the  Mason 

County  Medical  Society  was  held  at  the  Hays- 


wood  Hospital  on  Wednesday  evening,  February 
.lOth,  1932.  Dr.  L.  H.  Long,  presiding,  'fhc 
following  doctors  were  present:  Hold,  St  irk, 

Phillips,  Carringan,  Morgan,  Quigley,  Patton, 
Long  and  Murphy.  Dr.  and  Mrs.  Grame  Mitchell 
of  Cincinnati,  were  guests  of  the  Society.  Tlie 
minutes  of  the  January  meeting  were  read  and 
approved.  Drs.  Carringan  and  Stark  were  ad- 
mitted to  the  Society,  according  to  Chaprer  1 , 
Section  HI  of  the  By-laws,  Dr.  Stark  being  ad- 
mitted from  Harlan  County  Society  and  Di-. 
Carrigan  from  Ohio.  'I'here  were  no  clinical 
cases  to  be  brought  before  the  Society. 

Dr.  A.  Grame  Mitchell,  gave  an  excellent 
lecture  on  “Nutrition.”  The  following  notes 
were  taken  from  hisi  lecture:  ‘A  food  for  an 

individual  must  not  only  be  chemically  balanced 
but  be  psychologically  right.’  He  illustrated  the 
correct  food  for  an  individual  with  the  following 
chart:  Sufficient  energy.  Sufficient  and  correct 

protein.  Correct  mineral  balance.  Accessory  sub- 
stance,— ^vitamins.  Sufficient  fluid  content.  Dig- 
estibility. 

Dr.  Mitchell  went  into  detail  to  explain  each 
one  of  these  necessities.  He  reminded  us  that 
there  were  many  different  baby  foods  on  the 
market  and  that  many  foods  were  made  up  in 
the  home,  that  some  had  added  alkalis,  others 
had  added  acids,  ,and  yet  the  average  well  baby 
was  able  to  tolerate,  digest  and  gain  weight  on 
most  any  of  them.  He  called  our  attention  to 
the  fact  that  to  get  sufficient  energy,  some  foods 
contained  high  fat,  others  carbohydrates,  but 
Chat  the  balby  was  smart  enough  to  get  its  suf- 
ficient energy  from  either.  In  regards  to  the 
protein  content  of  a food,  it  was  generally  con- 
ceded that  four  grams  to  the  pound  were  neces- 
sary in  the  first  year  of  life,  and  at  least  15% 
protein.  Older  children  or  adults  should  have 
2-3  of  this  as  animal  protein  and  1-3  vegetable. 
It  is  generally  considered  that  adults  need  1-2 
gram  of  protein  for  each  Icilogram  of  body 
weight. 

The  accessory  substances  on  his  chart  referred 
to  the  necessary  vitamins.  Dr.  Mitchell  said  we 
all  knew  that  the  vitamin  theory  had-  been  over 
exploited,  but  nearly  every  baby  is  now  getting 
cod  liver  oil  and  orange  juice,  that  whereas  you 
used  to  see  many  cases  of  acurvy,  you  seldom 
see  more  than  one  or  two  cases  in  a year’s  time. 
Dr.  Mitchell  states  that  the  average  infant  needs 
2 Vz  ounces  of  food  for  every  pound  of  body 
weight  per  day. 

At  this  point.  Dr.  Mitchell  gave  a definition  of 
“Nutrition”  which  he  said  was  merely  a sum- 
mary of  all  he  had  said  before.  In  closing  he 
urged  us  not  to  forget  that  a baby  needs  iron 
at  10  months,  an  egg  at  one  year,  and  meat  at 
18  months.  His  lecture  was  di..cussed  by  prac- 
tically every  one  present,  and  many  expressed 
the  thought  that  his  lecture  was  like  a post 
graduate  course.  Meeting  adjourned. 

ALLEN  F.  MURPHY,  Secretary. 

L.  H.  LONG,  President. 
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A KEY  TO  THE  WHITE  HOi:SE  CON- 
FERENCE 

Tlie  publications  of  the  White  House  Coii- 
fereuce  on  Child  Health  and  Protection, 
when  complete,  will  represent  the  most  com- 
prehensive library  of  ehildhood  which  ha,s 
yet  been  assembled.  More  than  half  of  the 
total  forty  volumes  are  now  off  the  press. 
Each  new  book  appearing  sets  in  motion 
again  the  ever-widening  circle  of  interest  in 
the  Conference  findings. 

The  I’eports  in  the  volumes  now  availaltle 
are  serving  as  guides  for  workers  in  many 
specialized  fields  of  child  welfare.  One  volume, 
however,  White  House  Conference  1030, 
tells  the  whole  story  of  the  Conference  briefly 
and  in  a very  readable  fashion,  and  is  find- 
ing its  way  onto  book  shelves  in  private 
homes  as  well  as  into  the  reference  libraries 
of  leaders  of  civic  and  social  groups. 

White  House  Conference,  1930  contains 
the  significant  leading  speeches  of  the  Con- 
ference, including  those  of  President  Hoover 
a,nd  Ray  Lyman  Wilbur,  M.  D.,  the  Chair- 
man, together  with  abstracts  of  the  repoi'ts 
of  all  the  Conference  Committees,  and  the 
Oommittees’  recommendations. 

As  a large  edition  of  the  book  was  pub- 
lished, it  has  been  j)fossible  to  make  an  attrac- 
tive board  edition  available  at  50c,  includ- 
ing jiostage.  There  is  also  a cloth  edition  at 
$2.00.  The  book  may  be  obtained  through  the 
Conference  office,  Interior  Building,  Wash- 
ington, D.  C. 

Every  physician  in  Kentucky  should  have 
this  book  upon  his  desk  and  in  his  waiting 
room  for  his  patients. 


THE  PRELIMINARY  PROGRAM 

Elsewhere  in  this  issue  of  the  Journal  will 
be  found  the  preliminary  program  for  the 
82nd  Annual  Meeting  of  the  Kentucky  State 
Medical  Association,  which  will  be  held  in 
the  Roof  Garden  of  the  Brown  Hotel,  Louis- 
ville, October  3rd-6th.  This  program  is,  of 
course,  subject  to  change  and  modification, 
one  or  both.  Readers  of  the  Jocknal  will  b(‘ 
kept  informed,  through  tlu'se  eolumns,  of 
such  changes  or  modifications  as  ma.v  occur. 

In  view  of  the  acute  economic  depression 
pi'e.seiitly  obtaining,  it  has  been  deemed  wise 
to  dis|ieiise  with  all  social  features.  The  en- 


tire three-day  period  will  be  devoted  wholly 
to  .scientific  discussions. 

The  guest  speakeis  have  been  selected  with 
great  care  and  are  nationally  known.  Prac- 
ticall.v  all  the  e.x'hibit  space  ha,s  been  filled. 
-\Iembei-s  of  the  medical  profession  in  Louis- 
ville, almost  without  exception,  are  earnestly 
('ooperating  with  the  Committee  on  Arrange- 
ments in  efforts  to  make  the  coming  meeting 
one  of  the  best,  if  not  the  best,  every  held  by 
the  A.ssociation. 

Physicians  throughout  the  State  may  be- 
gin ])lanning  to  attend  with  every  assurapee 
that  the  time  consumed  could  not  be  more 
profitably  spent. 


COUNTY  SOCIETY  .AIEETINGS 

ft  is  gi’atifying  to  note  that,  with  the  open- 
ing of  Spring,  many  of  the  count.v  societies 
aire  having  splendid  meetings.  One  .such,  held 
at  Stearns,  McCreaiy  County,  iVIay  2nd,  is 
de.scribed  in  the  sub-joined  letter  to  the  Editor 
of  the  Journal  by  a visiting  Louisville  ))hy- 
sician,  Dr.  G.  G.  Altma.n.  At  these  meetings, 
members  of  the  Jefferson  County  Medical 
Society  seem  to  be  in  demand  as  speakers, 
which  is  a good  thing  alike  for  the  visitin)g 
physicians  and  the  ])hysicians  resident  in  the 
counties  visited.  Probably,  each  can  learn 
something  from  the  other. 

Dr.  Altman’s  letter  follows: 

To  the  Editor: 

I wish  to  express  my  sincere  gratitude  to 
,vou  and  Dr.  R.  M.  Smith,  the  secretary,  for 
the  opportunity  of  speaking  before  the  Mc- 
Creary County  Society  at  Stearns  on  May 
2nd.  Even  though  it  was  a long  trip,  and 
times  are  hard,  and  money  for  gasoline  is 
scarce,  we  never  bought  twenty  gallons  of 
gasoline  with  greater  pleasure. 

Our  President-Elect,  Dr.  Philip  F.  Bar- 
hour;  Dr.  R.  Hayes  Davis  and  myself  made 
the  trip,  reaching  Stearns  at  6 :15  P.  M. 
Some  forty-two  physicians  from  Somerset, 
Monticello,  Danville  and  surrounding  terri- 
tory, up  and  down  the  Cumberland  River, 
had  ajready  assembled  there.  In  addition, 
several  jmblic  health  nurses,  many  doctors’ 
wives  and  daughters  aud  county  officials,  and 
many  ])i’ominent  laymen  were  present. 

Aft(‘r  a wonderful  dinner  of  fried  chicken, 
hot  bi.scuits  and  a fruit  salad  that  wa,s  really 
a salad,  the  meeting  was  called  to  order  by 
Vice-President  A.  Bradley,  and  lastH  frem 
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8:00  o’clock  until  11:00  o’clock. 

Dr.  Barbour  and  Dr.  Davis  both  had  fine 
pa.pers,  dealing  with  practical  every-day  sub- 
jects. Each  was  well  received  and  widely  di.s- 
cussed.  My  own  effort,  the  final  on  the  pro- 
gram, seemingly  :nnet  with  a cordial  reception. 
1 tried  to  make  it  practical  and  helpful,  as 
well  as  simple,  so  that  the  truths  contained 
there  in  might  be  understood  and  made  use 
of  in  the  every-day  work  confronting  the 
p'lhysicians  in  their  goings  to  and  fro  over  the 
hills  and  through  the  valleys. 

All  in  all,  particularly  from  the  stand- 
point of  enthusiasm  and  interest,  1 believe 
it  was  the  best  meeting  of  its  kind  I have 
ever  attench'd  in  Kentucky. 

Mr.  IMitler,  General  Manager  of  the 
Stearns  Lumber  and  Coal  Comimny,  and  j\Ir. 
Bob  Steanis,  the  son  of  the  owner,  extended 
a splendid  welcome  and  a generous  hospital- 
ity, going  to  great  length  to  make  everybody 
feel  at  home. 

We  started  oii  the  return  journey  at  11  ;0<) 
P.  ]\r.  and  got  back  to  Louisville  at  4:00 
o’clock  in  the  morning.  As  T look  back  on  the 
meeting,  now  after  not  too  .much  sleep,  I r(>- 
})cat  wha,t  I began  with,  that  I arii  grateful 
for  the  o})])ortunity  whieli  you  provided  nu* 
of  meeting  the  fellows  in  the  Mcth'eary  s(>c- 
tion  and  of  participating  in  the  program. 


COCKSES  IN  PUBLIC  HEALTH 

Through  the  co-operation  of  the  State  Board 
of  Health  and  the  State  Health  Officer,  Dr. 
A.  T.  iMcCormack,  the  University  of  Ken- 
tucky is  offering  special  courses  in  Public 
Health  during  the  fir.st  of  the  Summer  Ses- 
sion this  year — June  14  to  July  16. 

These  courses  are  designed,  not  only  to 
meet  the  particular  needs  of  the  health 
workers  and  workers  in  related  fields,  but 
also  to  di.ssemiuate  knowledge  relative  to 
health  generally  to  university  students  and 
others.  They  include:  Personal  and  Coim 
munity  Health.  Public  Health,  Maternal  and 
Child  Health,  Health  Education  and  Health 
Supervision  of  Schools,  Tuberculosis  and 
Tuberculosis  Conti-ol,  Public  Health  Nursing, 
Ejiidemiology  and  Communicable  Hiselases 
and  Public  Health  Administration. 

Resident  members  of  the  University  Fa- 
culty, who  will  direct  these  courses,  are: 
J.  s'.  (’hamb(‘rs,  M.  D.,  Profes.sor  of  Health; 
().  H.  Pinney,  hi.  D.,  Professor  of  Health: 
W.  A.  Heinz,  M.  A.,  Assistant  Pi-ofc'ssor  of 
Health  : W.  A.  Fi'ceman,  hi.  1).,  P)'of('Ssoi 

of  Heallli  Admini.sl  ration  at  Jnlins  Hopkins 
University,  S(diool  of  Hygrt'in*  and  Preven- 
tive Medicine,  and  lOdwai'd  J.  ]\Inn-ay,  M.  1)., 
Dii'eetoi',  Julius  hlarks  Saniloriiim,  L(“,\ing- 
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ton,  constitute  the  non-resident  members  of 
the  Faculty. 

The  icourse  in  Epidemiology  and  Com- 
municable Diseases  is  for  health  officers  only, 
as  is  also  the  course  in  Public  Health  AdiUiin- 
i.stration.  Both  these  courses  will  be  under 
the  direction  of  Professor  Freeman. 

Public  Health  Nursing  embraces  a general 
course  covering  the  principles  and  practice 
of  j)ublic  health  nursing  and  is  for  nurses 
only.  This  course  will  be  under  the  joint 
direction  of  Margaret  L.  East,  R.  N.,  Direc- 
tor, Bureau  of  Public  Health  Nursing,  State 
Board  of  Health,  and  of  Virginia  IMartin, 
li.  N.,  Public  Health  Center,  Lexington. 

The  course  in  Health  Education  and 
Health  iSupervision  of  Schools  is  a general 
course  cohering  health  work  in  the  public 
•schools.  It  is  intended  for  health  officers, 
nurses  and  teachers.  This  course  will  be 
under  the  direction  of  Professor  Chambers. 

I’lie  M.  1).  degree  is  I'eipiired  for  admission 
to  the  courses  given  for  health  officers. 
Courses  for  otlun-  health  workers  are  open 
to  any  one  <)ualified  to  pursue  them. 

Special  lecturers  include  Arthur  T.  iMc- 
Cormack,  i\I.  D.,  State  Health  Officer;  P.  E. 
Bla'ckei'by,  M.  1).,  Assistant  State  Health 
Officer  ami  the  following  members  of  the 
Adjiiinistrative  Staff  of  the  State  Board  of 
Health:  J.  L.  Jones,  M.  D. ; Jethra  Han- 

cock, M.  D.;  Annie  S.  Veech,  M.  D;  L.  E. 
Smith,  M.  D.;  L.  H.  South,  M.  D. ; F.  C. 
Dugan,  '0.  E. ; Sarah  Vance  Dugan,  M.  S., 
and  John  AV.  Kelly. 

Detailed  information  in  regard  to  any  or 
all  of  these  courses  may  be  obtained  by  ad- 
dre,ssing  the  Director  of  Summer  Session, 
University  of  Kentucky,  Lexington. 


THE  POST  GRADUATE  COURSE 

Final  arrangements  have  been  completed 
for  the  post  graduate  course,  which  will  be 
held  in  Louisville  at  the  City  Ho.spital,  be- 
ginning Alonday,  June  6. 

The  jA’ogram  has  been  mailed  to  every 
physician  in  Kentucky  and  the  committee 
under  the  chairmanshij)  of  Dr.  C.  AV.  Hibbitt, 
has  endeavored  to  make  this  course  of  prac- 
tical value  and  has  selected  .subjects  for  dis- 
cussion that  confront  the  physiciap  and  sur- 
geon in  every  day  practice.  The  science  and 
art  of  medicine  is  constantl.v  changing  and 
the  doctor  who  does  not  attend  his  coiinty 
society  meedings  and  visits  a;  school  of  in- 
struction at  h'ast  once  a year,  revolves  in  his 
own  Utile  whiiipt)ol  whih'  the  gi'cat  current 
of  progress  flows  on  by  wider  shoi'es.  A 
good  ph\  si(  iaii  is  a sola.c(‘  and  ble.ssing  |,o  a 
(•(mMiiunity  and  a poor  one,  a immaei'. 

The  regisi  rat  ion  fee  is  only  .^2.00.  which  is 
williin  llie  limits  of  tlu'  most  depressed  purse. 
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Till']  KExNTUCKY  STATl']  MEDICAL 
ASSOCIATION  SUMMEll  POST 
IJHADUATE  COURSE 

CiENEKAli  pROCjKAJI 

City  Hospital — Louisville 
June  6-18,  1932 

The  following  out-of-town  graduates  of 
University  of  Louisville  School  of  IMedicine, 
who  are  also  connected  with  the  City  Hos- 
pital, will  address  visitors  and  the  local  pro- 
fession Monday,  June  6th,  beginning  at 
9 :00  A.  M. 

David  Polowe,  M.  D.,  Paterson,  N.  J. — The 
Specific  Gravity  of  the  Blood  in  Pregnancy 
and  in  the  Puerperiuni.  Lantern  Slides. 

Jack  Henry,  M.  D.,  University  of  Ten- 
nessee, Memphis,  Tenn. — Allergy  ; In  Theory 
and  Practice. 

A.  V.  Griswold,  M.  1).,  Cleveland,  0. — The 
Surgical  Treatment  of  Adhesive  Pericarditis. 


Lantern  Slides. 

C.  N.  Havana  ugh,  i\l.  1).,  Le.xingtoii — Tu- 
laremia with  Report  of  120  Cases.  Lantern 
Slides. 

M.  G.  Seibel,  M.  D.,  Watshingtoin  Univer- 
sity, St.  Louis,  Mo. — Tumors  of  the  Islands 
of  Langerhans  and  Hypoglycemia.  Lantern 
Slides. 

Harry  Beckman,  M.  D.,  University  of  Mar- 
quette, Milwaukee.  Wis. — A Note  on  the  Acid 
Treatment  of  Haj  Fever.  Lamtern  Slides. 

V.  V.  Anderson,  M.  D.,  New  York  City — 
Recent  Developments  in  Psychiatry. 

Otho  C.  Hudson,  M.  D.,  Brooklyn.  N.  Y. — 
Nicola)  Operation  for  Recurrent  Dislocation 
of  the  Shoulder.  Lantern  Slides. 

F.  P.  Helm,  M.  D.,  Miami,  Okla. — Treat- 
ment of  Sporotrichosis.  Lantern  Slides. 

Ermin  L.  Kay,  M.  D..  New  York  City — The 
Roll  of  the  Doctor  in  Aviation. 

REGISTRATION  FEE— $2.00 
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SCIENTIFIC  EDITORIAL 

LUT  CHILDREN  NEED  MOTHERS 

“Every  child  has  the  riglit  to  a mother — 
living  and  well.” — Alice  N.Rickett,  M.  D. 

This  slogan  has  for  nearly  ten  years  ap- 
peared on  the  leaflets  dealing  witn  maternal 
Health  distributed  by  the  Dureau  oi  Maternal 
and  Child  Healtn  of  the  Kentucky  State 
Board  of  Health.  Toward  the  accoiinplish- 
ment  of  this  goal,  the  public  health  agencies, 
official  and  non-official,  in  the  medical  pro- 
fession, in  org'anizations  and  as  individuals, 
and  many  interested  lay  groups  are  making 
every  effort. 

It  is  true  that  a Kentucky  mother  has  bet- 
ter than  ninety-nine  chances  out  of  a hun- 
dred of  living  to  care  for  her  child,  provided 
of  course,  that  she  does  not  get  run  over  by 
an  automobile  or  die  of  one  of  the  diseases 
to  which  all  of  us  are  subject.  But  even  this 
small  proportion  amounts  to  more  than  3UU 
deaths  a year  of  women  whom  Kentucky 
needs  most,  from  causes  peculiar  to  mother- 
hood; and  that  the  odds  in  favor  of  Kentucky 
mothers  can  be  made  a great  deal  better  than 
this,  no  one  doubts. 

The  prevention  of  .maternal  deaths  is  not 
such  a simple  matter  as  the  prevention  of 
deaths  from  smallpox,  diphtheria  or  typhoid 
fever.  It  is  merely  a question  of  making 
use  of  simple  preventive  procedures  that 
are — or  should  be — known  to  all,  ami  that 
are  available  to  all.  But  no  one  thing  quite 
as  easy  as  vaccination  will  prevent  maternal 
deaths.  In  fact,  in  the  present  state  of  our 
knowledge,  so.me  maternal  deaths  cannot  be 
prevented.  But  others  can. 

The  two  most  important  factors  in  the  pre- 
vention of  maternal  deaths  are  g’ood  doctors 
and  good  patients,  and  gettimg  them  together 
as  soon  as  the  baby  is  known  to  be  on  his 
way.  Of  course,  Kentucky  doctors  and  Ken- 
tucky patients  are  good,  and  the  maternal 
mortality  of  Kentucky  was  in  1927  the  second 
lowest  of  any  State.  During  the  vicissitudes 
of  1928  and  1929  this  good  record  could  not 
be  kept  up ; the  figures  for  later  years  are 
not  available.  But  these  preventable  deaths 
remain.  And  so  our  Kentucky  doctors  are 
striving  to  .make  themselves  better  doctors, 
and  the  State  Board  of  Health  and  other 
health  agencies  are  teaching  the  women  to 
be  better  patients,  and  to  consuilt  their 
doctors  early. 

The  physicians  have  shown  themselves  par- 
ticularly interested  in  this  i)roblem.  In  192(1 
the  State  Medical  Society  and  the  Louisville 
Obstetrical  Society  requested  a thorough  study 
of  every  maternal  death,  which  was  done  for 
the  years  1927  and  1928 ; in  that  same  year 
seventeen  special  lectures  on  obstetrics  were 


given  before  county  and  tUstrict  medical  so- 
cieties, usually  two  lectures  to  a group,  and 
were  attcimea  by  .more  tnaii  ZUU  piiysicians; 
and  in  the  summer  of  1931  five-uay  courses 
of  lectures  and  demonstrations  in  ohstetrics 
were  given  in  Glasgow  and  Hazard  by  a na- 
tionally known  authorijty, — under  the  aus- 
pices oi  the  medical  societies  of  the  surround- 
ing counties,  and  were  attended  by  filty- 
three  physicians.  These  three  features  were 
tinanced  by  the  United  States  Children  s 
Bureau,  at  the  instance  of  the  State  Bureau 
of  Maternal  and  Child  Health. 

Studies  like  the  one  mentioned  were  later 
requested  by  many  other  states,  and  under- 
taken in  fourteen  of  them. 

A preliminary  report  of  this  study  was 
given  to  the  medical  society  in  1929.  The 
iinal  report  is  nearly-  completed.  A total 
of  663  Kentucky  deaths  were  studied.  Some 
of  the  findings  of  most  general  interest  have 
to  do  with  the  279  deaths  from  puerperal 
septicemia  (child  bed  feverj  and  with  the  169 
deaths  from  puerperal  albuminuria  and  con- 
vulsions. It  has  been  well  known  that  these 
two  complications,  both  of  which  are  largel}*, 
though  not  entirely,  prevental)le,  caused  two- 
thirds  of  the  maternal  deaths.  But  this  study 
showed  that  J3  per  cent  of  the  deaths  fro.m 
puerperal  septicemia  followed  not  childbirth, 
but  early  termination  of  pregnancy,  in  many 
cases  due  to  intentional  interference  by  the 
wom,en  themselves.  And  that  of  the  deaths 
from  albuminuria  and  convulsions  in  the  lat- 
ter part  of  pregnancy  or  during  confinement, 
about  two-thirds  were  of  women  who  were 
not  seen  by  a physician  until  they  were  al- 
ready in  poor  condition,  including  about 
three-eighths  that  were  of  women  who  did 
not  see  a physician  until  after  they  had  al- 
ready had  convulsions!  Evidently  continuing 
efforts  toward  teaching  Kentucky  women  to 
be  good  patients  and  toward  bringing  doctor 
and  patient  together,  are  badly  needed. 

What  should  iirospeetive  mothers  know  in 
order  to  be  good  patients? 

1.  They  should  place  themselves  under  a 
competent  iihysieian  at  once. 

2.  They  should  know  the  danger  signals 
that,  heeded,  may  jn'event  disaster. 

3.  They  should  carefully  follow  the  doc- 
tor’s instructions. 

4.  Tihey  should  not  rush  their  doctor  against 
his  better  judgment  into  an  operation  that 
may  be  dangerous  for  mother  and  child. 

Prances  C.  Rothekt,  M.  D. 

U.  S.  Children’s  Bureau. 
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OFFICIAL  ANNOUNCEMENTS 

Preliminary  Program  Kentucky  State 
.Medical  Association,  Brown  Hotel 
October  3-6,  1932 
OEXEKAL  MEETINGS 
Tuesday,  October  4tii,  9 A.  M. 

Call  to  Order  l>y  tlie  President. 

Invocation. 

Address  of  Welcome. 

Respon.se  to  Address  of  Welcome 
Installation  of  President. 

1.  Acute  Gall  Bladder  Disease. 

2.  Radiation  of  Uterine  Cancer. 

3.  Recurrent  Dislocation  of  Shoulder. 

4.  Treatment  of  General  Infection  with 
Blood  Transfusion. 

Special  Order  at  12  ]\I. 

Oration  in  Surgery. 

Tuesday,  2:00  P.  M. 

1.  Relative  Value  and  Dangers  of  Spinal 
and  Inhalation  Anesthesias. 

2.  Diagnosis  and  Treatment  of  Injuries 
of  the  Abdomen. 

3.  Lung  Abscess  and  It.s  Treatment. 

Public  Meeting  at  8 .00  P.  ]\I. 
crystal  ball  rooji 
Ti  esday,  October  4 
President’s  Addre.ss. 

Annual  Oration. 

Wednesday,  October  5th,  9 A.  M. 

Case  Reports  (Limited  8 minutes  each) 

1 . Case  Report. 

2.  Case  Rejiort. 

3.  Ca.se  Report. 

4.  Diagnosi.s  and  Treatir.ent  of  Empyona 
of  Childhood. 

5.  Paroxysmal  Tachycardia. 

Symposium  on  Anemias  (Limited  10  minutes 

each)  Diagnosis  and  Treatment  of: 

6.  Pernicious  Anemia. 

7.  Agranulocytosis. 

8.  Lymphatic  Leukemia. 

9.  Indications  in  Anemia  for  Surgery  of 
the  Spleen. 

Special  Order  at  12:00  )M. 

Oration  in  Medicine. 

Wednesday,  2 :00  P.  M. 

1.  Etiology  and  Treatment  of  Asthma  in 
(Children. 

2.  Calcium  Metaboli.sm  in  Health  and 
Disease. 

3.  Relation  of  Ear,  Nose  and  Throat  to 
General  Infectious  Disease. 

Symposium  on  Obstetrics 
(Limited  10  minutes  each) 

4.  Pregnancy  and  Its  Complications. 

5.  Labor  and  Its  Complications. 

6.  Puerperium  and  Its  Complications. 


Thursday,  October  6th,  9 A.  JM. 

1.  Radical  Treatment  of  Joint  Tubercu- 
losis. 

2.  Relief  of  Prostatie  Obstruction  througli 
the  Uretha. 

Time  turned  over  to  University  of  Louis- 
ville. 

ORIGINAL  ARTICLES 

THE  PATHOLOGY  AND  PHYSIOLOGY 
OF  CHRONIC  CHOLECYSTITIS  AS 
A BASIS  FOR  DIAGNOSIS  AND 
TREATMENT* 

G.  Y.  Graves,  M.  D.,  F.  R.  C.  S. 
Bowling  Green. 

Chronic  cholecj'stitis  is  one  of  the  most 
freipient  diseases  from  which  adults  suffer. 
When  we  consiiler  that  iMentzer  fiound,  that, 
in  two  out  of  every  three  adults  autopsied, 
some  involvement  of  the  gall  bladder  Avas 
present,  we  are  faced  Avith  the  seriousness  of 
the  disease.  Not  all  of  these  sufferers  con- 
form to  the  older  vieAv  Avhich  regarded  as 
cases  of  choleej’stitis  only  those  Avho  had  re- 
curring attacks  of  biliary  colic.  One  of  the 
most  interesting  deA'elopments  of  modern 
medicine  is  the  gradual  evolution  of  the  idea 
that  a great  proportion  of  gastric  distress, 
much  semi-invalidism,  and  a moderate  per- 
centage of  cancer  is  due  to  chronic  inflam- 
mation of  the  gall  bladder. 

Gall  bladder  disease  is  tAvice  as  frequent  in 
A',  omen  as  men  ))robably  due  to  the  fact,  that 
in  pregnancy,  there  is  a hypercholesterolemia, 
associated  Avith  biliary  stasis,  and  ai  sedentary 
life.  It  is  unusual  for  a Avoman  Avho  has 
borne  four  or  more  children  to  escape  chole- 
cystitis. The  disease  may  occur  af  any  age, 
but  is  commonest  after  the  age  of  forty.  It 
used  ho  be  considered  that  B.  typhosis  and  B. 
coli  Avere  the  commonest  infecting  organisms, 
because  they  were  more  frequently  found 
in  the  bile.  Noav  we  regard  these  organi.sms 
in  the  bile  not  as  the  infecting  orgainisms,  but 
merely  as  the  by-product  excreted  by  the 
liver  and  holding  the  same  place  in  biliary  in- 
fections as  a bacteria  in  an  otherAvise  normal 
urinary  tract.  The  streptococcus  must  be  re- 
garded as  the  causative  agent  in  the  greater 
number  of  cases.  It  is  found  twice  as  often 
as  any  other  organism.  IllingAvorth  found 
it  present  in  34%  of  cultures  taken  from  the 
wall  of  the  gall  bladder  and  in  20%  from  those 
derived  from  the  cystic  gland.  These  or- 
ganisms usually  reach  the  gall  bladder  by 
Avay  of  the  blood  stream  or  lymphatics.  Bac- 
teriat  in  the  bile  has  no  more  effect  upon  a 
normal  gall  bladder  mucosa  than  bacteria,  in- 

*Read  before  Third  District  Medical  Society  of  Kentucky 
at  Bowling  Green;  June  17,  1931. 
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trc'duced  into  a normal,  nnlrauinatizod,  urin- 
ary bladder,  and  bacteria  neccr  ascend 
healthy  bile  ducts. 

The  chang'cs  which  these  bacteria  produce 
upon  the  gall  bladder  vary  from  microscopic 
to  marked  gross  alterations.  The  mucosa  will 
be  edematous,  swollen,  and  plentifully  filled 
with  inflammatory  cells.  The  beautiful,  del- 
icate villi,  which  offered  so  much  surface  for 
absorption,  have  become  thickened,  flatten- 
ed, and  swollen  ; their  epithelial  cells  filled 
with  mucin;  the  intercellular  spaces  filled 
with  inflammatory  fluids  and  cells.  Later 
granulation  tissiie  ai)i>ears,  slowly  followed 
l)y  fibrosis. 

These  changes  are  not  limited  to  the 
mucosa  alone.  They  extend  through  all  the 
coats  of  the  gall  bladder,  aiird  are  at  first 
focal  collections  of  iid'laniimatoiw  c(dls  aTid 
exudate  dilated  capillaries  ai’c  scon.  As  the 
fibdosis  continues,  the  miiseida/r  and  elastic 
tissues  become  la'plaeed  by  fibrous  tissues  so 
the  gall  bla-rlder  instead  of  being  ati  efficient 
distensible,  and  eontraetile  reservoir  beconu's 
a mere  inert,  fibi'ous  bag.  This  fibrosis  may 
lead  to  vi'iw  thick  walls  wbich  later  contract 
causing  tin'  lumen  of  the  gall  bladder  to  be- 
come very  small,  provided  the  cystic  duet  is 
lopen.  If  the  inflammatory  process  extends 
to  the  cystic  duct  before  theia-  is  too  great 
involvement  of  the  gall  bladder  itself,  a 
stenosis  of  the  duct  wilt  ta|ke  ])laee,  but  the 
igall  bladder  will  become  greatly  distetnbsd 
and  filled  with  a whitish  bile. 

The  strawberry  gall  bladdei-  is  one  of  the 
earliest  results  of  ehi’onie  infection  of  the 
gall  bladder.  In  this  condition  the  outside 
of  the  gall  bladder  may  appear  normal,  but 
if  the  organ  is  0))ened  its  i-eddened  mucosa 
is  studded  with  fine  yellow  specks.  These 
specks  are  an  altered  form  of  (diolesterol. 
Illingworth  believes  that  the  cholesterosis  is 
due  to  two  causes;  (1  ) Au  inei-eased  content 
of  cholesterol  in  the  bile  leads  to  an  increased 
absorption  by  the  niueosa  of  the  gall  bladder 
and  (2)  a change  in  the  chemical  and  physi- 
cal! state  of  the  absorbed  but  invisible  choles- 
terol which  renders  it  optically  active  and 
prevents  its  transport  leaves  it  stored  in  the 
walls  of  the  gall  bladder.  This  change  is 
most  often  due  to  chronic  inflammation  in 
the  walls  of  the  gajl  bladder. 

Althougli  gall  stones  are  found  in  55%  to 
75%  of  cholecystitis  cases,  the  calculi  are 
incidental  and  not  essential  to  gall  bladder 
disea/se.  Too  much  stress  has  been  laid  upon 
this  plresence  even  though  they  are  often  the 
cause  of  the  dramatic  symptoms  which  com- 
pel the  patient  to  con.sidt  her  jihysieian  for 
relief.  Cabot  has  aptlv  remarked,  “Litlle 
stones  like  li1th“  dogs  oi'len  make  the  londesi 
noise.  ” 

The  factors  leading  to  their  formation  are 


completely  understood.  There  are  two  dis- 
tinct tyi^es,  the  cholesteidn  and  the  bilirubin 
ealcium  stone. 

The  cholesterin  .stone  probably  is  the  re- 
sult of  metabolic  changes  in  the  gall  blad- 
der, occurring  very  freciuently  m cases  of 
cholesterosis.  In  the  presence  of  certain 
chronic  infections  the  passage  of  the  choles- 
terol is  delayed  and  becomes  deposited  in 
the  mucosa.  Conseipiently  the  bile  soon  be- 
comes supei-saturated  with  (diolesterol,  espe- 
cially in  the  presence  of  a hypercholesterole- 
mia and  using  detached  jiolyps  as  nuclei 
proceeds  to  deposit  cholesterin  and  thus  forms 
stones. 

The  bilirubin  calcium  stone  is  found  in  the 
liresence  of  gross  infection.  The  infection 
interferes  with  the  bile  salts  upon  whose 
presence  the  solubility  of  (diolesterin  and  of 
liile  pigments  depends.  In  some  way,  the 
Ph  of  the  bile  often  detiumiine  the  stability 
of  the  substances  in  the  bile. 

If  the  pathological  condition  were  con- 
fined to  the  gall  bladder  alone,  our  pi-oblem 
would  be  much  easier.  I Infortuimtely  the 
gall  bladder  disturhaaiee  is  transmitted  to 
othei'  jiarts  of  the  biliaiy  tract.  The  liver 
is  almost  constantly  involved  in  cholecystitis 
and  in  all  probability  tbe  seriousness  of  the 
disease  deiiends  upon  the  damage  done  to  the 
liv'f'r.  This  fact  has  a veiy  definite  place  in 
the  early  mortality  following  gall  bladder 
operations.  !>y  determination  of  the  amount 
of  phenoltetraiodophtbolein  in  the  bhaod 
(retcwition  due  to  liver  damage)  the  opera- 
tive risk  and  the  optimum  time  for  operation 
may  b(‘  determimal  to  a very  satisfactory  de- 
gree. A high  dye  retention  indicates  a high 
operative  risk,  ami  operation  should  be  under- 
taken only  after  careful  eonsiderat ioci  and 
with  a minimum  of  snreeiy.  In  all  eases, 
there  is  an  associated  he])atitis.  The  inflam- 
mation is  (dtiefly  in  the  interlobular  sheaths 
and  is  apparently  a [lericholangitis.  This 
would  suppoid  a lymphatic  siu’ead  of  the  in- 
fection from  the  gall  bladder.  AVilkie  showed 
that  this  was  true  when  he  demonstrated  that 
when  th('  gall  bladder  was  sepeuaited  from  the 
liver  by  tbe  omentum,  no  hepatitis  occurred 
even  thougb  the  gall  bladder  was  heavily  in- 
fected. 

Pancreatitis  as  a.i  comi)lieation  of  'holecysti- 
tis  is  .not  nearly  so  eommon  as  many  investi- 
gations bedieve,  but  it  occ  urs  fr(>((uently 
enough  to  be  given  very  serious  consideration. 
It  is  present  in  5^  to  25%  of  all  ease's  of 
chronic  cholecystitis.  Its  ])athogem'sis  is  not 
sufficiently  clean-.  Whetlu'r  the  infc'ction 
spreads  throng'll  tlie  Ix  iiiulntii-s,  by  tbe  blood 
stream,  or  by  regurgitation  of  infected  bile 
up  the  panereatit  duct  in  cases  of  spasm  of 
the  sphincter  of  Oddi,  has  not  lieen  definitely 
dc'-cifled.  'riirt'e  tyiies  of  pancreatitis  an-c' 
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found,  the  catarrhal,  chronic  iolerlobular, 
and  the  acute  hemorrlraigic.  1 prefer  Archi- 
bald’s (i.iiilanaition.  He  believes  that  three 
factors  are  necessary  to  produce  pancreatitis; 

(1)  A change  in  the  composition  of  the  bile 
tine  to  the  bacterial  action  which  increases 
the  proportion  of  bile  salts,  particularly  the 
taurocholates  and  diminishes  the  mucin; 

(2)  Spasm  of  the  sphincter  due  to  hypera- 
cidity of  igadl  stones,  ami  (3)  An  abnormal 
increase  in  the  pressure  in  the  biliary  system 
(a)  by  sudden  blocking  of  the  cystic  duct 
by  stone  or  inflammatory  swelling  (b)  b^'  a 
full  meal.  The  regurgitation  of  bile  under 
the  lower  pressure,  especially  if  there  is  suf- 
ficient mucin  to  protect  the  pancreatic  struc- 
tures from  the  irritating  bile  salts,  probably 
produce  the  first  two  varieties.  'I'lie  higher 
pressures  in  regurgitation  carrying  the  high- 
ly infective  bile  are  responsibile  for  the  acute 
jvancreatitis. 

The  functions  of  the  gall  bladder  are 
thi'ee:  (1)  storage  of  bile,  (2)  concentration 
of  the  bile,  and  (3)  discharge  of  bile  into  the 
duodeniuii  as  needed.  The  storage  of  bile 
would  be  insignificant  if  it  was  not  for  the 
second  function.  Normally  the  gall  bladder 
only  holds  one  to  one  and  one-half  ounces 
of  bile.  Fibrosis  of  the  walls  in  cholecystitis 
makes  its  mcaigrc  capacity  even  less.  If  the 
gall  bladder  infection  interferes  with  its 
concentrating  powers,  as  cholec.'ystogi’aphy 
shows;  then  its  aibility  to  store  bile  is  prac- 
tically absent.  AVhile  botli  the  lymphatic 
and  blood  supply  are  concerned  with  the  con- 
centration of  bile,  the  lyunphatics  are  the 
greatest  factor.  Inflannnatory  changes  in 
their  walls  obliterate  many  of  them  and 
greatly  interfere  with  their  activity.  The 
t't;^sis  of  the  blood  pti'esent  in  chronic  inflam- 
mation affect  the  absorptive  ability  of  the 
gall  bladder.  Other  factors  are  the  edemia 
of  the  tissues  and  the  smaller  surface  of  the 
muco.sa  due  to  thickening  anrl  flattening  of 
the  villi,  which  greatly  de(;rease  their  power 
of  absorption.  That  all  this  is  definitely 
true  is  shown  (It  by  the  inability  to  concen- 
trate the  various  dyes  used  in  cholecysto- 
graiphy,  (2)  by  the  ))resence  of  bih>  in  a dis- 
('ised  gall  bladder  whose  composition  is  al- 
most identical  with  that  in  the  common  duct. 

The  third  function,  the  discharge  of  bile 
in  the  duodenum,  is  overrated  in  the  normal 
individual.  'Oarlson  states  that  bile  is  con- 
tinually produced  and  continually  flows  into 
the  duodenum,  provided  there  is  no  obstruc- 
tion in  the  duct  .system,  even  in  prolonged 
fasting.  The  inference  that  bile  secreted  dur- 
ing fasting  is  stored  in  the  gall  bladder  is  not 
tni(‘.  The  gall  bbidder  is  not  of  sufficient 
size  to  boll  all  the  bile  secreted  during  this 
period,  in  spite  of  the  eoriciml rating  ability 
which  it  possesses.  Wlnm  we  eonsidei’  the  in- 


flamed, fibrous,  non-disteusible,  non-concen- 
trating, chronically  infected  gall  bladder  as 
a storage  reservoir,  the  situation  becomes 
absurd.  It  is  known  that  the  liver  secretes 
about  1500  c.  c.  of  bile  daily  and  the  digestive 
period  is  only  6 to  8 hours.  Is  it  reasonable 
to  expect  the  chronically  inflamed  organ 
to  store  the  portion  of  bile  produced  during 
the  fasting  period  and  to  release  it  daring 
digestion  ? No. 

The  gall  bladder  is  supposed  tO'  regulate 
the  biliary  pressure,  but  the  tonus  of  the  wall 
of  the  duodenum  probably  determines  the 
resistance  to  the  flow  of  bile  in  the  intestine. 
The  gall  bladder  may  act  as  a safety  valve 
to  keep  the  pressure  from  becoming  too  great 
but  even  then  it  is  not  necc.ssary  for  when 
the  pressure  becomes  great  enough  it  over- 
comes the  resistance  at  the  ampulla  and 
flows  into  the  duO'dennm.  In  chronic  chole- 
cystitis the  pressure  is  usually  at  an  even 
level  instead  of  showing  the  normal  varia- 
tion, so  that  the  organ  does  not  even  help 
regulate  the  intraductal  pressure.  As  a mat- 
ter of  fact,  reflexly  it  .may  increase  the  duo- 
denal tonus  to  such  a point  that  the  biliary 
pressure  may  be  so  increased  as  to  do  serious 
damage  to  the  liver. 

Inflammatory  lesions  of  the  gall  bladder 
produce  disturbances  of  the  neighboring  or- 
gans in  four  ways;  (1)  by  interfering  with 
its  physiological  functions,  (2)  by  reflex 
action,  (3)  by  direct  spread  of  the  infection, 
and  (4)  by  its  toxic  effects. 

The  physiological  functions  of  the  stomach 
are  interfered  with  by  the  ])roduetion  of  the 
hyperacid  secretion,  by  reification  of  the 
jiylorus  allowing  food  to  pass  along  before 
it  has  been  thoronghly  mixed  and  churned 
with  the  gastric  .juice,  and  by  allowing  the 
regurgitation  of  bile  and  duodenal  contents 
into  the  stomach  before  the  completion  of 
gastric  digestion. 

The  aiction  of  the  pancreas  is  interfered 
with  both  by  the  alteration  in  the  quality  of 
its  secretion  and  by  the  fact  that  it  does 
not  receive  sufficient  bile  to  act  at  its 
maximum  efficiency. 

Inflammatory  lesions  of  the  gall  bladder 
spread  by  the  lymphatic  to  the  neighboring 
portions  of  the  liver  to  produce  a hepatitis. 
This  is  proved  by  the  fact  that  the  hepatitis 
is  practically  always  present  in  this  region 
and  only  present  in  30%  of  those  sections 
taken  from  the  dome  of  the  liver.  Adhesions 
between  the  gall  bladder  and  pancreas  or  duo- 
denum may  allow  a direct  spread  of  the  in- 
fection to  these  org-ans. 

That  the  inflammatory  condition  has  a 
definite  toxic  effect  is  demonstrated  that 
many  myocardial  cases,  some  .joint  infections 
and  nephritis  (-ases  become  greatly  improved 
after  the  removal  of  the  chronic  gall  bladder. 
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The  sjuiiptoms  and  signs  of  cholecystitis 
and  icholelithiasis  are  extremely  varied.  From 
the  patient’s  pioint  of  view,  the  most  impor- 
tant symptom  is  pain,  which  may  be  of  three 
types,  (1)  biliary  colic,  (2j  biliary  ache,  and 
(3)  biliayy  dyspepsia. 

Biliary  colic  need  not  detain  us  for  it  is 
cmly  .seen  during  acute  evaicerbations  of  the 
disease. 

Biliary  Ache;  This  pain  has  an  insidiou.s 
beginning;  it  seldom  becomes  acute,  although 
often  interspersed  with  periods  of  biliary 
colic.  It  is  referred  to  the  right  subco.stal 
region  and  to  the  right  lumbar  region,  appear- 
ing to  extend  directly  through  the  abdomen. 
Generally  it  varies  from  a feeling  of  vague 
abdominal  di.scomfort  to  a definite  and 
localized  pain.  The  ache  may  cause  so  little 
inconvenieme  that  it  is  scarcely  noticeable  to 
the  patient  or  it  may  i)rostrate  him  during 
the  acute  exacerbations.  This  plain  is  due 
to  infection  in  part  or  all  of  the  biliary  tract. 
The  catarrhal  condition  of  the  bile  duet,  l).v 
their  increa.sed  resistance  to  the  flow,  increase 
the  tension  of  the  liver  and  inflamed  non- 
distensible  gaill  bladd(>r  thus  producing  pain. 
When  the  serous  covering  of  the  gall  bladder 
and  nmlersurface  of  the  diaphragm  are  in- 
volved, the  pain  may  be  referred  to  the  neck 
and  acromion  through  involvement  to  the 
terminal  twigs  of  the  right  phrenic  nerve. 
The  lumbar  ache  is  due  to  the  spread  of  tlie 
infection  of  the  j)ancreas.  Possibly  the  pull 
on  adhesions  to  neighboring  organs  causes 
part  of  it. 

The  third  type  of  discomfort,  biliary 
dyspepsia,  is  probably  the  most  common  aud 
the  least  frecjuently  diagnosed.  3’he  patient 
usually  gives  a history  of  a feeling  of 
weight  and  fullness  in  the  ei)igastrium  begin- 
ning about  thirty  minutef  after  meails  and 
la.sting  two  or  three  hours.  It  is  often  accom- 
panied by  dull  ache  under  the  left  .scai)iula, 
flatulence  from  which  belching  and  vomiting 
may  give  relief.  Often  the  patient  discovers 
ai  glass  lof  hot  water  will  give  relief.  Grif- 
fiths considers  the  drinking  of  hot  water  after 
meals  by  a woman  'as  diagnostic  of  gall 
stones. 

Vomiting  is  a common  symptom  especially 
if  gall  .stones  are  present.  It  is  almost  al- 
ways present  in  the  acute  exacerbations,  and 
it  is  frequently  Aunlent  and  associated  with 
nau.sea.  Vomiting  in  (dironic  icholecystihis 
is  not  so  frequent,  occurs  usually  after  a full 
meal,  and'  is  small  in  quantity  and  watery. 
It  is  associated  with  but  little  nausea.  It  is 
probably  due  to  direct  irritation  of  the 
mucous  membrane  of  the  stomach  which  is 
hypersensitive  as  a result  of  long-  inutation 
by  the  abnoianal  duodenal  lad'lux  and  the  in- 
creased aicidity  of  the  gast ric  juice.  In 
jaundiced  patients,  the  patient  vomits  a 


small  (piantity  after  each  meal  and,  as  the 
jaiundice  increases,  vonuting  increases,  as 
jaundice  decreases  vomiting  decreases.  It  is 
due  to  the  gastric  irritability  described  above, 
a.ssociated  with  the  tcccic  effect  of  bile  in  the 
blood  stream  on  the  vomiting  center  of  the 
medulla. 

Vomiting  may  be  due  to  the  chronic  pan- 
creatitis associated  with  gall  bladder  disea.se. 
The  attacks  generally  last  for  several  days  to 
weeks.  They  are  associated  with  a mild  diar- 
rhea, with  fatty,  foul-smelling,  undigested 
stools.  There  is  little  nausea ; wasting  may 
be  extreme. 

tlaundice  is  supposed  to  be  a classical  symp^ 
tom  but  is  found  only  in  about  10%  to  20% 
of  the  cases.  Jaundice  associated  with  gall 
bladder  disea.se  is  essentially  of  the  obstruc- 
tive type.  This  may  be  intermittent,  remit- 
tent, or  continuous.  It  may  be  caused  by  stone, 
adhesions  oi-  (-hronic  pancreatitis. 

Inspection  of  the  abdomen  rarely  reveals 
anything.  The  most  common  sign  of  gall 
bladder  disease  is  tenderness  below  the  right 
costal  cartilage,  which  may  be  associated  with 
tenderness  under  the  ensifonn  cartilage  due 
to  inflammatory  invrJvement  of  the  stomach. 
Occasionally  there  is  deej)  tenderness  about 
three  inches  to  the  right  of  the  spine  and  on 
the  level  of  the  third  rib.  This  is  probably 
due  to  the  sjcread  of  infection  on  the  parietal 
peritoneum,  and  then  by  the  extra  peritoneal 
lymphatics  to  this,  the  most  dependent  i^oint, 
when  the  patient  is  lying  down.  When  the 
|)ancreas  is  involved,  there  will  be  an  a^rca 
of  tenderness  lower  down  and  to  the  right, 
and  oftcMi  extending  to  the  left  of  the  second 
lumbar  vertebrae.  Percussion  and  auscula- 
tion  often  reveals  the  stomaicb  to  be  enlarged. 

lleflexly,  the  infection  in  the  gall  bladder 
may  stimulate  either  the  vaigxis  or  the  lym- 
phatic system.  The  vagus  is  stimulated  in 
the  majority  of  instances,  but  in  the  more 
acute  infections  there  is  an  increased  action 
of  that  portion  of  the  sympathetic  system 
which  has  been  derived  from  the  ninth  thor- 
acic segment. 

Keflex  irritation  of  the  vagus  has  its 
principal  action  upon  the  stomach  causng  an 
increase  in  the  amount  and  aciding  of  the 
gastric  juice,  associafted  with  a relaxed 
pylorus  and  regurgitation  of  the  duodenal 
contents,  which  are  more  copious  due  to  the 
increased  pancreatic  secretion.  Alteration 
in  the  secretions  of  the  stomach  and  pan- 
creas often  are  a.ssociated  with  pain.  The 
dyspepsia,  flatulence,  and  often  referred 
pain  to  the  left  scapular  region  are  due  to 
the  hyperacidity. 

Many  conflicting  reports  as  to  the  pres- 
ence of  hyperacidity,  hypo-acidity,  or  aii 
acidity  are  given  in  the  literature.  Most  of 
them  show  a deficiency  in  free  aicid. 
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Whether  this  is  true  hypochlorhydria  due  to 
lack  of  secretion  or  a false  hypersecretion  of 
IICL.  but  at  the  same  time  the  relaxed 
pylorus  allows  the  alkaline  duodenal  content 
to  i)a«s  back  into  the  stomach,  thus  partially 
neutralizing-  the  secretion. 

In  most  cases  of  cholecystitis,  the  test  .meal 
will  show  a decrease  in  HCL.  with  a corres- 
ponding increase  in  the  mineral  chlorides  sug- 
gesting- that  the  increase  at  the  expense  of 
the  free  IICL.  i.  e.  the  acid  was  first  secreted 
but  later  neutalized  by  duodenal  regurgita- 
tion. If  it  were  a true  hypochlorhydria,  the 
free  HCL.  wo\ild  be  diminished  in  quantity, 
but  tlie  mineral  chlorides  wo\dd  be  about 
normal.  In  hypoerchlorhydria  the  HCL.  is 
crca.sed,  while  the  mineral  chlorides  remain 
about  normal. 

According  to  Hriffiths  the  test  meal  in  90% 
of  chronic  cholecystitis  is  of  the  regurgitant 
type,  S'/v  ti-ue  hyp,erchlorhydriMs  and  2% 
true  hypochlorhydrias.  Other  explanations 
of  the  cause  of  im-rea-sed  gastric  secretion 
are  (1)  the  natural  reaction  of  the  stomach 
mucosa  to  a foreign  alkali  or  (2)  a general 
<lecrea.se  in  the  alkalinity  of  the  body  ti.ssues. 
The  reflex  irritability  of  the  vagus  is  prob- 
ably the  best  explanation  of  the  regurgitant 
type. 

'Phe  hyperchlorhydria  tyi>e  may  be  due  to 
three  causes  or  to  a combination  of  them, 
(1)  the  regui-gitati'on  in  the  stomach  is  less 
than  normal,  (2)  due  to  ))a:icreatitis  the  pan- 
ci-eatic  secretion  is  much  less  in  quantity 
and  alkalinity,  oi-  (3)  due  to  .stronger  stimuli, 
the  sympathetic  system  is  activated  causing 
a spasm  of  the  sphincter  of 

Oddi.  At  the  same  time  the  pancreatic  secre- 
tion is  much  smaller  than  normal  and  prob- 
ably of  deficient  quality. 

True  hypochlorhydria  may  be  due  to 
(1)  an  intercurrent  di.sease  or  (2)  chronic, 
gasti-itis  due  to  the  focal  infection  in  the  gall 
bladder. 

No  paper  upon  gall  bladder  disease  could 
be  complete  without  some  reference  to 
cholecystography  -which  has  reduced  the  diag- 
nosis of  gall  bladder  disease  from  a matter 
of  guess  work  to  an  et^act  science.  It  em- 
bodies an  entirely  new  radiological  ])riucii)le, 
namelj^  the  utilization  of  the  specific  func- 
tions of  the  biliary  system  to  creale  a dif- 
ference in  density.  Physiologically  the  dyes 
employed  are  excreted  by  the  liver,  reach  the 
gall  bladder  in  ever-increasing  quantities, 
and'  there  by  the  extraction  of  the  water  from 
the  bile  the  concentration  beco.mes  great 
enough  to  render  the  gall  bladder  opaque  to 
the  x-ray.  If  the  gall  bladder  is  disea.sed, 
the  film  shows  little  or  no  slurdow  din*  to  in- 
abilil_\-  to  (‘onc(‘nti-atc  the  bile.  Slones  ai-c 
often  rendered  visible  by  theii-  contrast  with 
the  o))a(|n(‘  dye.  Fixation  and  pei-sistent  ile- 


formity  of  the  cholecystograms  are  signs  of 
pericholecystitis.  Retarded  at)lpearance  of 
the  shadow  and  constancy  of  size  of  the  chole- 
cystograms are  other  signs  of  the  pathological 
gall  bladder.  Graham  found  cholecystO'graphy 
to  give  the  correct  diagnosis  as  97.5%. 

The  medical  treatment  of  chronic  chole- 
cystitis needs  very  little  comment.  'Phere  is 
no  conclusive  evidence  that  medicine  has  any 
direct  effect  upon  the  disease  itself.  Its 
whole  reputation  rests  upon  three  insecure 
foundations:  (1)  the  sterilization  of  the  bile 
accomplishes  the  cure  of  chronic  cholecytitis ; 
(2)  that,  by  Lyon  IMeltzer  duodenal  di’ain- 
age,  the  gall  bladder  may  be  drained  of  its 
pathological  consents  and  thus  bring  it  back 
to  normal  ; and  (3)  cholelithiasis  is  notorious 
for  its  intermissions  of  improvement. 

As  for  the  first,  ]mthoiogicall,v  the  infec- 
tion is  deej)  within  the  gall  bladder  walls,  it 
is  blood'  borne.  It  is  not  ri'asonable  to  expect 
any  antiseptic  secreted  in  the  bile  1o  pene- 
trate deeply  into  the  muscxdar  and  serous 
coats.  As  for  sterilizing  the  bile,  Illingworth 
found  it  sterile  in  60%  of  undoubted  cases  of 
(-hronic  cholec.vstitis. 

The  .second  is  based  upon  a wrong  concej)- 
fion,  otherwise  we  would  give  large  quantities 
of  fats  which  emi)ties  the  gall  bladder  more 
efficiently  than  a)iy  other  substance.  Be- 
sides, if  it  is  to  be  any  good,  it  should  be 
continuous  instead'  of  an  hour  or  so  twice  a 
week.  No  one  woidd  drain  an  abscess  or  an 
infection  in  other  portions  of  the  body  so 
inefficiently  and  expect  good  results. 

The  rei)utation'  of  medical  treatments  rests 
upon  the  last  factor,  the  intermission  of 
symptoms.  The  doctoi-  treats  the  patient 
awhile;  and  intermission  occurs,  and  he  thinks 
he  has  cured  the  M-oman.  After  the  disease 
reasserts  itself,  the  patient  visits  someone 
else,  so  the  original  physician  is  under  the 
impression  that  he  has  helped  the  ]>atient. 
IMedieine  has  a definite  place  not  in  treating 
the  cholecystitis  but  in  treating  its  complica- 
tions and  preparing  the  ]iatient  for  opera- 
tion. Here  glucose  is  used  to  aid  the  liver. 
'Ghrdiac  and  renal  diseases  are  treated.  Cal- 
cium chloi-ide  is  given  intravenously  to  ob- 
viate danger  of  hemorrhage  in  jaundice. 

The  treatment  is  surgical,  and  the  sooner 
surgery  is  resorted  to  the  l)etter  it  is  for  the 
patient.  Imte  surgery  is  not  entirely  satis- 
factory, because  of  the  resultant  damage  to 
other  structures  in  the  body.  ]\fost  surgeons 
believe  the  gall  bladder  shoidd  be  removed, 
but  many  still  thirdc  that  drainage  of  the 
gall  bladder  is  the  opei*ation  of  choice.  We 
must  examine  carefully  Hie  arguments  of 
each  school  lo  arrive  al  a (‘orrect  lu-oi-edure 
to  be  adopb'd. 

'rile  pi-opoiuMils  of  routine  choiccystoslomy 
argiu'  in  favor  of  the  opera  I ion  the  following 
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;i(lv;iiit;igc's  : (1  ) 'I’ccl) niuii  1 1 y l lu‘  oprratinii  is 
inucli  vasi(‘i-  lliaii  cliolceystcrloiny,  and  tin; 
immediate-  deatli  rate  i.s  Inwei';  (2)  'Phei-e 
is  no  da-iiger  of  injuring  the  (,lee])er  ducts 
and  vessels;  (3)  In  cases  of  injury,  stone  or 
new  growtli,  blocking  the  common  duet  the 
gall  l)ladder  can  he  anastomosed  to  the  intes- 
tines to  pi'ovide  au  alternative  route  for  bil- 
iary flow;  (4j  The  operation  leaves  the  gall 
bladder  capable  of  performing  its  normal 
functions  and  thus  should  he  spared.  That 
the  first  and  second  are  true  there  is  no  argu- 
ment, but  in  an  exi)erieneed  operator’s  hands 
the  technical  difficnlty  can  be  overcome,  and 
the  mortality  rate  is  very  little  higher.  As 
foi-  the  third,  operative  technicpie  is  such  that 
removal  of  stones,  repair  of  strictures  ( an  be 
accomplished,  and  the  leaving  of  the  blad- 
der, the  most  eojumon  of  stones  as  a safe- 
guard for  these  possilnlities  is  not  my  idea 
of  good  sni'gery.  As  for  the  fourth  j)os- 
sibility,  that  is  veiy  ludikely,  as  it  has  beem 
shown  that  at  least  bO'/o  of  them  are  fune- 
1 ionless,  and  about  47'/l*%  have  impaired 
functions,  Itlalock  found  in  his  ^tries  that 
7f)%  had  a recurrence  of  symptoms  following 
( holecystostomy,  50%  had  to  have  a second- 
ary operation.  Xo  operation  can  be  (‘onsidm-- 
ed  a satisfactory  procedure  which  carries 
"lu  h a high  i)ercentage  of  failures,  or  which 
so  many  secondary  demands. 

These  figures  ai'e  reasonable  when  one 
considers  that  (1)  the  gall  bladder  is  often 
a fibrous  sac  in(‘aj)able  c.f  ex])ansio;i  or  con- 
traction; (2)  the  infection  lies  in  the  walls 
cf  the  gall  bladder  and.  within  the  lumen; 
(3)  after  (diolecystostomy  it  shows  lU)  func- 
tion or  impaired  function.  These  tacts  con- 
demn cholecystostomy  as  a routine  procedure, 
How(wer,  in  s])ecial  instances  I believe  it  is 
the  operation  of  choice.  Drainage  of  the  gall 
bladder  should  be  reserved  for  H ) poor  risk 
patients  in  which  the  technical  difficulties 
are  so  great  that  removal  carries  a prohibi- 
tive risk;  (2)  gangrene  or  empyema  of  tin* 
gall  bladder;  and  (3)  deeply  jaundiced  pa- 
tients with  stone  or  stones  in  the  common 
duct,  a gall  bladder  filled  with  stones  in 
which  it  is  feared  that  the  ])ersistent  oo/>ing 
from  the  (hmuded  surface  will  endanger  the 
patiemt’s  life.  In  these  instances  .diolecystos- 
tomy  is  good  surgery,  but  the  patients  should 
be  told  that  a secondary  oi)eration  may  be 
neces.sary  as  cholecystostomy  is  not  an  opera- 
tion of  choice  but  one  of  necessity. 

(diolecystectomy  is  the  oj)eration  of  choice 
in  all  other  in.stances  of  chronic  cholecystitis 
for  the  following  reasons:  (1)  The  focus  of 
infection  is  removed;  (2)  since  most  stones 
form  iia  the  gall  bladder,  the  possibility  of 
recurrence  of  gall  stones  is  almost  eli- 
minated; (3)  removel  of  the  gall  bladder 
does  away  with  the  hazard  of  cancer  of  the 
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gall  bhiddej’;  (1,)  the  operative  morlalily  is 
only  a little  liigTu'r  than  cholecystostomy,  and 
if  we  (onsidc'r  the  secondary  operations  nec- 
essary for  relief,  the  mortality  wall  be  lower 
after  priinaiy  eholecystectomy ; (5)  complete 
relief  of  symptoms  occurs  in  about  from  65% 
to  ]<>()%  of  the  cases.  Oidy  about  2%  to  5% 
get  no  relief;  (6)  the  gall  l)ladder  has  no 
function  which  is  necessary  to  the  healthy 
person;  (7)  even  if  it  is  retained,  it  is  func- 
tionh'ss  in  a great  .majority  of  in.stances,  so 
that  there  is  no  need  to  keep  it. 

There  are  four  possible  factors  in  the  fail- 
ure of  cholecystectomy  to  i-elieve  symptoms: 
(1 ) residual  infeedions  in  the  liver,  ])ancreas, 
bile  ducts,  or  appendix,  which  does  not  un- 
dergo ixxsolutions ; (2)  errors  in  diagnosis  or 
incom])lete  dia-gnosis;  (3)  s})asms  of  the 
musculature  in  the  bile  duet;  and  (.4)  errors 
in  surgical  techni(}ue.  t’a.ses  in  the  first 
grou})  are  usually  the  result  of  coming  to 
operation  too  late.  The  damage  is  already 
done  and  persists  in  spite  of  efficient  treat- 
ment of  the  original  foens. 

Persons  helonging  to  the  second  grou|)  are 
to  be  i)itied,  for  their  trouble.,  are  probably 
the  ix'sult  of  some  doctor’s  carelessness  or 
ignorance.  The  gall  bladder  may  be  diseased, 
but  spastic  constipation,  intestinal  alleig,v, 
disease  of  spine,  or  neighboring  organs  may 
be  causing  the  major  .sym])toms.  A carefnl 
history,  jdiysieal  examinations,  and  cholec.vs- 
tograpiii.v  will  eliminate  many  of  these  un- 
satisfactorj-  results. 

Spasm  of  the  musculature  of  the  bile  ducts 
.may  cau.se,  the  persi.stence  of  many  s.ymptoms, 
according  to  Aschoff  and  Sweet.  Kecentl.y  1 
saw  a ease  which  I believe  was  due  to  this 
cause.  She  has  been  taking  mori)hine  gr.  3/4 
for  the  I'elief  of  biliary  colic,  following  chole- 
cy.stectomy.  Ten  c.  c.  of  10%  solution  of 
caleium  gluconate  given  intravenously  le- 
lieved.  This  1 attributed  to  the  depre.ssing 
effect  which  ealcimn  has  upon  smooth  mus- 
cles. 

The  fourth  cause  is  a distre.ssiug  one.  The 
doctor  might  have  overlooked  some  calculi 
in  the  cy.stic,  hepatic,  or  common  duet,  or 
lU’oper  care  might  not  have  heen  taken  in 
handling  the  tissues  so  that  numerous  ad- 
hesions might  form  in  the  region  of  the  duo- 
denum causing  trouble  from  the  ])ull  on  the 
adln^sions. 

J hav(‘  endeavured  to  .shoAV  that  while  the 
gall  bladder  ])h,vsiologieall,v  is  tlie  .mo.st  in- 
significant unit  of  the  digestive  complex, 
com])osed  of  the  liver,  stomach,  pancreas, 
duodenum,  and  gall  bladder,  i)athologieally 
it  is  probably  the  .most  important,  for  dis- 
ea.se  and  disorders  of  the  function  of  this 
com])lex  originate  more  frequentl,v  in  the  gall 
bladder  than  anywhere  (dse.  and  its  removal 
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will  give  greater  relief  than  any  ojie  other 
method  of  treatment. 
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Therapeutic  Valu^ei  of  Acetylcholine. — Villa 
tested  experimentally  the  therapeutic  efficacy 
of  acetylcholine,  which  was  introduced  a few 
years  ago  but  which  Ls  not  widely  used  in  the 
clinics.  He  describes  the  results  that  he  siscured 
in  two  cases  of  senile  gangrene  of  the  limbs,  one 
case  of  primary  endarteritis  with  gastric  ulcer, 
one  case  of  multiple  arterial  thrombosis  with 
hemiplegia  secondary  to  streptococcic  endo- 
carditis, one  case  of  lead  colic,  two  cases  of 
gastric  crises  in  association  with  pinal  radiculitis 
and  dorsal  tabes,  and  one  cases  of  dorsal  tabes 
with  lancinating  pain.  The  author  concludes 
that  the  use  of  acetylcholine  should  be  known 
to  the  medical  practitiomer  for  its  value  as  an 
eai'ly  intervention  in  gangrene  of  arteritis  or 
thrombosis  of  whatever  nature,  since  often,  be- 
fore the  patient  reaches  the  hospital,  the  time 
for  such  intervention  has  passed.  Certain  sur- 
gical interventions  on  the  vegetative  Innervation 
sympathectomy,  resection  of  cervicothoracac 
sympathetic  nerve),  with  a view  to  modifying 
pathologic  condition  referable  to  an  angiospastic 
mechanism,  might  well  be  preceded,  the  author 
thinks,  by  a therapeutic  trial  of  acetylcholine. 


HEART  CONDITIONS* 

H.  W.  G INGLES,  M.  D. 

Harclburly. 

\Ye  might  be  reminded  that  of  all  causes 
of  death,  heart  disease  heads  the  list.  Time 
was  when  pneumonia  and  tuberculosis  oc- 
cupied the  more  prominent  places.  A little 
more  accurate  and  careful  diagnoses,  with 
the  added  help  of  certain  instruments  of  pre- 
cision, together  with  preventive  medicine’s 
winning  fight  against  tuberculosis,  possibly 
have  been  the  chief  factors  in  bringing  heart 
tlisease  to  its  place  of  prominence  in  the 
death  list.  A statistician  of  the  5letropolitan 
Life  Insurance  Company  some  time  ago 
.stated  that  the  probability  of  a man,  at  the 
age  of  35,  dying  of  heart  disease  i.s  four 
times  that  for  tuberculosis.  It  has  been  esti- 
mated that  possibly  2%  of  all  people  in  the 
United  States  have  some  definite  heart  af- 
fection; approximately  two  and  a half  mil- 
lion peopTe.',  Quite  an  army  of  cripples  that 
would  be!  And  cripples  they  truly  are!  The 
amount  of  dfsability  and  invalidism  that  these 
two  and  a half  million  represent  is  amost 
as  tragic,  to  think  about  as  the  200,000  or 
more  Cardiacs  that  die  annually.  A perusal 
of  the  death  columns  of  the  Journal  should 
give  us  a little  sombre  food  for  thought.  I 
sometimes  wonder,  if,  amid  the  morbiclity  and 
the  mortality  which  doctors  of  medicine  face 
daily,  that  it  i.sn’t  the  common  experience  for 
the  man  of  medicine  to  occasionaly  stoj)  and 
indulge  in  a little  reverie  himself — to  specu- 
late a bit  as  to  the  manner  of  his  oivn  taking 
off.  iMighty  few  men,  even  though  they  be 
doctors,  are  able  in  advance  to  name  the  es- 
.sential  element  in  their  death  certificate. 
However,  John  Hunter  was  one  of  those;  but 
he  knew'  his  disposition,  and  he  knew  his 
aoigina  pectoris.  As  to  the  manner  of  how 
a majority  of  this  assembl}^  that’s  here  to- 
night will  pass  out,  I ’ll  hazard  the  prediction 
that  heart  disease  will  loom  large  in  the 
final  call. 

The  stethoscope  has  long  been  the  chief  and 
mo.st  common  means  of  determination  of  the 
condition  of  the  patient’s  heart.  Many  a 
patient  that  is  examined  with  the  stethoscope 
aind  told  that  his  heart  is  all  idght,  may  short- 
ly thereafter  show  jihysical  signs  of  some 
grave  cardiac  disorder.  Even  valvular  de- 
fects may  escape  the  ear,  with  the  .stetho- 
scope. A mpJern  cardiologist  states  tliat  in 
heart  diagnosis,  auscultation  should  hold 
sixth  place  instead  of  first ; being  preceded 
in  importance  in  this  order : History  taking, 
inspection,  palpation,  percussion,  and  mensu- 
ration. Inspection  to  include  the  use  of  the 
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i'l Horoscope,  ami  luousuration  lo  iiicliuic  the 
measure)iient  of  the  eloetrie  eurreuts  of  the 
heart  with  the  eiectroearcliograph.  These 
diagnostic  measures  should  be  directed  to- 
ward ascertaining  the  functional  capacity 
of  the  cardiac  muscle,  and  to  what  degree, 
if  any,  it  has  dilated  under  stress. 

lly[)ertrophy  and  dilatation  are  two  not 
uncioiimnon  affections  of  the  myocardium. 
Ilypertrojihy  is  a compensatory  proce.ss  to 
meet  a demand  for  extra  work,  or  to  combat 
a deficiency  of  structure,  such  as  a valvular 
defect.  Ilypertroj^iliy  is  not  incompatible 
with  (good  health  unless  an  associated  struc- 
tural defect  is  not  fully  compensated.  Dila- 
tation may  be  purely  physiological;  in  which 
case  it  Jiiay  be  a mildly  acute  process,  and 
very  transitory,  succeeding  severe  muscular 
effort.  It  is  pathological  only  when  it  is 
pennanent.  Acute  dilatation  that  is  dis- 
tinctly pathological,  may  occur  in  tc^ic 
goitre,  in  paroxysmal  tachycardia,  in  any 
form  of  valve  lesion,  or  an  old  myocardial 
ease  following  exertion.  Cabot  states  “al- 
ways when  you  have  hyj)ertension  you  have 
hyperlrophy  and  dilatation.”  in  classifiea- 
lions  of  heart  affections,  most  all  authors 
mention  myocarditis,  acute  and  chronic. 
IMany  cardiologists  write  the  woixl  in  cpiota- 
tiou  marks,  indicating  its  .status  in  termin- 
ology a bit  similar  to  that  -of  rheumatism. 
Osier  avoids  the  use  of  the  woi’d,  but  in  its 
stead  has  a long  and  interesting  discu.ssion 
of  “Cardiac  insufficiency.”  Osborne  states 
that  “i)ractically  all  acute  infections  cause 
.more  or  le.ss  jjiyocarditis,  and  it  is  exceedingly 
lare  that  ari  endocarditis  occurs  Avithout 
an  aceomj)anying  myocarditis,  Avhich  condi- 
tion is  not  diagnosed  until  a sudden  acute 
dilatation  comes.  ’ ’ He  further  states  that  so- 
called  chi'onic  myocarditis  is  not  an  inflam- 
mation, but  a long  continued  degeneration. 
Christian  uses  the  t(!rni  in  a large  lieart  with 
weakness,  hypertrophy  and  dilatation.  Cabot 
says  he  is  not  able  to  make  a diagnosis  dur 
ing  life,  of  a .myocarditis;  that  there  are  no 
distinguishing  physical  signs,  and  that  it  is 
merely  of  j)ost  mortem  imj)ortanee.  Whatever 
myocarditis  may  be,  “Cardiac  Insufficiency” 
is  soiinething  very  real  and  oftentimes  ]>re- 
sents  itself  to  us  in  most  alarming  aspects. 
It  has  been  .said  that  the  crucial  factor  in 
every  heart  condition  is  the  eom|)etenee  or  in- 
competence of  the  myocardium.;  and  wluui 
incompetence  ensues  there  follows  what  Ave 
usually  speak  of  as  “heart  failure,”  consist 
ing  es.sentially  of  lessened  rai)idity  of  the  cir 
(‘ulation,  in  Avhich  the  tissues  fail  to  receive 
their  proper  supply  of  oxygen  and  food,  and 
to  be  adecpiatelj'  relieved  of  their  Avaste  pro- 
ducts. If  the  failure  is  congestive,  clinically 
the  picture  presents  dyspnea,  engorgement  of 
tlie  neck  veins,  distention  of  the  liver,  peri- 


[)hefal  edema,  and  pulmonary  edema,  ami 
often  collections  of  fluid  in  the  serous  cavi- 
ties. The  heart  has  thus  lost  its  reserve 
power,  Avith  Avhiidi  cAuny  competent  heart  is 
endoAved.  Unfortunately  we  'have  no  means 
of  measuring  this  reserve  power,  or  to  fore- 
tell when  the  organ  Avill  be  called  on  to  de- 
liver to  the  utmost.  In  certain  other  more 
lapidly  fatal  failures,  such  signs  and  symp- 
toms as  mentioned  tk>  not  show  for  example : 
in  angina  pectoris,  tstokes-Adams  .syndrome, 
and  complete  coronary  occlusion.  Even  oc- 
casionally at  autopsy  Avhen  i)resumptive  cau- 
dence  of  lieart  failure  is  strong,  no  definite 
le.sion  can  be  found  to  account  for  it.  The 
three  common  hypotheses  advanced  to  account 
for  cardiac  failure  exclusive  of  the  congestiA'e 
factor,  are : an  actual  destructive  lesion  of 
myocardial  tissue,  either  gro.ssly  or  micro- 
scopically recognizable;  an  interference  Avith 
the  blood  supply  by  obstructive  lesions  of  the 
ve.s.sels  of  the  coronary  circulation;  and  le- 
sions of  the  siiecialized  conduction  tissues, 
leading  to  abnormal  function. 

The  second  of  these  hypotheses  leads  us  to 
mention  angina  pectoris.  Some  of  the  Life 
Insurance  Companies  have  recently  sent  out 
special  letters  calling  attention  to  the  inci’eas- 
ing  number  of  cases  of  death  claims  due  to 
angina.  The  certain  and  definite  cause  of 
angina  pectoris  is  not  knoAvn.  O.sler  says 
whatever  the  cause,  arterio-sclerosis  jiredis- 
jio.ses  to  it.  Siderotic  Aortitis  is  a common 
jmthological  finding.  The  outstanding  fea- 
ture is  a terrific  paroxysmal  pain,  most  gen- 
erally thought  to  be  cau.sed  by  an  acute  defi- 
ciency in  the  coronary  circulation,  and  a con- 
•seipient  oxygen  deficiency  to  the  myocardicim. 
Occasionally  the  pain  may  be  referred  to  the 
upj)cr  abdomen  and  mistaken  for  acute  indi- 
gestion, which  has  probably  been  given  fre- 
quently as  a eau.se  of  death.  Acute  indigestion 
probably  never  kills  a man  Avith  a iiormal 
heart. 

A condition  Avliich  niay,  clinically,  be  con- 
fused Avith  ai.gina  pectoris  is  coronary  throm- 
bosis. A distinction  betAveen  the  two  condi- 
tions is  only  of  ]-eeent  development ; as  it  Avas 
fonnerly  thought  that  acute  coronai*y  throm- 
bosis Avas  a seA'ere  angina  pectoris  or  status 
anginosus.  The  chief  points  of  differential 
diagnosis  are:  in  onset  in  angina  it  is  during 
exei'tion  ; and  in  coronary  thrombosis  during 
rest.  The  duratioiA  of  the  attack  is  short  in 
angina;  may  la.st  for  hours  or  days  in  throm- 
bosis. The  nitrites  often  relieve  angina ; 
they  do  not  relieve  thrombosis.  While  the 
electrocardiograi)h  is  chiefly  useful  in  Avork 
on  disturbances  of  rhythm,  coronary  throm- 
bosis is  another  condition  in  which  eleetro- 
cardiograius  are  valuable;  and  by  means  of 
them  Tis  possible  to  locate  a lesion  in  the 
coronary  system. 
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1 nl'lciiumatioii  ol'  tlie  ciiilocanliuui  i.s  gan- 
1‘ially  LoiifiiKHl  to  the  region  ol  tlie  valves; 
and  the  valves  most  frequently  inflamed 
are  tlie  mitral  and  aortie.  The  greatest  etio- 
log'ic  faetor  is  rheumatic  fever,  which  in- 
volves the  mitral  most  commonly.  There  vire 
no  positive  or  eharacteristii'  signs  of  acute 
endocarditis.  The  great  majority  of  eases 
ai'e  latent,  and  there  is  no  indication  (‘arly 
of  cardiac  trouble.  'I’he  .symptoms  to  e.veile 
susjiidon  would  he  increased  rapidity  of  the 
heart,  and  an  increase  of  the  fever  without 
aggravation  of  the  Arthritis.  Post  mortem 
findings  include  soft  friahhi  vegetations  on 
the  heart  valvi's.  Particles  from  these  veg.-- 
tation.s'  may  heeome  loosened  and  float  free 
in  the  blood  stream,  causing  embolic  ohstruc- 
tion  in  different  jiarts  of  the  lx:dy.  There 
is  always  the  iirobalulity  of  adhesions  or  con- 
tractions oci  iirring’  from  the  healing  of  the 
ulcerated  surfaces.  Thus  the  valvular  defects 
are  developed.  Of  these,  as  was  just  stated, 
the  mitral  and  aortic  are  the  most  important. 
It  has  long  been  the  ])revailing  belief  that 
mitral  regurgitation  (.or  mitral  insufficiency ) 
was  the  jiredominant  mitral  lesion.  It  seems 
to  be  the  general  ojunioii  now  that  not  regur- 
gitation but  stenosis  of  the  mitral  valve  is 
the  lesion  that  preiloniinatcs  and  works  the 
most  harm,  especially  in  rheumatic'  endocar- 
ditis. 'I’o  (piote  from  Oabot : “1  know  no 
means  by  which  we  l an  recognize  with  cer- 
tainty either  ante-niorteiin  or  post-mortem  that 
mitral  regurgitation  is,  or  has  been,  a fact. 
'I'liat  thei'e  may  be  regurgitation  through  the 
mitral  valve  at  any  period  of  rheumatic  .mitral 
disea.se,  is  entirely  possible.  Early  cockscomb 
vegetations  may  hold  the  valves  apaid  so  that 
thc'y  cairmot  ch)sc‘.  licla.xation  of  the  paj)!!- 
lary  mu.scles  or  shortening  of  the  tendinous 
c-hords  may  well  [jermit  a reflu.x;  but  so  far 
as  I have*  been  abb'  to  observe  in  5500  post- 
moidems,  tlie  idiemnatic  lesions  of  the  mitral 
valve  are  almost  never  such  as  one  could  rea- 
sonably exjrect  to  tu'oduce  regurgitation 
alone,  i.  e.,  without  Steriosis  as  well.”  He 
further  state's  that  some  regurgitation  may 
aceomjiany  certain  other  cardiac  conditions, 
but  that  in  his  opinion  in  all  these  cases  the 
mitral  regurgitation,  if  it  occurs,  is  a minor 
rc'sult  (like  cO'ngested  lungs);  never  a ]>ri- 
mary  cause.  “In  typical  cases  of  stenosis  the 
valves  are  found  fused  togetlu'r  and  stiffened 
to  foj'm  an  irregular  cone  iirojecting  into 
th(‘  ve'iitrich'  from  tlu'  direction  of  the  aiiidch*. 
'I'lie  orifice  is  never  round  but  presents  an 
irregular  slit  (fish-mouth  or  button-hole) 
whii-h  may  admit  one  finger  (instead  of  three 
as  noi-mally)  oi-  may  barely  admit  a probe. 
In  the  earliest  .stages  at  wlii 'h  the  stenosis 
can  be  reeognizi'd  with  certainty,  there  ai-e 
no  abnormal  signs  when  the  patient  is  at  rest 
except  a systolic  murmur.  On  auscultation 


the  ])hysical  signs  are  .so  fleeting  and  incon- 
stant tliat  one  can  not  be  sure  just  what  the 
lesion  is.”  A pre-systolic  murmur  may  be 
noted  after  ermrtion,  in  the  eaiTy  stage; 
which  later  may  become  diastolic,  i'he  mur- 
mur IS  always  accentuated  at  the  apex;  and 
there  is  also  accentuation  of  the  pulmonary 
elo.siiie.  Eventually  thi'i'e  may  be  decompen- 
sation, attended  by  ari'hythmia : generally 

aui'icnlar  fibrillation.  But  long  before  fib- 
rillation ensues,  mitral  stenosis  is  apt  to  be 
associated  with  jmlmonaiy  eong'iestion,  hae- 
moptysis, venous  congestion  of  the  head  and 
face,  and  occasionally  with  cerebral  embolism. 
This  is  the  valvular  heart  lesion  that  we 
slimild  be  on  the  lookout  for,  and  the  one  we 
are  going  to  encounter  the  most  often. 

The  next  most  imjiortant  and  probably  the 
most  easily  recognized  of  all  valvular  lesions, 
is  aortic  insufficiency.  Aortic  valve  defects 
are  most  commonly  arterio-sclerotic  or  syph- 
ilitic in  Old, gin.  ’Tis  a singular  fact  that 

sy])hilis  pu'aeticallj-  never  attacks  any  other 
valve  than  the  Aortic.  The  diastolic  murmur 
londi'st  at  the  base,  accentuated  over  the 
aortic  orifice,  transmitted  in  all  directions, 
and  with  marked  inilsations  of  the  arteries 
(tiie  “water-hammer”  luilse),  make  it  not 
esptciallj'  difficult  to  distinguish. 

Eunetional  or  ininic  murmurs  are  not  un- 
commonly encou-ntered,  especially  in  children, 
'''htse  murmurs  are  practically  always  sys- 
tolic in  time,  and  are  best  heard  at  the  base. 
There  is  no  accompanying  eiiLargement  of  the 
heart,  or  jiathological  accentuation  of  the 
second  sound.  Tlu'y  ai'c  evanescent  in  ehar- 
ai  ter  and  generally  of  little  significance. 

The  last  few  years  cardiac  arrhythmias 
have  been  .given  much  attention  in  medical  li- 
terature. The  development  and  more  extended 
use  of  the  electrocardiograph  has  probably 
.stimulated  this  interest.  Preliminary  to 
mentioning  some  of  these  irregularities,  it 
may  be  well  to  briefly  i-eview  the  plhysiology 
of  the  heart-beat.  (Quoting  fi'om  Gaskill : 
“the  muscle  fibres  of  the  heart  possess  the 
power  of  rhythmically  creating  a stimulus, 
of  being  able  to  receive  a stimulus,  of  respond- 
ing to  a stimnlus  by  contracting,  of  .conveying 
the  stimulus  from  muscle  fibre  to  .muscle 
fibre,  and  of  maintaining  a certain  ill-defined 
■condition  called  tone.”  In  the  normal  heart- 
beat there  is  contraction  of  the  chambers  in 
])roper  sequeme,  dne  to  a stimnlus  which 
originates  in  the  sino-anricnlar  node  soime- 
times  referrc'd  to  as  the  ‘‘[race-maker,”  ami 
located  in  the  wall  of  the  right  auricle  close 
to  the  mouth  of  the  siqrerior  vena  cava.  This 
node  originates  regular  waves  of  contraction, 
averaging  about  72  per  nuniite,  which  pass 
through  llie  walls  of  the  auricles,  by  way 
of  the  node  of  Tawai'a  and  on  through  the 
auriculo-ventricular  bundle  of  His,  which 
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divides  to  send  branches  to  the  two  ventricles. 
The  stimulus  to  contraction  requires  a defi- 
nite period  for  preparation ; and  in  the  nor- 
mal, the  interval  between  stimuli  is  con- 
stant. Any  disturbance  to  this  wonderful 
phenomenon  constitutes  arrhythmia.  The 
most  important  of  the  irregularities  of  the 
heart  is  auricular  fibrillation,  which  com- 
prises, according-  to  Lewis,  about  -10%.  It 
maj^  be  seen  in  the  last  stages  of  mitral 
stenosis,  and  is  essentially  a sign  of  grave 
myocardial  pathology.  It  is  characterized  l)y 
the  most  absolute  irregularity,  and  produces 
a pulse  in  which  no  two  successive  beats  are 
alike.  The  auricles  do  not  contract  from  a. 
single  sinus  impulse,  but  are  in  diastole, 
with  many  fibrillai-y  twitchinigs  arising  from 
P'atho'-ogicat  impulses  originating  in  many 
areas.  These  numerous  abnormal  impulses 
all  come  to  the  bundle  of  His,  but  only  some 
of  them  are  able  to  get  across,  apd  these* 
reach  the  ventricle  in  irregular  fashion,  thus 
producing  disturbed  and  irregular  contrac- 
tions of  the  ventricle.  This  absolute  irregu- 
larity of  the  pulse  inay  enable  one  to  make 
the  diagnosis;  yet  there  may  not  be  periect 
certainty  without  venous  pulse  tracings  and 
electrocardiographic  records.  Osborne  states 
that  “it  seems  to  be  probable  that  more  than 
half  of  all  the  cases  of  heart  failure  are  due 
to  auricular  fibrillation,  or  at  least  are  ag- 
gravated by  it. 

Premature  contractions  or  e.vtra-.systoles, 
another  disturbance  of  rhythm,  is  only  a lit- 
tle less  common  than  auricular  fibi-illation. 
They  are  caused  by  pathological  impulses 
which  may  arise  either  in  the  auricle  or  ven- 
tricle. They  may  be  recognized  clinically  by 
the  fact  that  they  are  followed  by  a pause 
of  .such  a length  that  the  premature  contrac- 
tion plus  the  pause,  is  almost  exactly  equal  in 
time  tO'  two  normal  contractions.  This  condi- 
tion usually  is  of  no  serious  .significance.  It 
may  continue  through  life  and  give  little  or 
no  trouble;  although  Osier  warns  that  it 
should  not  always  be  considered  lightly;  as 
the  patient  with  an  extra-systole  may  return 
in  two  or  three  years  with  an  auricular  fib- 
rillation. 

Sinus  arrhythmia  is  an  irregularity  often 
seen : although  it  is  not  pathological.  It 
means  ordinarily  the  physiological  variation 
of  the  heart ’.s  rate  in  connection  with  the  act 
of  breathing. 

Paroxy.smal  tachycardia  is  an  e.xtremely 
rapid  rate  of  the  heart— around  150  or  200 
to  the  minute.  There  is  no  disturbance  of 
rhythm.  When  the  rate  is  mucli  above  200, 
it  is  spoken  of  as  auricular  flutter. 

Heart  liloek  presents  in  its  outstanding 
features,  o slow  pulse — (30  or  JO  j)er  min- 
ute), and  independence  of  rhythm  of  the 
aui-icles  and  ventricles  in  contraction.  Path- 


ological changes  in  the  bundle  of  His,  thus 
interf erring  with  impulse  conduction  from 
the  auricles  to  the  ventricles,  is  responsible 
for  heart  block.  While  an  abnormally  slow 
pulse  excites  suspicion,  a certain  diagnosis 
of  heart  block  cannot  be  made  without  an 
electrocardiogram.  Stokes-Adams  syndrome 
may  occur  with  this  condition.  While  the 
term  is  not  synonymous  with  heart  block,  it 
means  heart  block  plus  cerebral  attacks  and 
visible  auricular  impfulsos  in  the  veins  of  the 
neck. 

Without  attempting  to  discuss  therapy  in 
regard  to  the  heart  disorders  that  have  been 
mentioned,  and  in  the  light  of  the  known 
etiology,  it  could  well  be  said  that  the  ideal 
treatment  of  heart  affections  from  the 
modern  point  of  view,  consists  in  their  pre- 
vention. As  long  as  we  have  rheumatic 
fever,  and  nephritis  and  syphilis  and  arterio- 
sclerosis, and  focal  rnfection,  all  as  they 
exist  today,  just  so  long  will  Hiere  be  200,000 
or  more  cardiacs  to  die  annually;  and  the  two 
and  a half  million  struggle  desperately  for 
existence.  Of  course  these  underlying  causes 
will  all  never  be  removed,  but  at  least  there 
may  be  .some  ground  for  hope  that  in  the 
future  preventive  medicine  may  be  a power 
influence  in  lessening  the  high  mortality  from 
these  .-iffections. 

Studies  in  Complete  Heart  Block. — Ellis  pre- 
sents an  analysis  of  43  cases  of  complete  auri- 
culoventricular  block  in  patients  ranging  in  age 
from  9 weeks  to  78  years.  Seventy  per  cent  of 
the  patients  were  over  40  years  of  age  and  the 
same  percentage  were  males.  In  29  cases  the 
block  was  permanent,  while  in  the  remainder  it 
was  intermittent  or  temporary.  Fiftytwo  per 
cent  of  the  cases  of  permanent  block  were  due 
to  arteriosclerosis,  31  per  cent  were  of  un- 
determined origin,  but  in  most  of  these  instances 
were  probably  either  congenital  or  dependent  on 
an  acute  infection.  Diphtheria,  syphilis  and 
rheumatic  infection  were  responsible  for  a small 
number  of  cases.  Digitalis  was  the  chief  etiologic 
agent  producing  transitoi-y  block,  although  ar- 
teriosclero -is  and  ^nfections  caused  p.  lledser 
proportion.  Complete  heart  block  alone  may 
exist  for  very  prolonged  periods  of  time  without 
damaging  the  health  of  the  patient.  Four  cases 
are  recorded  in  which  the  block  is  known  to  have 
existed  for  24,  15,  14  and  7 years,  respectively, 
and  2 more  in  which  it  has  almos  t certainly 
lasted  9 years.  The  chief  factors  governing 
the  prognosis  appear  to  be  etiology,  age,  Adams- 
Stokes  seizures,  electrocardiographic  abno’--' 
malities  and  cardiac  siize. 
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THE  PRESENT  STATUS  OF  AGRANU- 
LOCYTOSIS* 

Morris  Flexner,  M.  D. 

Louisville. 

The  general  impression  seems  to  prevail 
among  the  laity  and  many  members  of  the 
medical  profession  as  well,  that  some  poorly 
understood  natural  force  possesses  the  ability 
from  time  to  time  to  infest  this  earth  Avith 
new  and  horrible  diseases.  About  the  time 
some  professor  of  medicine  thinks  he  has  his 
text  book  up  to  the  minute  there  comes  a 
flood  of  new  material,  new  terminology,  new 
clinical  pictures  and  syndromes  requiring 
new  chapters  and  much  revision  of  the  exist- 
ing knoAA'ledge.  This  has  been  the  experience 
of  all  of  us  AA^ho  have  practised  medicine  for 
from  five  to  twenty  years.  I may  recall  a 
feAv  specific  instances;  encephalitis  of  the 
lethargic  type  received  little  or  no  attention 
until  it  made  its  universal  appearance  folloAv- 
ing  the  war  influenza  pandemic.  Recently 
types  of  encephalitis  of  a rather  typical  clin- 
ical course,  differing  from  the  lethargic  type 
have  appeared.  Tularemia  and  the  Brucella 
infections  are  certainly  ncAv  comers  Avho  prob- 
ably have  existed  for  years.  The  disease 
Avhich  I am  to  discuss  this  evening  Avas  first 
described  as  a clinical  entity  onlj^  ten  years 
ago.  A feAV  cases  trickled  into  the  literature 
oVer  a period  of  five  or  six  years.  Recently 
there  has  been,  a,  deluge.  Has  this  disease  re- 
curred or  can  its  manifold  presence  be  ex- 
plained on  the  basis  of  better  clinical  study 
and  keener  diagnostic  acumen  1 Personally 
I believe  the  disease  is  increasing.  Certainly 
careful  routine  blood  counts  have  been  done 
in  enough  good  hospitals  and  clinics  for  the 
past  ten  years  to  have  recognized  as  striking 
a clinical  picture  as  this. 

IMy  oAvn  experience  with  this  malady  is 
limited  to  four  cases,  all  fatal.  I should  like 
to  consider  these  briefly  before  giving  a re- 
sume of  some  of  the  important  contributions 
in  the  literature  on  this  subject. 

The  first  case  Avas  seen  with  Dr.  Lee  Kahn, 
•lanuarA’  29.  1930,  the  patient  being  a female. 
70  years  old,  a widow.  7'hree  Aveeks  before 
admission  to  the  hospital  she  had  an  erysipe- 
latous infection  of  the  left  forearm  ending 
in  a localized  infection  necessitating  drain- 
age; leavin.g  her  much  below  par.  Before  be- 
ing brought  to  the  hospital  she  had  suffered 
an  acute  gastro-intestinal  infection  with  fever 
and  great  Aveakness.  On  admission  patient 
Avas  extremely  ill,  temperature  104°,  pulse 
120,  respiration  30.  She  Avas  quite  Highty, 
face  flu.shed,  teeth,  only  a feAv  left  in  each 
aridi,  in  good  condition.  Throat  sliglitly  in- 

*Read l>efore  the  Society  of  Physicians  and  Surgeons. 
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jected,  left  tonsil  seemed  greatly  congested 
being  brownish  in  color.  No  exudate  seen. 
Submaxillary  gland  on  left  enlarged ; cer- 
vicals  slightly  enlarged.  Subcutaneous  oedema 
of  this  area,  quite  soft,  skin  somewhat  redder 
than  normal.  The  left  forearm,  the  site  of 
the  former  erysipelas  and  operation  seemed 
redder  than  normal.  Physical  examination 
revealed  little  else.  Prom  the  laboratory 
standpoint  Avhite  blood  cells  on  admission 
were  1,300,  only  eight  polymorphonuclear  and 
thirty-three  lymphocytes  being  found  on 
tAvo  Avhole  slides.  Red  blood  cells  4,210,000; 
hemaglobin  (Tallquists)  55%.  The  next 
morning  the  white  cells  had  fallen  to  350,  all 
lymphocytes.  A count  by  Dr.  J.  D.  Allen  on 
January  28,  1930,  is  as  follows:  Hemaglobin 
58%,  (Sahli),  red  blood  cells,  3,980,000,  white 
blood  cells  250.  Differential  count  100% 
lymphocytes.  The  red  cells  showed  a feAv  mic- 
rocytes, ai  number  of  maigolocytes,  a number 
of  pioiklocytes,  marked  polychromotaphilia. 
The  blood  platelets  Avere  apparently  increas- 
ed. The  urine  shoAved  albumin,  tAvo  plus,  and 
many  coarsely  granular  casts.  Patient  AA'as 
given  hot  compresses  to  neck,  fluids  forced 
by  procotoclysis  as  deglutition  was  interfered 
Avith.  She  was  transfused  the  day  folloAving 
admission  and  died  four  or  five  hours  after- 
Avards.  No  autopsy  was  obtained  but  examin- 
ation of  the  bone  marroAV  by  Dr.  A.  J.  Miller 
was  allowed  and  A\'as  a folloAvs : 

Micro.seopic  description : Sections  of  the 

' marrow  shoAv  it  to  be  almost  entirely  fat. 
There  are  a few  spicules  of  bone  and  a mod- 
erate number  of  blood  vessels.  In  very  small 
areas  here  and  there  are  cells  in  addition  to 
the  fat.  tissue  cells.  These  are  probably 
remnants  of  hematoi>oetic  tissue,  but  the 
cells  are  small,  atrophic  and  inactive.  There 
are  no  proliferating  marrow  cells  anyAvhere. 
There  are  small  groups  of  fat  cells  AA'hich  are 
filled  in  by  amorphous  material. 

Microscopic  diagnosis:  Atrophic  bone  mar- 
roAv  (fatty  marroAv). 

The  second  case  I saAV  Avas  in  March,  1930, 
a Avoman  aged  fifty -eight,  seen  Avith  Dr.  David 
Oohen.  The  patient  was  in  extremis,  haA'ing 
been  ill  a feAv  days  AAuth  a herp*ps  zoster  of 
the  neck  Avith  a subsequent  skin  infection. 
Ths  skin  of  the  neck  Avas  indurated,  bluish 
purple.  The  patient  was  delirious  Avith  high 
feA'er,  rapid  pulse,  of  poor  volume.  At  that 
time  the  blood  count  Avas ; white  blood  cells 
2,100,  polymorphonuclear  12%,  lymphocytes 
88%.  Dr.  Weeter  Avho  made  the  count  thought 
the  polymorphs  Avere  all  staff  forms  much 
degenerated  and  poorly  staining.  Nothing 
could  be  done  because  of  the  condition  of  the 
luitient  and  she  died  Avithin  a feAv  hours,  after 
being  moved  to  a hosjjital  in  the  hope  that 
transfusion  might  be  of  value.  The  (lue.stiun 
ill  this  case  is  as  to  Avhether  it  i«  a true  case 
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of  agrunulneytosis  or  one  ol  sepsis  with  leuco- 
penia.  Unfortunately  no  blood  counts  were 
made  later  on  the  fatal  day.  C'ertainly  it  is 
a very  closely  allied  condition. 

The  third  case  occurred  in  my  own  prac- 
tice, a wanian  aged  thirty-eight,  who  had 
been  under  my  care  off  and  on  for  minor  ail- 
)uents  over  a period  of  five  years.  No  blood 
count  was  .made  previous  to  the  final  illness. 
She  presented  herself  on  May  the  2nd,  1931 
at  whiich  time  she  did  not  look  well.  Patient 
had  reduced  herself  considerabh’  by  dieting, 
said  that  she  had  been  ill  all  winter,  having 
had  a stubborn  cystitis  and  recently  a facial 
neuralgia.  Tine  week  before  on  April  the 
28th,  1931,  she  had  two  teeth  removed  hoping 
to  relieve  the  neuralgia.  There  had  been  no 
pain  at  this  site  for  two  days  after  which  it 
returned  and  persisted.  She  refused  examin- 
ation at  that  time  but  ])romised  to  retuiai  in 
♦wo  !(kiys  after  to  be  looked  over.  She  re- 
turned complaining  still  of  feeling  ill  and 
peculiar.  T'emj)erature  99°,  pulse  9b,  blood 
pressure  104/70,  The  two  sockets  in  her 
gums  were  healing  slowly,  we?'e  injected  and 
showed:  some  slight  grayish  exudate.  'Phroat 
was  also  slightly  injected;  herpes  presetit  on 
lip.  Physical  examination  otherwise  negative. 
Blood  count  in  office:  hemaglobin  (Sahlij 

78%,  red  blood  cells  4,070,000;  white  blood 
cells  920.  Differential ; polymorphonuclear 
2%,  segmented,  lymphocytes  98%.  Check  by 
Dr.  Weeter;  white  blood  cells  870,  diffei-en- 
tial,  polymorphonuclear  1%  segmented,  and 
lymphocytes  99%. 

She  was  at  once  sent  to  the  hosjutal  and 
that  afternoon  given  a direct  transfusion  of 
600  c.  c..  blood  by  Dr.  Wallace  Frank.  Dr. 
Jesse  Simpson  treated  the  infection  of  the 
mouth  and  throat  using  sodium  perborate 
wash  Avith  api>lications  of  silver  nitrate.  The 
next,  morning  she  Avas  given  10  c.  c.  of  leuco- 
cytic extract  and  an  x-ray  exposure  OA'er  the 
long  bones  by  Dr.  Keith.  Upon  the  advice 
of  Dr.  SteAvart  Roberts,  of  Atlanta,  folloAving 
a telephonic  conversation,  I injected  small 
amounts  of  turpentine  mixed  Avith  noAmcain 
intradermally  in  four  places  and  a culture  of 
staphylococcus  aureus  in  Iavo  small  ;areas. 
The  rationale  of  this  Dr.  Roberts  explained 
on  the  grounds  that  at  that  time  ajul  in  his 
experience  alsio  the  eases  that  had  recovered 
Avere  those  shoAving  multiple  infections  and  he 
felt  the  idea  of  producing  them  if  not  al- 
ready present,  ,a  good  one.  Patient  Avas  also 
started  on  liver  extract.  The  folloAving  day, 
(May  the  6th),  leucocytic  extract,  Avas  re- 
peated. The  temperature  began  to  ri.se,  vary- 
ing from  101°  to  103°.  She  felt  quite  miser- 
able, Avas  nauseated  most  of  the  time  and  on 
May  the  7th,  anolher  transfusion  of  373  c.  c. 
of  blood  A\ms  given  by  Dr.  Prank.  This  Avas 
from  a donor  Avho  had  been  given  a steidle 


turpentine  abscess  and  at  the  time  of  the 
transfusion  had  a Avhite  count  of  approxi- 
mately 25,000.  Blood  count  made  previous 
to  the  transfusion  Avas  hemaglobin  70%,  red 
blood  cells  3,  900,000,  Avhite  blood  cells  300 ; 
lymphocytes  99%  and  endothelial  cells  1%. 
In  spite  of  this  transthision  no  granulocytes 
could  be  found  in  the  smear  at  the  next  count 
made  the  folloAAung  day.  It  was  as  follows: 
hemaglobin  79%,  red  blood  cells  4,100,000, 
Avhite  blood  cells  150,  lymphocytes  90%,  en- 
dothelial cells  9%  and  one  que.stionable  Turck 
irritation  cell.  8he  became  gradually  more 
toxic,  slight  jaundice  api)eared  and  she  show- 
ed evidence  of  circulatory  failure;  tempera- 
ture and  pulse  became  elevated  and  she  died 
Avith  a terminal  judmonary  edema,  with  frothy 
sanguineous  expectoration.  A partial  autop.sy 
Avas  alloAved  and  performed  by  Dr.  iMiller  who 
reported  the  folloAvin.g: 

“ M icro,sco])y.  Uym|ih  Ncxh':  'I'hei'c  are  no 
germinal  centers.  Remnants  of  them,  hoAV- 
ever,  can  be  seen  here  and  there  and  in  these 
areas  there  are  a fcAv  •degenerating  cells  Avhich 
a])pear  to  be  those  of  the  germinal  renters  o‘f 
the  node,  but  the  area  is  filled  in  almost  en- 
tirely by  recently  formed  scar  tissue.  This 
ti.ssue  is  similar  to  the  reticulum  of  the  node. 
The  nuclei  of  these  cells  are  pyknotic.  Other 
portions  of  the  node  are  juade  up  of  adult 
lyimphocytes  Avhich  appear  normal.  The 
lymph  sinuses  are  dilated  and  contain  great 
numbers  of  endothelial  cells.  Many  of  these 
have  phagocytized  erythrocytes;  in  other 
places  the  reticulum  cells  have  erythrocytes 
in  their  cytoplasm. 

Abscess  Wall  : Section  is  composed  of  fat 

and  other  connective  tissue  in  which  there  is 
no  leucocytic  infiltration  except  for  an  oc- 
casional lymphocyte.  Much  of  the  ti.ssue  is 
necrotic ; .some  of  the  blood  ve.ssels  are  throm- 
bosed. There  is  hemorrhage  throughout 
jiraetically  all  of  the  .section. 

The  striking  thing  is  large  masses  of  cocci 
found  in  the  corium  and  subcutaneous  fat 
throughout  all  of  the  section.  These  are  ap- 
parently spreading  throughout  the  tissue  AAuth 
no  barrier  about  them  AAihatever.  With  the 
oil  immerson  lens  small  groups  of  the.se  or- 
ganism can  be  seen  every AA-here.  Much  of  the 
ti.ssue  is  necrotic. 

Rone  Marrow : The  section  is  connuosed  of 

fibrous  connective  tissue  and  fat,  and  is 
quite  v?ascular.  All  of  the  vessels  are  remark- 
able in  that  they  are  thickened  because  of 
proliferation  of  the  intima.  Some  of  them 
are  closed.  There  are  no  germinal  centers 
Avhatever.  There  is  no  inflammatory  reaction 
about  the  A'C.ssels,  though  there  is  hyper])lasia 
of  the  connective  tissue  about  them,  as  Avell 
as  the  intima,  ami  in  many  of  them  il  apjjpars 
that  the  cells  in  all  coats  of  the  Amssel  are 
hyperplastic.  Twmph  nodes  are  i-evicAved 
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with  special  attention  to  the  vessels,  but  there 
is  no  comparable  vessel  change  in  these  tis- 
sues. It  cannot  be  demonstrated  that  the 
dcigeneration  of  the  germinal  centers  is  sec- 
icndary  to  vascular  damage;  in  fact,  a number 
of  functioning  capillaries  are  found  in  the 
germinal  centers  which  are  practically  de- 
stroyed.” 

One  of  the  interesting  points  about  this 
case  is  the  fact  that  the  patient’s  mother  suf- 
fered an  attack  in  New  York  one  year  be- 
fore, of  a similar  nature.  »She  was  under  the 
care  of  Dr.  Kobert  Herrick  who  told  me  that 
at  no  time  had  her  white  count  been  below 
1000  with  a very  low  polymorphonuclear 
count  and  that  on  admission  to  the  hospital 
unthout  any  explanation  the  count  began  to 
rise  and  after  a week  or  ten  days  was  iirac- 
tically  normal. 

The  fourth  case  was  seen  with  Dr.  Ray- 
mond Evans  on  August  the  18th,  1931  in  his 
brother,  a jdi.vsician.  This  case  was  the  most 
fulminating  of  the  group  for  the  previous  day 
the  patient  had  assisted  at  two  operations, 
although  he  had  a sore  throat  at  the  time  and 
did  not  feel  well.  He  was  seen  by  Drs.  Pryor 
and  Vanghan  who  thought  he  had  an  acute 
follicular  tonsillitis.  The  pain  on  the  right 
side  was  agonizing  and  no  local  thing  gave 
relief.  Throat  culture  by  Dr.  Weeter  at 
eleven  a.  m.  showed  strepto(>occus  viridans, 
staphylococcus  albus  and  a diphtheroid  bac- 
illus. His  fever  was  quit(‘  high,  varying  from 
104°  to  105.6°  and  he  had  one  severe  chill. 
First  blood  count  made  at  1 p.  m.  on  August 
the  18th,  the  second  day  of  his  illness,  showed 
white  blood  cells  5,400  with  97%  lyniplio- 
cydes  and  3%  neutrophils.  At  3 p.  m.  a 
count  by  Dr.  Weeter  showed  1,100  wlhite 
cells,  1%  polymor])honuelear  and  99%  lym- 
phocytes. At  5 p.  m.  white  blood  connt  900 
with  no  granulocytes.  He  was  moved  to  a 
hospital  and  Dr.  Evans  talked  to  me  an  hour 
later  on  the  telephone  and  I advised  giving 
him  a transfusion.  He  had  a severe  rigor 
which  lasted  twenty-five  minutes  followed  by 
a temperature  rise  to  110°  axilla.ry,  pulse 
145,  respiration  42.  His  pulse  was  very  poor 
volume,  weak.  In  spite  of  vigorous  stimula- 
tion the  patient  died  at  midnight.  In  all,  this 
case  hardly  lasted  forty-eight  hours.  In  its 
rapidity  it  reminds  one  of  the  reported  eases 
of  septic  sore  throat  or  the  fulminating  scar- 
let fever  cases.  No  blood  cultures  were  made 
and  no  autoj).sy  performed.  In  connection 
with  this  (a.se  it  is  of'intere.st  to  note  the 
comparatively  large  number  of  cases  of  this 
disease  reported  in  ]diy.sicians.  Of  the  few 
cases  recoignized  in  this  city  I know  of  two 
fatal  cases  among  j)liysicians. 

Credit  is  given  to  Werner  >Schultz  for  first 
forcibly  calling  the  attention  of  the  ])rofes- 
sion  to  this  disease  in  1922,  and  he  gave  it 


the  name  of  ‘‘agranulocytosis.”  In  1902  P. 
K.  Brown,  an  American,  described  a case  but 
did  not  recognize  it  as  an  unusual  condition 
and  it  was  lost  in  the  literature,  h’riedman 
in  1923  associating  the  t hroat  condition  sug- 
gested the  name  ‘‘Angina  Agranulocitica. ” 
Beatrice  Lovett,  an  American,  in  1924  made 
an  excellent  report,  and  got  credit  for  first 
recognizing  the  disease  in  this  country.  Sev- 
eral names  have  been  suggested  for  the  clin- 
ical picture,  many  objecting  to  the  pre.sent 
term.  Sohilling  suggested  ‘‘Malignant  Neu- 
tropenia,” Stewart  Roberts  ‘‘Acute  Agranu- 
losis, ” Fitzhugli  and  Krumbhaar  ‘‘Pernicious 
Leucopenia”  Frank  “Panmyelophthisis.” 
“Idiopathic  Neutrojienia ” by  Baldridge  and 
Needle.  Schultz  felt  that  he  was  dealing 
with  a distinct  disease  entity  and  there  has 
been  much  discussion  since  as  to  whether  he 
was  or  not.  There  are  certainly  many  other 
agents  that  maj’  dejiress  bone  marrow  active- 
ly and  give  similar  pictures,  the  most  prom- 
inent among  these  being  the  chemical  depres- 
sants as  benzol  and  arsenine  (arsphenamine) 
thorium  X,  radium  and  x-ray.  Certain  dis- 
eases as  typhoid,  typhus,  measles,  mumps, 
'malaria,  influenza,  dengue  fever  and  roseola 
infantum  may  give  pronounced  leucopenias. 
Septicemia  wuth  hemolytic  streptococci,  strep- 
tococci viridans,  staphylococci,  B.  pyocyanus, 
B.  melitensis,  jmeumococci,  B.  Coli  have  been 
found  in  this  disease.  From  the  mucus  mem- 
branes particularly  of  the  mouth  have  been 
recovered  Vincent’s  organism,  pneumococci, 
many  varieties  of  stiaphylococci,  the  diph- 
theria bacilli  and  a host  of  others. 

The  t.vpical  Schultz  picture  is  that  of  an 
acute  febrile  attack,  frequently  associated 
with  an  angina,  great  prostration,  frequently 
jaundice,  a normal  red  blood  count,  a marked 
leucopenia.  with  very  few  or  totally  absent 
granulocytes,  a normal  number  of  blood 
platelets,  Avith  a mortality  practically  100%. 
Before  long  many  variations  of  the  picture 
began  to  appear  and  many  explanations  of 
etiology  were  offered.  Ulcerations  of  other 
mucus  membranes,  especially  about  the  vagina 
and  rectum  Avere  described  and  most  cases 
AA'ere  found  not  to  be  jaundiced,  although 
some  shoAved  enlargement  of  the  liver  and 
spleen.  At  antop.sy  a characteristic  aplasia 
of  the  bone  marroAV  Avas  found. 

One  of  the  best  studied  cases  throAving  some 
light  on  the  clinical  nature  of  this  disease 
Avas  presented  by  Roberts  and  Kracjke  in 
September,  1930.  They  recall  the  fact  that 
the  red  bone  marroAV  makes  eryihrocytes, 
granular  leiiooc-ytes  and  platelets  ami  that 
tlie  life  of  the  granular  eleiinent  in  the  blood 
stream  is  I’l-om  three  to  five  days.  If  tin* 
bone  marrow  were  to  cea.se  functioning  il 
would  take,  thine,  four  or  five  days  before 
the  fact  Avould  show  itself  by  the  graimlo- 
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'eytes  (lisappearinig-  from  llic  lilood.  They  do 
not  believe  tlie  cells  ai’e  destroyed  in  the 
blood  stream,  as  no  evklenee  points  to  this. 
In  other  words,  they  think  the  disea.se  to  be 
one  of  bone  marrow  dysfunetion,  an  afunc- 
tion  in  the  no'etocytic  division,  and  that  the 
disease  exi.sts  in  the  bone  marrow  befoia;  it 
appears  in  the  blood  stream  and  in  the  blood 
stream  before  it  aiipears  elinieally.  In  their 
ease  presented  they  were  able  to  demonsti-ate 
this  sequence  perfectly  following  a woman 
of  72  years  througdi  the  pidmary  attack  and 
then  nuaking  daily  blood  counts  until  the 
fatal  recurrence  occurred  over  two  months 
later.  They  showed  that  the  clinical  onset 
did  not  occur  until  four  days  after  the  blood 
.stream  showed  changes  wliich  must  have  been 
fro,m  si.x  to  eight  days  after  the  bone  marrow 
became  affected.  They  e.xplain  the  marked 
physical  collapse  of  those  patients  on  the 
ab.sence  of  the  polymorphonuclears,  recalling 
that  these  cells  contribute  largely  to  the  nor- 
mal active  immunity  of  the  tissues  and  them- 
selves are  the  main  .source  of  the  complement. 
Without  them  bacterial  invasion  can  run 
rampant.  From  this  study  they  concluded 
that  the  disease  is  finally  one  <d‘  the  bone 
marrow,  followed  by  changes  in  the  blood 
stream,  then  by  the  clinical  onset,  then  by 
sep.sis  frequently  and  state  finally  that  loss 
of  the  granulocytes  is  inconqiatible  with  life. 

Taussig  and  Schnoebehm  in  Di'ceigbcr, 
1931,  i^re-sented  an  excellent  study  of  four 
cases  and  statistically  reviewed  334  authentic 
cases.  Among  their  intei’esting  comments 
are  the  following: 

1st.  The  disease  exists  almo.st  twice  as 
often  in  females  as  in  males.  The  mortality' 
in  males  is  75%,  in  females  77%. 

2nd.  The  inflaimmatory'  lesions  are  distri- 
buted as  fiollows : Angina  74%,  .stomatitis 
11%,  no  lesion  of  any'  kind;  5%,  anal  ulcers 
4%,  other  lesions  6%. 

3rd.  The  age  incidence:  under  20  ymars, 
9%,  from  20  to  40*  y'ear.s,  38%;  from  40  to 
60  years,  40%,  over  60  years  13%. 

4th.  Results  of  therapeutic  measures: 


cases 

deaths 

mor- 

talitv 

a 

By  irradiation 

64 

34 

53% 

b 

By  transfusion 

53 

34 

64% 

c 

By  arsphenandne 

33 

24 

73% 

d 

B\'  other  theraiieutic 

measures 

178 

1 33 

75% 

The  therapeutic  measures  a 

t hand 

which 

might  be  of  Value  in  controlling  this  disease 
are  limited.  Ke])eated  transfusion  of  whole 
blood  has  been  used  ])ractieall.v  univei'sally 
either  daily  in  small  amounts  or  regular 
amounts  every  other  day.  The  results  have 
been  fairly'  satisfactory'  only'.  Friedman  in 
1927  suggested  the  use  of  the  x ray'  on  the 
long  bones — using  1/20  Erythema  dose.  Wal- 


to's  and  Firor  in  May',  19:51  ri'ported  four  re- 
covei'ies  nut  of  five  cases  fodo^\■ing  Freid- 
man’s  techniipie  and  in  tlic  table  presented 
above  it  was  found  that  this  agent  alone  gave 
the  best  results.  Taussig  and.  Schnoebelen 
believe  PTiedman’s  dosage  too  low  and  were 
forced  to  use  much  larger  doses  in  three  of 
their  cases  before  any  response  was  obtained. 
They'  frequently  used  five  times  as  much  as 
Friedman,  but  add  the  following  note  of 
caution,  “whether  the  large  dose  is  safe  as 
well  as  effective  remains  to  be  determined  by 
further  experience.”  Certainly  every  case 
of  agranulocytosis  shoidd  receive  the  benefit 
of  x-ray  .therapy. 

Iteznikoff  in  December  193U  reported  re- 
covery of  three  cases  following  the  injection 
of  purine  bases  using  salts  of  adenine  and 
guanine,  although  he  erroneously  referred  to 
these  as  “nucleotides.”  He  used  .5  gm  in  20 
c.  c.  once  a day'  intravenously  and  recently' 
has  been  using  it  as  often  as  twice  a day'. 

In  November,  1931  Jackson  and  co-workers 
reported  their  results  using  a Pentose  nu- 
cleotide. They  used  this  in  20  cases,  two  be- 
ing benzol  posioninig,  thirteen  agranulocyto- 
sis, and  five  cases  of  sepsis  with  severe  leuco- 
penia.  Their  residts  were  strikingly'  good, 
all  of  the  cases  recovering  except  five  of  the 
agrannlocy'tosis.  While  they'  feel  so  small  a 
series  is  only'  of  suggestive  value  they'  do  feel 
it  worthy'  of  a trial  in  malignant  neutropenia. 
In  chronic  cases  they'  injected  the  material 
intramuscularly',  in  acutely  ill,  intravenously. 

As  in  every'  disease  of  unknown  etiolo-gy 
and  without  specific  therapy,  many  sugges- 
tions are  made  and  many'  cases  reported  to 
show  therapeutic  in.struments  of  value.  Plvans 
in  September,  1931  reports  a case  in  a phy'- 
sician  aged  57,  who  had  been  ill  with  high 
fever,  whose  white  blood  count  on  the  7th 
day  was  1,500  with  5%  polymorphonuclear. 
The  next  day  quinine  sulphate  was  started  in 
20  grain  doses  and  in  three  days  he  received 
160  grains.  His  temperature  fell  by'  crisis 
and  white  count  rose  to  3,500  with  46% 
]).  m.  n.  While  this  would  probably'  be 
classed  as  a mild  t.vpe  of  the  disease,  the 
therai)eutic  response  was  certainly'  striking. 

Plvery'  one  is  agreed  that  care  of  the  mucus 
membrane  lesions  is  es.sential.  How  this 
is  done  1 feel  is  of  minor  importance.  Every 
ty'pe  of  antisejdic  has  been  suggested  and 
used. 

Liver  extract  has  been  given  in  a number 
of  cases  with  the  hope  that  it  might  act  in  a 
similar  fasiliion  to  the  way  it  arouses  the 
ery'thi'opoietic  system.  Taussig  thought  he 
saw  definite  results  in  one  of  his  cases. 

Many  authors  call  attention  to  the  relaps- 
ing nature  of  the  disease.  There  have  been 
several  cases  who  have  recovered  from  the 
initial  attack,  to  think  themselves  well,  only' 


;522 


KtJNTUCKY  MEDK'AL  JOURNAL 


[Juno,  1932 


to  iiiK'ounib  to  the  second  attack  a i’ew  weeks 
or  months  later.  Blumer  and  Roberts  have 
bo'th  stressed  this  character  ol!  the  disease. 
For  that  reasion  frequent  blood  counts  must 
be  performed  on  all  supposed  recovered  cases. 

Ritz.hug’h  and  Ivrumbhaar  in  January,  1932 
report  a case  with  autopsy  findings  in  which 
the  bone  iparrow,  contrary  to  the  usual  find- 
ings of  aplasia,  showed  “active!}'  hemopoie- 
tic’’ areas,  filled  with  myelocytes,  promyelo- 
cytes and  myeloblasts  where  the  peripheral 
blood  contained  only  20U  white  cells  per  cubic 
meter,  all  lymphocytes.  They  propose  the 
theory  that  a “maturation  factor”  is  at  work 
either  arresting  development  of  white  cells  in 
their  formative  centers  or  producing  degen- 
erative changes  in  them  before  sufficient  de- 
velopment for  normal  migration  into  the 
blood  stream  or  possibly  a combination  of 
both  factors.  This  hypothetical  factor  would 
conceivably  check  the  granular  series  of 
blood  cells  at  the  myeloblast-myelocyte  stage 
in  the  bone  marrow  and  the  lymphocyte 
series  at  or  near  the  lymphoblast  stage  in  the 
spleen  and  lymph  node.  From  this  they  draw 
the  obvious  analogy  to  pernicious  anemia. 
For  this  reason  they  suggest  the  name  “per- 
nicious leukopenia.” 

Finally  1 wish  to  call  the  attention  of  all 
interested  in  this  subject  to  a recent  experi- 
mental study  of  this  disease  by  Fried  and 
Dameshek,  published  in  January,  1932. 
\Vorking  with  rabbits  and  a culture  of  Sal- 
monella Suipestifer  they  were  able  to  produce 
a picture  very  similar  to  the  disease  found  in 
the  human.  By  varying  their  dosage  they 
produced  increatiing  leucopenia  uj)  to  agranu- 
locytosis, with  an  aplasia  of  the  bone  marrow 
confined  to  the  myelopoietic  system.  They 
repprt  finding  a marked  increase  in  the 
monocytes  and  histocytes,  the  latter  being 
macrophages,  in  the  case  given  small  doses. 
They  have  observed  similar  cells  in  large  num- 
ber in  human  cases  that  recovered.  It  is 
hoped  Avith  this  as  a basis  some  therapeutic 
agent  of  real  permanent  value  may  evolve. 

In  concluding  1 would  like  to  go  on  record 
as  sujiporting  Stewart  Robert’s  idea  as  to 
the  evolution  of  the  disease  and  Fitzhugh’s 
and  Krumbhaar  hypothesis  as  to  the  cause. 
There  is  only  one  point  at  which  I am  at 
variance  and  that  is  concerning  the  destruc- 
tion of  the  white  cells  in  the  blood  stream. 
In  the  third  ca.se  T rc[)orted  it  does  seem  as 
if  some  granulocytes  should  have  been  found 
twenty-four  hours  after  a transfusion  of  375 
c.  c.  of  blood  containing  25,000  leucocytes 
per  c mm.  1 can  only  understand  this  by  as- 
suming the  presence  of  some  lytic  specific 
ferment  or  toxine  in  the  circulatory  blood. 

All  of  us  will  see  more  cases  of  this  disease 
and  I feel  each  case  should  be  given  the  bene- 
fit of  “First,  the  x-ray,  second,  transfusion; 


thirtl,  purine  bases  or  nucleotides,  and  even 
then  I am  forced  to  agree  with  Dr.  Louis 
Hamberger,  who  concludes  his  very  excellent 
article  with  “even  with  such  a program  of 
therapy  as  outlined,  one  approaches  the 
treatment  of  these  patients  with  hope  rather 
than  assurance.” 
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M.  I).  Inter.  Clinics.  Sept.  1931. 

Treatment  of  Malignant  Neuropenia  with  Pentose  Nucleo- 
tides. H.  Jackson,  M.  I).  and  Co-workers.  Jour.  A.  M.  A. 
Nov.  14,  1931, 

Roentgen  Treatment  of  Agranlocytosis.  A.  E.  Taussig, 
M.  D,  and  Paul  S.  Schnoebelen,  Si.  1).  Jour.  A.  M.  A. 
Dec.  12,  1931. 

Experimental  Agranulocytosis.  B.  M.  Fried,  M.  D.  and 
Win.  Daniieshek,  Si.  D.  Arch.  Int.  Ivied.  Jan.  1932. 

Myeloid  Cell  Hyperplasia  of  the  Bone  Marrow  in  Agranu- 
locytic Angina.  T.  Fitzhugh  and  E.  K.  Krumbhaar,  M. 
D.  Amer.  Jour.  Med.  Scieuces.  Jan.  1932. 


( TI  OL  E C Y iST  E (JTOM  Y * 

Leslie  Logan,  M.  D. 

Barbour  ville. 

The  following  case  is  reported  with  the 
wish  that  the  extreme  youth  of  the  patient  for 
whieh  a ciholeeysteetomy  was  done  will  elicit 
comment  from  the  profession. 

A boy  Avell  developed  and  nourished  and 
lacking  a few  days  of  being  seven  years  old 
was  brought  to  my  hospital  for  an  operation 
for  acute  apijendicitis. 

The  history  obtained  from  the  mother  was 
that  the  child  had  had  most  of  the  diseases 
of  childhood,  and  with  the  exception  of  a 
feiv  attacks  of  indigestion,  as  she  described 
them,  which  cleared  up  after  a purgative,  had 
been  as  healthy  a.s  the  average  child. 

Upon  .examination  I found  this  boy  with  a 
temperature  of  101  F.  complaining  of  con- 
siderable pain  in  abdomen,  nioi’e  intense  in 
right  side.  Palpation  revealed  tenderness 
and  rigidity  in  right  iliac  fossa  and  extending 
up  to  the  ribs.  Upon  very  careful  palpation 
1 could  outline  a tense  .smooth  tumor  in  the 
region  of  the  igall  bladder. 

I opened  the  abdomen  with  a right  rectus 
incision.  Removed  the  appendix  which  was 
normal  and  extended  the  incision  upAvard  un- 
til the  eall  bladder  Avas  visible. 

The  bladder  was  lusterless  and  distended 
almost  to  the  bursting  point.  Being  reluetanr 
to  remove  the  gall  bladder  in  one  so  young 
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I aspirated  it  and  found  only  k'uaeoous 
mucus  with  entire  absence  of  bile.  1 could 
not  pass  the  duct  with  any  probe.  1 then 
removed  the  "all  bladder,  which  was  much 
easier  than  in  the  adult  and  closed  the  wound 
without  drainage.  When  the  patient  left  the 
table  he  had  a noticeable  degree  of  shock 
but  not  alarming. 

He  made  a laipid  and  uneventful  recovery 
and  has  been  in  perfect  health  ever  since.  In 
fact  so  perfect  that  since  that  time  I have 
removed  his  tonsils.  Today  he  is  robust  and 
a real  boy. 

If  this  is  unusual  I will  welcome  comments, 
if  not  unusual  1 should  like  to  know.  This 
operation  was  done  about  six  months  ago. 

TULAREMIA* 

J.  iM.  Blades,  M.  1). 

Butler. 

Occuirifies  a unique  place  in  medical  history, 
due  to  the  fact  that  it  was  born  of  a Califor- 
nia ground  squirrel  aud  elucidatetl,  from  be- 
ginning to  end,  by  American  investigation 
alone.  Prevalent  in  the  United  States,  Japan 
and  Russia,  Tularemia  has  abruptly  become 
a world  recogmized  new  disease  of  men,  and 
has  taken  its  place  in  Medical  Literature  of 
every  country.  It  is  a disease  discovered  by 
the  United  States  Public  Health  Service,  and 
for  which  fifteen  United  States  Public  Health 
Service  workers  have  been  victims  of  labora- 
tory infection,  so  assiduously  and  un, self- 
ishly did  they  pursue  their  experiments.  It 
is  in  every  respect  the  fir.st  American  disease, 
and  the  physicians  of  this  country  should  be 
thrilled  by  the  thought  that  our  knowledge  of 
this  disease  has  been  entirely  developed  by 
American  workers.  Victor  C.  Vauighn  aptly 
characterizes  Tularemia  as  “A  disease  dis- 
covered by  the  United  States  Public  Health 
Service.”  No  less  than  thirty-four  published 
contributions,  concerned  directly  with  this 
disease,  have  appeared  in  the  Public  Health 
Reports. 

To  Edward  Francis,  Surgeon,  American 
IMedicine  owes  its  highest  tribute,  because  he 
was  tihe  guiding  spirit  which  has  made  this 
accomplishment  possible. 

Up  to  1924  but  15  cases  in  human  beings 
had  been  reported.  During  the  four  years 
from  1925  to  1929  eight  hundred  cases  were 
recoignized  in  the  United  States.  Perhaps  the 
earliest  written  description  of  Tularemia  in 
human  beings  appears  in  a letter  written  in 
1904  by  a fifteen  year  old  boy  to  his  sister. 
This  is  what  he  wrote.  ‘‘Three  weeks  ago  I 
went  hunting  on  the  old  Ranch.  And  the 
results  of  the  hunt  was  twelve  rabbits.  About 
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(“igliteen  days  ago  1 got  what  ajipeared  to  lie 
a sliver  in  the  palm  of  my  hand.  In  three 
nays  the  hand  began  to  swell  slightly.  Two 
weeks  from  yesterday  I was  taken  sick,  and 
was  laid  up  for  four  days.  My  temperature 
went  to  104.  About  the  third  day  1 noticed 
two  very  sore  lumps,  one  at  my  elbow,  and 
another  at  my  shoulder.  1 showed  my  hands 
to  papa  (Dr.  Theodore  Johnson).  He  diag- 
no.sed  it  as  blood  poisoning,  and  burned  the 
thing  out  with  Nitric  Acid,  Carbolic  not  be- 
ing strong  enough.  Since  then  he  has  cut  it 
open  three  times,  the  pus  seeming  to  form 
deeper  in  the  hand.  Yesterday  he  took  me  to 
Dr.  doff.  He  pinched  the  lumps  and  told 
me  what  1 already  knew,  that  the  sores  on 
my  hand  was  the  cause  of  the  lumps.  In  the 
afternoon  papa  got  out  his  lancet,  and  after 
injecting  cocaine,  sawed  a place  about  an  inch 
long,  and  three-eights  of  an  inch  deep.  He 
scraped  the  sides  and  bandaged  it  up.” 

Twenty-four  years  after  tilie  infection 
de.scribed  in  this  letter,  the  father  (Dr. 
Johnson)  had  recogmized  the  similarity  be- 
tween the  illness  of  his  son,  and  the  descrip- 
tion of  Tularemia  which  he  had  encountered 
ill  medical  literature  and  the  blood  serum  of 
his  son  who  was  now  89  years  of  age,  was 
found  by  Dr.  Francis  to  agglutinate  Bac- 
terium Tularen.se  in  the  dilution  of  1 to  160. 
Thus  confirming  the  diagnosis  of  Tularemia 
after  a lapse  of  twenty-four  years. 

The  next  available  description  of  human 
cases  of  the  disea.se  ajipears  in  a letter  writ- 
ten in  1907  bj'  Ancil  Martin  an  Ophthalmic 
►Surgeon  of  Phoenix,  Ariz  to  Frederick  Noty 
of  the  University  of  (Michigan.  He  wrote, 
‘‘There  have  been,  during  the  summer,  .sev- 
eral individuals  in  this  locality  who  have  suf- 
fered from  an  infection  as  result  of  skinning 
and  dressing  wild  rabbits.  Three  of  these  per- 
sons have  had  their  primary  lesions  in  or 
about  the  eye.  Small  abscesses  formed  in  the 
lids,  and  on  the  bulbar  conjunctiva  as  well. 
In  one  case  the  Cornea  was  involved.  The 
prearicuar  gland  being  involved  as  was  the 
anterior  cervical  and  submaxillary.  At  the 
outset  there  were  chills,  profuse  sweating, 
temperature  of  from  2°  to  5°,  rapid  pulse  last- 
ing .several  days.  The  glands  suppurated 
and  all  were  evacuated.  There  were  no  deaths, 
and  in  one  instance  the  infection  was  in  the 
foot  and  others  in  the  hands.” 

In  1925,  eighteen  years  after  the  original 
infection,  Dr.  Francis  found  aiiti-tulareu.se 
agglutinins  .still  present  in  .serum  of  one  of 
the  five  patients. 

After  the  earthquake  of  19(.)6.  1 uman  cases 
of  bubonic  plague  appeared  in  alarming 
numbers  in  and  about  San  Francisco.  During 
years  of  1908  to  1911  George  McCoy,  now 
director  of  Hygienic  Laboratory  at  Wash- 
ington D.  C.  was  detailed  to  this  territory 
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as  Director  of  the  United  iStates  i’ublic 
Ilealtli  Service  Plague  Laboratory.  His 
duties  were  to  examine  rats,  and  ground 
sqGirreis,  for  evidence  of  bubonic  ijlag'ue. 

Jn  1912  McCoy  and  Chapin  reported  tlieir 
discovery  of  the  organism  of  the  plague  like 
disease  of  the  California  ground  squirrel. 
After  many  attempts  to  produce  growth  on 
the  regular  media  to  fail,  they  Hnally  suc- 
ceeded in  growing  an  organism  on  coag’ulated 
age  yolk  media. 

They  named  the  Pacterium  Tularense  after 
Tulare  County  California  in  which  the  dis- 
covex'ey  was  imade.  In  making  this  discovery, 
Chapiii  was  incapfacitated  for  twenty  days  by 
some  febrile  illness,  but  no  glandular  involve- 
ment on  returning  to  his  laboratory  work,  he 
discovered  in  his  own  serum  complement 
binding  bodies  and  agglutinins  of  the  organ- 
ism Tularemia  which  they  had  isolated  froini 
the  blood  of  the  ground  squirrels  affected. 

This  was  the  first  record  of  the  identifica- 
tion of  the  disease  in  man  as  the  result  of 
Serological  studies. 

It  was  in  September  1912  that  Win.  B. 
Wherry  of  University  of  (.,'incinnati  and  Dr. 
B.  II.  Lamb  described  the  first  case  of  infec- 
tion in  man  bacteriologically.  The  patient,  a 
twenty-eight  year  old  meat  cutter,  examined 
by  Deri'ick  T.  Vhiil,  ophthalmologist,  who  aft- 
erward reiiorted  in  his  paper  that  the  case 
presented  such  unique,  alarming  and  peculiar 
ocular  symptoms  that  it  was  inqiossible  for 
anything-  written  to  render  a clinical  diag- 
nosis. 

Dr.  Vail  fonnd  on  left  palpebral  conjunc- 
tiva about  ten  discrete,  deep,  round,  yellow, 
necrotic  ulcers.  The  surrounding  membranes 
were  deep  retl  and  edematous.  The  pre- 
aricular  submaxillary,  and  upper  cervical 
lymphnodes  were  painfully  enlarged.  A pus- 
tular eruption  developed  over  the  left  malar 
region.  Patient  lost  weight  rapidly  and  all 
evidenee  of  general  infection. 

The  diagnosis  of  glanders  was  made  and  pa- 
tient was  sent  to  City  Hospital.  Cultures  and 
smears  were  imade  but  no  growth  was  found 
during  a month’s  observation,  but  when  the 
cultures  were  grown  on  coagulated  yolk  of 
hen’s  egg  they  succeeded  in  growing,  the  sam(> 
organism  whic.h  McCoy  and  Chapin  had  iso- 
lated from  the  ground  squirrel. 

Forty-nine  guinea  pigs,  three  Belgian  hares, 
three  white  rats,  and  three  kittens  were  ino- 
culated Avith  infected  spleen  juice.  The  pigs 
succumbed  on  the  fourth  and  fifth  days 
afterward.  The  rabbits  were  used  for  the 
eye  inoculations  and  the  appearance  of  the 
conjunctiva  was  similar  to  that  of  the  human 
case.  The  white  rats  died  in  three  days  and 
the  kittens  did  not  develoy)  the  disease.  The 
investigator  later  isolated  Bacterium  Tular- 
ense from  two  cotton  tail  rabbits  found  dead 


in  Southern  Indiana,  after  which  they  pub- 
lished the  first  warning  of  the  danger  of 
transfer  from  Avild  rabbits  to  man. 

In  1915  and  1917  Drs.  Battler  and  Lamb 
of  Cincinnati  described  similar  cases  of  “Cou- 
junctitis  Tularensis.  ” A name  introduced 
hy  Dr.  Lamb. 

These  patients  had  dressed  rabbits  previous 
to  the  develoyunent  of  disease.  These  alert 
observers  were  the  first  to  recognize  tlii. , 
Avild  rabbits  constitute  the  important  reser- 
voir of  infection,  and  in  the  -lournal  of  the 
Amei'i(;an  Medical  Association  December  5th, 
1914,  they  had  a yiaper  entitled  “Discovei’y 
of  Bacteruim  Tularense  in  Wild  Babbits,  and 
llie  danger  of  its  transfer  to  Man.” 

In  1919  Dr.  Francis  Avas  assigned  to  in- 
vestigate the  disease  Avhich  Avas  incayiacitating 
so  many  ranchers  and  farmers  in  Utah. 

This  disease  Avas  called  Deer-Fly  l ever. 
Dr.  Francis  established  a field  laboratory  and 
installed  the  cages  of  thirty  guinea  pigs, 
thirty  mice,  thirty  white  rats  and  thirty  rab- 
bits Avhich  he  had  brought  from  Washington. 

A fifty-two  year  old  rancher  had  been 
sick  four  days  folloAving  a deer-fly  bite  on 
right  of  neck.  Some  blood  Avas  Avithdra.Avn 
from  A''ein  of  arm  Avhieli  was  injected  into 
tAventy-seA-en  pigs  and  tAvo  rabbits,  all  ani- 
mals Avere  dead  on  fifth  day. 

The  ranchman  died  on  the  twenly-sixth 
day.  Autopsy  Avas  yierformed  and  the  spleen 
AA'as  enlarged  and  studded  over  surface,  and 
yiuly)  Avith  white  spots  1 to  3 m.  m.  in  dia- 
meter. 

It  Avas  only  five  days  after  the  rancher’s 
death  that  Dr.  Francis  Avas  stricken  Avith 
chills,  and  rayAidly  deA^eloped  a fever  of  102.2. 
He  was  hastened  to  the  Marine  Hospital,  and 
after  tAvo  months  Avas  able  to  resume  his 
studies. 

Upon  further  investigation  they  set  about 
to  determine  the  role  played  by  the  deer-fly 
in  transmission  of  disease. 

They  captured  deer  flies  and  alloAved  them 
to  bite  and  suck  blood  of  rabbit  infected  with 
Bacterium  Tularense.  Then  they  let  these 
flies  feed  upon  healthy  rabbits.  Two  days 
after  these  rabbits  were  dead.  Autopsy  found 
the  same  spotted  spleen  and  liver. 

During  this  investigation  it  was  found  that 
it  was  possible  for  this  organism  to  pene- 
trate the  unbroken  skin,  and  this  Avas  jiroven 
by  the  wife  of  the  Japanese  investigator,  D)‘. 
Ohara,  in  1925  when  she  allowed  herself  to 
be  inoculated  by  rubbing  the  serum  and  blood 
of  a supposed  diseased  rabbit  on  the  back  of 
her  hand.  This  Avas  allowed  to  remain  for 
tAventy  minutes  after  which  it  Avas  washed 
with  soap  and  Avater.  For  tAvo  days  Madam 
Ohara  eoimplained  of  headache  and  tender- 
ness of  axilla.  She  Avas  afterward  confined 
to  bed  with  general  malaise,  chilliness,  arti- 
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cular  pains,  headache,  constipation  and 
numbness  of  extremities.  The  fever  reached 
103.5.  Several  lymphnodes  were  rem.oved 
later  from  Axilla. 

Some  eight  months  afterward  Dr.  h'raii 
found  that  the  seruim  of  Madam  Ohara  ag- 
glutinated Bacterium  Tularense  proving  with- 
out a doubt  that  she  had  acquired  Tularemia 
as  the  result  of  her  experiment. 

When,  the  inve.stigators  were  in  Dayton, 
Ohio  they  were  amazed  to  discover  that  a 
score  of  market-men  had  known  about  the 
clinical  manifestations  of  the  disease  for  at 
least  thirty  y^ears.  Bitter  experience  had 
taught  them  to  dread  the  rabbit  season  be- 
cause of  the  certainty  wit'll  which  one  or  more 
of  the  meat-handlers  in  a given  market  ac- 
quired a prostrating  illness  which  incapa- 
citated them  for  months.  They  also  knew 
that  if  a meat  cutter  once  recovered  from 
the  disease  he  was  free  from  further  danger 
even  though  he  might  handle  the  same  batch 
of  rabbits  from,  which  .some  other  butcher 
a(‘(iuired  the  disease. 

November  of  1927  it  was  discovered  that 
twenty-four  Dayton  iieople,  iseventeen  of 
whom  were  market  men,  were  ill  of  Tulare- 
mia. It  was  concluded  that  there  mu.st  have 
been  many  unrecognized  cases  jirior  to  this 
time.  A circular  letter  ivas  sent  to  all  phy- 
sicians of  Dayton  soliciting  information  re- 
garding possible  old  cases.  As  a result  six 
old  cases  were  discovered,  all  arniong  market 
men. 

The  ])ermanence  of  the  serum  agglutination 
in  Tularemia  ]iermits  one  to  determine  with 
certainty  whether  or  not  an  individual  has 
had  the  disease. 

The  disease  is  spread  amouig  wild  rabbits 
through  the  agency  of  biting,  blood-sucking 
flies,  lice  and  ticks.  The  common  lice  and 
ticks  are  the  most  important  transmitters. 
There  is  no  record  of  the  disease  being  ac- 
quired by  eating  of  infected  rabbit,  as 
thorough  cooking  destroys  the  organis.m. 
There  is  also  no  record  of  a case  being  ac- 
quired from  one  individual  to  another. 

It  has  been  isolated  from  the  ground  squii-- 
I’pl,  rats,  mice,  sheep,  muskrats,  opossum, 
■wookchiick,  monkey,  gopher,  p<orcui>ine, 

\ coyote  and  chipmunk.  The  horse,  cow,  dog, 
j fox,  hog,  chicken  and  turkey  do  not  applear 
I to  be  susceptible  to  natural  or  experimental 
I infection  with  Bi  eterium  Tularense.  The 
I house  cat  seems  less  susceptible  than  any 
other  animal. 

Among  the  game  birds,  the  pigeon  seems 
Icmst  susce])tible,  while  the  blue  grouse,  ruf- 
fled grouse,  hungarian  ])artridge,  ringneck 
plu'asant,  and  (piail  have'  b('en  found  to  be 
inf(Mqeil  and  susceptible  lo  iiioeida.Iioiis. 

.Naturally  infected'  human  cases  liave  been 
i'e])orted  from  Di.strict  of  Colundiia  and 


every  state  in  the  Union,  except  New  Eng- 
land States,  Delaware,  and  Washington.  Ohio 
rejjorted  the  largest  with  92.  With  New 
York  the  lowest  of  2. 

The  inoculation  period  varies  from  one  day 
to  one  week.  The  average  being  three  and 
one-half  days  in  a series  of  259  eases,  f have 
found  all  cases  under  my  care  to  show  symp- 
toms on  the  third  day. 

The  onset  is  sudden,  ft  may  occur  while 
patient  is  asleep  or  in  the  midst  of  his  work. 
It  is  frequently  initiated  with  shaiq)  chill 
without  any  other  sympitoms.  Many  times 
simulating  LaGrippe.  This  chill  will  be  fol- 
lowed l)y  fever,  sweats,  severe  headache, 
aching  plains  in  back  and  extremities,  vomit- 
ing and  prostration  and  sometimes  deler- 
ium.  The  ]irolonged  convalescence  is  one  of 
the  most  serious  features  of  the  disease  in 
most  cases.  Usually  the  patient  remains 
l)edfast  for  ten  days  to  two  weeks.  Upon 
being  permitted  to  sit  up  or  walk  about  the 
room  the  patient  becomes  aware  of  extreme 
weakness  on  the  slightest  exertion.  >Some 
have  been  incapacitated  for  work  for  a year 
as  was  the  (;ase  of  my  brother,  wdiom  I am 
sure  had  tlie  disease  in  1922.  Suppuration 
of  the  involved  regional  lymphnodes  may  oc- 
cur many  monllis  or  even  a year  after  the 
acute  phase  of  the  disease. 

Complications  have  been  noted  in  a few 
cases  such  as  apj)ondicitis,  pleurisy  with  ef- 
fusion ami  pericardial  effusion.  There  is  no 
evidence  that  Tularemia  is  contagious.  There 
being  no  record  of  the  transmission  of  disease 
from  man  to  man  by  direct  contact  or  by 
the  bite  of  insect  which  had  previously  bit- 
ten aai  infected  human  being.  There  is  no 
record  of  a Doctor  who  has  incised  the  sup- 
jmration  glands  who  has  acquired  the  dis- 
ease. 

As  to  pathology.  The  base  of  ulcer  show.s 
a rich  cellular  infiltration  with  mononuclear 
cells,  predominating.  Perivascular  lympho- 
cytic infiltration  was  espediailily  noticeable 
at  the  margin  of  lesion. 

It  is  important  to  observe  that  there  was 
no  evidence  of  a('ute  purulent  inflammatory 
pi-ocess  being  more  or  less  of  that  of  a sub- 
acute infection  granuloma. 

A peculiarity  which  I have  observed  is  that 
nothing  you  do  or  apply  to  the  primary  le- 
sion is  of  any  benefit  in  healing  as  you 
would  get  in  other  wounds.  In  the  lymph- 
nodes the  characteristic  lesions  are  focus  of 
caseous  necrosis.  Because  of  the  histologie 
similarity  in  the  lesinns  of  tularemia  atnd  tu- 
berculosis many  j)atliologists  have  confused 
the  two  granulomas.  The  serological  studies 
of  Tidaremia  in  man  have  h‘d  to  twu)  out- 
stamling-  discov'eries.  Uirst  is  the  perman- 
ence  of  serum  cigglutiuations  in  long  recov- 
ered cases.  Second  is  the  freejuent  cross  ag- 
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glutination  of  the  organisms  of  Uiidulant 
Fever  by  Tularemia  sera. 

It  has  been  demonstrated  that  agglutinins 
are  completely  absent  during  the  first  week 
of  the  disease.  It  is  therefore  useless  to  col- 
lect blood  specimens  the  first  week.  They 
appear  in  the  serum  sometime  in  the  second 
week  and  by  end  of  three  to  seven  weeks  they 
have  reached  their  maximum. 

Now  as  to  diagnosis.  The  niost  important 
thing  in  diagnosis  is  to  have  the  disease  in 
mind.  Its  symptoms  and  signs  are  ordinarily 
so  characteristic  that  it  is  not  easily  confused 
with  other  diseases.  3'he  im})ortant  consid- 
eration is  the  history  of  contact  with  wdld 
rodents  such  as  wild  rabbits,  deer  flies  or 
wood  ticks,  followed  by  development  of  an 
indolent  primary  lesion,  and  persistant  re- 
gional lymphnodes.  Many  cases  have  been 
diaignosed  influenza  or  as  of  streptococciis 
etiology. 

Many  cases  may  simulaite  Typhoid  until  i1 
is  proven  by  repeated  negative  Widol  reac- 
tions and  positive  agghitination  of  Bacterium 
Tularense. 

Because  of  the  cross  agglutination  with 
Undnlant  Fever  it  may  be  taken  for  tbe 
latter. 

Now  as  to  treatment.  Prophylactic  mea- 
sures are  of  the  greatest  importance.  These 
include  the  education  of  market  imen,  hunt- 
ers, ranchmen,  farmers,  and  the  lastly  in 
general,  ais  to  the  danger  of  infection  and 
the  manner  in  which  it  is  acquired,  by  urg- 
ing thorough  cooking  and  those  who  handle 
wild  rabbits,  or  infected  laboratory  animals 
should  wear  rubber  gloves.  Hunters  should 
be  particularly  warned  about  handling  wdld 
rabbits  found  dead  in  fields.  Wild  rabbits 
whieh  are  easily  caught  or  shot  because  of 
sluggish  movement  are  very  apt  to  have  the 
disease. 

There  is  yet  no  specific  treatment.  No  vac- 
cine or  anti-serum'  has  been  found  to  be  effec- 
tive. Treatment  is  essentially  symptomatic. 
Strict  confinement  to  bed  is  important.  No 
intravenous  therapy  has  altered  the  course  of 
the  disease.  In  view  of  the  fact  that  serum 
agglutinations  are  so  permanent  it  seems 
loigical  to  m'e  that  the  disease  might  be  arrest- 
ed in  acute  stages  by  the  use  of  immune  hu- 
man serum  as  that  taken  from  individuals 
who  have  hald  Tularemia. 

As  said  before  I have  found  nothing  to  heal 
the  lesion,  yet  you  get  some  relief  from  the 
burning  pain  by  hot  compresses  of  siome 
antiseptic  solution.  I have  given  Echinacea 
FI.  Ext.  to  saturation  and  thought  I saw  some 
marked  improvement  in  condition. 

To  summarize  the  uniciue  features  of  t)u‘ 
disease. 

1.  Tin*  eei’lainty  of  infection  of  laboratory 
workers. 


2.  The  2)crsistence  of  agglutinins  in  blood 
(d'  long  recovered  cases. 

3.  The  cross  agglutinations  of  I'ndulant 
Fever  with  Bacterium  Tularense. 

4.  The  granulomatous  dharacter  of  tlie  le- 
sions in  man. 

5.  Its  penetration  of  the  unbroken  skin. 

6.  The  slow  convalescence  . 

7.  The  fact  that  one  attack  renders  j^a- 
tient  immune  .from  other  attacks. 

8.  Its  hereditary  transmission  through 
egg  of  the  tick  to  next  generation  of  ticks. 

9.  The  great  variety  of  insect  host. 

10.  The  igTeat  variety  of  animal  host. 


THE  PRESENT  STATUS  OF  HEMOLYSIS 
IN  BLOOD  TRANSFUSION  WITH 
REPORT  OF  A FATAL  CASE* 

Ohables  Baron,  M.  1). 

(lovington. 

In  June  of  1667  Denys  (1)  of  Montpelier, 
applied  the  treatment  of  blood  transfusion 
to  a young  man  who  was  weakened  by  re- 
peated hemorrhages.  The  blood  of  a calf 
was  injected  and  the  man  recovered.  From 
this  time  of  Pepys  in  the  17th  century,  the 
merits  and  safety  of  blood  transfusion  has 
l)een  under  discussion.  And  it  is  yet  a ques- 
tion not  sufficiently  understood.  In  1892 
Maraglino  (1)  discovered  that  the  serum  of 
a healthy  man  was  hemolytic  to  a serum 
alien  to  it.  And  in  1899  Shattuek  (1)  insti- 
tuted typing  of  blood,  followed  in  a short 
time  by  Landsteiner ’s  report  (2)  on  the 
same  subject.  Ottenberg  (3)  first  used  the 
mieromaeroscopicial  method  in  compatibility 
tests,  which  later  was  modified  by  Brem  (4), 
Adopted  methods  which  have  proven  ade- 
quate for  a great  period  of  time  are  rarely 
challenged  until  a terrible  accident  ooeurs. 
In  the  writer’s  ex'perience,  a modification 
of  Brem’s  (4)  method  in  that  no  known 
groups  are  used  to  determine  whether  a pros- 
pective donor’s  blood  is  suitable  for  the 
recipient,  has  proven  efficacious  with  no  bad 
result  except  a very  occasional  reaction,  such 
as  a slight  fever,  and  in  one  ease,  a chill. 
The  following  is  the  report  of  a case  that 
terminated  fatally  and  gave  rise  to  this  re- 
sume of  the  subject. 

G.  G.,  a girl,  age  27,  while  spending  the 
night  in  the  hospital  prior  to  an  impendinig 
tonsillectomy,  developed  an  attack  of  pain 
in  the  abdomen.  Eighteen  honrs  later  after 
the  on.set  of  the  pain,  on  5-21-31,  she  was 
operated  upon  for  ijite.stinal  obstruction. 
Gangrene  of  the  bowel  had  set  in  and  a re- 
section of  the  bowel  was  done.  An  end-to-eml 
anastamosis  was  made  but  this  proved  in- 
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adequate,  for  it  was  followed  by  mild  symp- 
toms of  obstruction,  and  therefore  on  5-25- 
31  an  enterostomy  was  performed.  The  pa- 
tient seemed  to  be  holding  her  own,  but  the 
improvement  was  not  as  rapid  as  was  ex- 
pected. A blood  transfusion  was  decided 
upon,  and  by  the  direct  method  of  cross  ag- 
iglutination  with  the  donor’s  serum  and  tue 
recijiient’s  corpuscles  and  the  recipient’s 
serum  and  the  donor’s  corpuscles,  a suitable 
donor  was  chosen.  500  c.  c.  was  given  by  the 
citrate  method  and  the  patient  stood  it  well. 
The  ahdoiminal  distention  still  continued  in 
spite  of  the  enterostomy  and  therefore  on 
6-8-31  a catheter  was  placed  in  the  enteros- 
tomy. The  patient  seemed  to  improve  and 
for  two  weeks  made  a slow  but  gradual  gain 
for  the  better.  Then  symptoms  of  obstruc- 
tion set  in  again  and  while  not  severe  or 
alarming,  upon  consultation,  reopening  the 
abdomen  was  decided  upon.  This  was  done 
on  6-25-31,  nineteen  days  after  the  first 
blood  transfusion.  Partial  obstructions,  due 
tf>  the  many  adhesions  were  found  and  af- 
ter separation  and  resection  of  a small  j)art 
of  the  bowel  followed  by  a lateral  anasta- 
mosis,  the  patient  was  then  given  another 
blood  transfusion.  It  must  be  stated  here 
that  all  the  operations  vdth  the  exception  of 
the  third  in  which  the  tube  was  inserted 
were  performed  under  stpinal  anesthesia.  In 
the  last  operation  the  patient  was  in  good 
condition,  considering  what  she  had  gone 
through  and  at  the  end  of  the  operation  had 
good  color,  the  pulse  was  strong  and  regular, 
and  she  was  awake  and  talldng  to  the  doc- 
tors and  nurses  in  a voice  that  was  border- 
ing on  the  vociferous.  At  this  stage  the  sec- 
ond blood  transfusion  was  instituted.  The 
same  direct  cross  agglutination  method  was 
used  to  find  a suitable  donor  and  the  citrate 
method  was  used.  The  blood  was  given  slowly 
and  about  300  c.  c.  of  blood  had  been  given 
when  it  was  noticed  that  the  patient  became 
quiet,  and  her  skin  pale.  The  patient  was 
asked  for  any  signs  of  headache,  backache  or 
dizziness,  but  she  replied  after  a slowness 
of  speech  was  discerned  that  she  felt  nothing 
except  a little  w^eakness.  The  transfusion  was 
continued  and  after  that  200  c.  c.  of  normal 
saline  was  given,  an  often  used  procedure 
with  beneficial  results,  to  replace  fluids  lost 
by  vomiting  and  decreased  oral  intake.  At 
the  end  of  the  transfusion  the  patient  seemed 
very  quiet  and  then  it  was  noted  for  the  first 
time  that  her  respiration  was  slow,  12  to 
the  minute,  and  the  skin  had  a slight  icteric 
tinge.  The  skin  still  remained  plale.  No 
cyanosis  was  noted.  The  pulse  was  rapid  and 
weak.  Slie  was  brought  back  to  her  room  it 
seemed  in  a state  of  shock,  with  a weak  pulse, 
slow’  respiration  now  reduced  to  8 per  minute. 
The  jaundice  seemed  to  be  deepening.  She 


did  not  regain  consciousness,  and  the  dyspnea 
continued.  She  died  8 hours  after  the  trans- 
fusion. 

Discussion 

Wlhile  it  was  indeed  unfortunate  that  no 
blood  work  was  done  following  the  trans- 
fusion, it  seems  that  what  took  place  was  a 
hemolysis  of  the  recipient’s  blood,  resulting 
in  jaundice  and  air-hunger.  In  this  ca,se, 
questions  ari.se,  that  to  try  and  answer  ac- 
cording to  prevailing  opinion  leaves  us  yet 
in  a bewildering  quandary,  as  to  w’hat  was  the 
exact  physilogic-pathological  phenomenon. 

What  role  did  isohemolysins  play  in  this 
picture'!  The  probability  of  their  presence 
must  always  be  kept  in  mind.  In  1901  Land- 
steiner  (2)  found  that  22  individuals  whose 
blood  he  studied  could  be  divided  into  three 
groups  wdth  respect  to  isoagglutinins.  It 
was  found  in  other  words,  that  analagous 
to  the  isolysins  described  by  Erlich  (5)  and 
his  workers  in  the  case  of  goats,  human  be- 
ings could  exert  specific  hemoagglutinating 
action,  and  in  some  cases,  hemolytic  action 
upon  the  corpuscles  of  .other  individuals. 
According  to  Hewlett  (6),  isohemolysins  may 
occur  naturally,  and  they  account  for  so.me 
of  the  occasional  accidents  which  have  fol- 
lowed the  direct  transfusion  of  blood  from 
one  individual  into  anothei-  of  the  same 
species. 

What  part  did  a repeated  blood  trans- 
fusion have  in  the  events  that  followed?  As- 
cording  to  French  (7),  it  is  noteworthy  tha,t 
if  the  same  donor  is  used  a second  time 
hemoglobinuria  may  follow  the  second  trans- 
fusion when  none  accompanied  the  first. 
Wlhile  in  the  discussed  case  a different  donor 
was  used  for  the  second  transfusion  yet  we 
know  that  the  type  of  an  individual  some- 
times changes,  though  very  seldom,  after 
transfusion.  According  to  Hewlett  (6)  iso- 
hemolytic  substances  may  probably  develop 
in  certain  instances  after  repeated  injections. 
And  DaCosta  (1)  .states  that  true  allergic 
reactions  are  more  common  if  more  than  seven 
days  are  ajlow’ed  to  elapse  between  trans- 
fusions. Was  this  the  possible  explanation? 
A tim,e  of  19  days  did  elapse  between  the  twm 
transfusions.  Were  hemolysins  formed  due 
to  the  repeated  transfusions  or  w’as  it  allergic 
in  action  with  hemolysis  resulting  ? 

Was  the  te.st  for  compatibility  adequate 
or  must  we  look  for  other  methods  ? When 
it  if^seen  that  additional  blood  groups  exist 
according  to  Gutbrie  (8),  the  complexity  of 
finding  the  right  donor  seems  augmented. 
Blood  grouping  .seems  to  be  the  paramount 
issue  with  some  men,  universal  donors  seem 
to  be  the  answer  with  others,  and  yet  others 
d.are  not  trust  a transfusion  until  a cross-ag- 
glutination test  is  carried  out,  regardless  of 
grou))ing.  Moss  ('9')  feels  that  care  must  be 
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taken  to  secure  a donor  whose  blood  falls  in 
the  same  group  as  that  of  the  recipient, 
otherwise  serious  or  even  fatal  Iheniolysis 
may  occur  in  the  recipient  after  transfusion. 
Irsigler  (10)  came  to  the  conclusion  that 
blood  transfusions  should  be  made  only  fol- 
lowing careful  determination  of  blood  groups. 
Levine  and  Mabee  (11)  brouight  attention  to 
the  fact  that  universal  donors  are  not  ahvays 
safe.  DeCosta  (1)  denounces  such  a prac- 
tice and  believes  that  the  universal  ideas  of 
universal  donor  and  universal  recipient  are 
erroneous,  and  further  believes  that  cross- 
agglutination shoulu  be  done  before  each 
transfusion.  WIildegans  (12),  in  an  ef.diaus- 
tive  review  of  transfusion  deaths  states  that 
it  is  best  to  reject  the  universal  donor  and 
employ  a donor  belonging  to  the  same  group 
as  the  recipient.  However,  as  he  further 
points  out,  even  this  does  not  always  prevent 
accidents.  An  acute  hemolytic  crisis  may  oc- 
cur immediately  after  the  transfusion,  a fatal 
delayed  reacdion  from  one  to  four  hours 
later,  or  a constitutional  reaction  due  to  the 
foreign  protein.  Oehleeker  (13)  from  a 
careful  review  of  eases  of  hemolysis  that  were 
fatal  following  blood  transfusions  shows  that 
liemolysis  m.ay  occasionally  supervene  in  spite 
of  blood  groups  determination  (and  in  spite 
of  the  direct  test  of  a droplet  of  donor’s 
blood  in  recipient’s  serum),  under  the  fol- 
lowing conditions : Rare  exceptions  or  inter- 
mediate (?)  groups  in  the  four  classical 
luiman  blood  groupings;  uncertainties  in  the 
interpretation  of  the  serological  tests,  espe- 
cially by  the  inexperienced  observors ; changes 
and  deterioration  of  the  test  sera ; last  not 
least,  all  sorts  of  confusions  and  misunder- 
standings in  every  day  life. 

Recognising  that  careful  cross  agglutina- 
tion is  the  be.st  method,  the  question  arises, 
can  hemolysis  be  foretold  by  such  a simple 
test?  Tice  (3)  states  that  hemiolysis  does 
not  occur  unless  it  has  been  preceded  by  ag- 
iglutination.  Hewlett  (6)  states  that  when 
hemolysis  occurs,  it  is  usually  preceded  or 
accompanied  by  agglutination.  Wildegans 
(12)  seems  to  feel  that  it  is  justifiable  to 
doubt  A\-fliether  our.  confidence  in  the  prac- 
tical value  of  the  theory  of  agglutination 
can  continue.  Direct  study  of  the 'bloods  has 
special  advantages  over  the  determination  of 
blood  groups,  but  it  is  doubtful  whether  ag- 
glutination always  precedes  hemolysis.  Parr 
and  Krishner  (14)  state  that  from;  their  ex- 
])erience  it  does  not  always  do  so  and  in  their 
fatal  ease,  post-transfu.sal  examination  of  the 
blood,  demonstratedi  that,  the  heinolysis  w^as 
.slow  in  vitro,  although  tlie  donor’s  (*ells  were 
involved  in  the  hemolysis  instead  of  the 
recipient’s  with  whieh  we  are  more  con 
cerned.  Irsigler  (10)  studied  transfusion 
deaths  and  he  feels  that  the  rc])orted  cases 


prove,  what  has  already  been  indicated  by 
animal  experiments,  that  agglutination  and 
hemolysis,  as  reactions  following  mixtures  of 
different  types  of  blood,  are  not  connected 
so  closely  as  the  agglutination  tests  indicate. 
In  animal  experiments  the  two  phenomena 
can  be  produced  independently  of  each  other. 
From  an  agglutination  test  in  vitro,  one  can- 
not infer  either  the  actuality  or  the  intensity 
of  the  agglutination  or  the  dev^elopment  or 
absence  of  a hemolysis  in  vivo. 

Despite  the  dire  warning  of  hemolysis  not 
being  detected  by  tbe  ordinary  ;method  of 
cross-agglutination,  Blaine  (15),  in  report- 
ing his  impressions  resulting  from  3000 
transfusions  of  unmodified  blood,  feels  that 
the  method  is  adequate.  He  states,  “In 
about  one-third  of  the  cases  the  patient  and 
donor  are  not  in  the  same  group,  and  1 can 
state  positive  that  there  is  no  objection  to 
such  a procedure.  Such  a practice  does  not 
increase  the  incidence  of  post-transfusal  re- 
actions. The  donor’s  blood,  even  though  it 
possesses  the  necessary  agglutinins  to  clump 
the  patient’s  cells,  will  not  do  so  when  added 
to  the  patient’s  circulation  in  the  amounts 
ordinarily  given.  Theoretically  it  is  possible, 
however  to  give  enough  blood  from  this  donor 
to  raise  the  agglutinating  litre  sufficiently 
high  to  cause  a disturbance.  Ordinarily  it  is 
only  necessary  that  the  patient’s  plasma  does 
not  agglutinate  the  donor’s  cell.”  Tice  (3) 
endorses  this  only  precaution  by  stating,  “If 
the  donor’s  serum  agglutinates  the  patient’s 
corpuscles  but  there  is  no  agglutination  of 
the  donor’s  corpuscles  by  the  recipient’s 
serum,  the  transfusion  may  be  safely  done, 
even  knowing  that  the  donor  is  not  in  the 
same  group.”  And  Brines' (16)  is  even  more 
emphatic  in  a review  of  4000  cases  of  trans- 
fusion. He  states,  “In  a transfusion,  as  far 
as  compatibility  is  concerned,  the  sole  inter- 
est is  that  the  plasm, a of  the  recipient  does 
not  agglutinate  the  cells  of  the  donor.  The 
exceptions  to  this  are  negligible.  In  the  4000 
cases,  incompatible  blood  was  transfused  6 
times.  No  fatalities  occurred  in  4 of  these 
eases  and  2 others  were  in  a moribund  condi- 
tion before  the  transfusion.” 

Conclusions 

While  it  seems  quite  evident  that  the 
phenomenon  of  hemolysis  occurs  in  vitro 
without  agglutination,  and  that  agglutination 
in  the  ordinary  methods  of  micromacro- 
scopical  examination  do  not  accompany  the 
pihenomenon  of  hemolysis,  yet  one  must  come 
to  the  conclusion  that  to  all  intents  and  pur- 
poses the  ;m,ethods  discussed  of  cross-agglu- 
tinatiion  are  sufficient  in  com])atibility  tests. 
It  is  ri'cognized  that  fatalities  do  occur  in 
.suite  ol'  these  methods,  yet  one  i.s  struck  by 
the  fact  that  in  almost  all  the  eases,  the 
deaths  might  have  been  avoided  if  more  at- 
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li;i(l  been  given  1o  vst  riking  initi;il 
syinptoius  at  tin?  time,  ol  t lie  1 ransl  usion. 
And  in  adilitioii,  Odlileeker’.s  eonrlusions 
iiee^l  to  be  stressed.  A survey  of  /UtH)  trans- 
fusions by  American  writers  seem  to  justify 
the  above  conclusions. 

Thanks  is  given  to  Dr.  11.  Northcutt  for 
|)ermission  to  present  tliis  case. 

KKKK'nKNCE.S 

1.  UaCftsta,  Muilei-n  Surgery,  W.  H.  Saunders  Co.,  HKj  1 . 
•J.  Landsteiuer,  Wien.  Uliii.  Wcliuschr.,  XIV, 

1132. 

3.  Tice,  Practice  of  Medicine.  Vol.  I. 

4.  Krem,  J.  A.  M.  A.  LXVII,  19U,  1910. 

5.  Zinsser,  U.  A Textbook  of  Bacteriology.  1>.  .\pple 
tun  and  t o.  1925. 

0.  Hewlett.  A W..  Patliological  Physiology  of  Internal 
Diseases.  1).  Appleton  and  Co.  1923. 

7.  French,  Index  of  Differential  Diagnosis,  Win.  Woods 
and  Co.  4th  E.  192H;  p.  35H. 

8. *  Guthrie,  Johns  Hopkins  Medical  Bulletin,  Feb.  1923. 

9.  Moss,  Johns  Hopkkins  Hospit.il  Bulletin,  I91U,  21. 

p.  63. 

10.  Irsigler,  F ..1.  Zentrallbhitt  fur  Chirurgie,  Leip/.ig. 
.)»;1681-li44,  July  4,  1931. 

11.  Levine  and  Mahee,  J.  Iniiminol.  8:425  Xov.  1923. 

T2.  Wildegaus,  Deaths  Fidlowing  Blood  Transfusin. 

Zentralbl.  f.  Lhir.  1930,  p.  280,'>. 

13.  Oehlecker,  F.  Hemolysis  in  .Spite  of  Blood  Groups 
Determination,  .\rchiv.  tur  Kiln.  Cmrurgie.  152:477-508, 
1928. 

14.  Parr  and  Krishner,  llemolitic  Tranfusion  Fatality 
with  Donor  and  Recipient  in  the  Same  Blood  tu-oup.  .1.  .i. 
M.  -4.  98:1;  .Jan.  2,  1932,  47. 

15.  Blaine,  W.  A.  Impressions  Resulting  from  Three 
Tnousanu  'j'ransfusions  oi  L nniodit  led  Blood.  Ann.  ot 
Surg.  89:917-922,  1929. 

16.  Brines,  0.  A.  Post-Transfusion  Reactions.  .1.  .1.  M. 
A.  94  April  12,  1930,  1114. 


Benign  Tumors  of  Bronchus. On  the  basis 

cf  a study  of  seventeen  cases,  Wessler  and  Rabin 
seek  to  define  a clinical  picture  of  benign  tumors 
of  the  bronchus.  Their  study  was  concerned 
mainly  w'lth  that  form  of  tumor  known  as  ade- 
noma, which  appears  to  be  the  commonest  type 
encountered  clinically.  The  following  facts  are 
emphasized:  1.  Care  must  ibe  exercised  in  the 
microscopic  diagnosis  of  these  tumors  lest  they 
be  mitakenly  regarded  as  malignant.  2.  Benign 
tumors  of  the  bronchus  probably  have  a long 
period  of  latency  during  which  there  may  be  no 
symptoms  of  bronchial  obstruction  or  bronchial 
irritation.  3.  In  a considerable  percentage  of  the' 
cases  this  period  'is  characterized  by  repeateo 
hemorrhages.  4.  Aside  from  the  symptoms 
bronchial  obstruction  and  infection,  pulmonary 
hemorrhage  is  a frequent  symptom  of  adenoma 
of  the  bronchus.  This  bleeding  has  certain  char- 
acteristics which  may  suggest  the  diagnosis. 

5.  When  stenosis  of  a bronchus  with  infection  of 
a lung  has  occurred  the  clinical  picture  may  be 
confusing.  These  clinical  pictures  are  described. 

6.  The  prognosis  of  benign  tumors  of  the  bron- 
chus depends  on  the  early  discovery  and  removal 
of  the  tumor,  which  may  lead  to  prompt  cure. 
When  secondary  inflammatory  changes  have 
occurred  in  the  lung,  the  outlook  is  not  good. 

7.  Evidence  is  adduced  wh'ich  indicates  that 
polypoid  adenomas  may  undergo  malignant 
degeneration. 


DKOiNtTl  O-ITN  I'UJMl  )N  I A- 
vV.  il.  Joyner,  M.  D. 

Greenup. 

Broncho-pneumonia  is  an  infiamniation  of 
lobular  or  patchy  areas  of  lung  tissue,  caused 
by  nucrobie  or  other  irritants  that  find  their 
way  into  it  throuigHi  the  bronchus.  This  of 
course,  de.scribes  a lesion  rather  than  a dis- 
ea.se,  it  is  found  in  the  very  younig  or  very 
old  and  may  be  either  ])rimary  or  secondary  ; 
in  the  young,  it  may  occur  as  an  idiopathic 
affection  though  it  is  a frequent  complication 
of  the  infectious  fevers : measles,  whooping 
cough,  scarlet  fever,  diphtheria,  smallpox, 
and  etc.  Jn  aged  adults  it  may  occur  during 
influenza,  erysipelas,  typhoid,  in  fact,  any 
debilitating  Disease,  including  Bright’s  dis- 
ea.se  and  the  organic  heart  diseases,  while 
it  is  rare,  it  sometimes  complicates  s^’philis. 
The  term  aspiration  or  deglutition  pneumonia 
is  purposely  omitted  by  the  writer  in  this 
paper.  Some  of  the  other  predisposing 
c auses  in  the  young  are  diarrhea  and  rickets, 
in  fact,  all  influences  depressing  to  life  as 
overwork,  fatigue,  the  air  of  badly  ventilated 
houses,  insufficient  food  and  defects  of 
hygiene,  act  similar,  ft  is  the  writer’s  idea 
to  discuss  this  condition  as  it  affects  children 
almost  exclusively. 

Holt  in  1907,  reportetl  126  cases  as  age 


predisijosition  as  follows ; 

During  l.st  year  224  cases  or 53% 

During  2nd  year  142  cases  of 33% 

During  3rd  year  46  eases  or 11% 

During  4th  year  10  cases  or 2% 

During  5th  year  4 cases  or 1% 


After  four  years  broncho-pneumonia  is  un- 
common as  a primary  condition,  thoiig’h  u 
is  seen  throughout  childhood  as  a complica- 
tion to  the  infectious  diseases.  Of  these, 
males  were  more  susceptible,  the  ratio  being 
about  4:5.  As  to  season  38%  occurred  dur- 
ing the  winter  months,  31%  during  the 
spring,  13%  during  the  summer  and  18% 
during  the  autumn,  ft  of  course,  affects  all 
classes,  but  is  more  frequent  in  children 
having  poor  hygienic  surroundings.  In  246 
primary  cases  reported  by  Holt,  120  were  in 
good  condition  before  the  attack  and  126 
were  counted  as  delicate,  rachitic  or  syphili- 
tic. Now  as  to  the  number  of  primary  as 
compared  to  the  secondary,  1 copy  the  fol- 
lowing table  from  Holt  of  the  443  cases  re- 


ported. 

Primary  164 

Secondary  to  bronchitis  of  the  large 

tubes  41 

Complicating  measles  89 

Complicating  pertussis 66 


*Read  before  the  Greenup  County  Medical  Society,  De- 
cwnber  11,  1931. 
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Complieatinig:  Diplitlieria 47 

Complicating  Acute  Ilio-colitis 19 

Complicating  Scarlet  Fever i 

Complicatinig  Influenza b 

Complicating  Varicella  2 

Complicating  Erysipelas 2 


The  author  says  “A  large  number  of  the 
patients  had  previously  suffered  from  one  or 
more  attacks  of  bronchitis  and  15  previously 
had  broncho-pneumonia  as  an  exciting  cause. 
Exposure  to  cold  must  still  be  classed  as 
among  the  potent  factors  in  primary  broncho- 
pneumonia. In  1892,  Netter  published  a re- 
port of  42  cases,  he  did  not  separate  the  pri- 
mary and  secondary  cases.  In  25  of  these 
in  which  but  one  form  of  bacteria  was  found, 
the  pneumococcus  was  found  in  10,  the  strep- 
tococcus in  8,  the  staphylococcus  in  5.  The 
Friedlander  Ilacillus,  in  2.  In  the  17  cases 
of  mixed  infection  the  streptococcus  was  pres- 
ent in  15,  the  pneumococcus  in  9,  the  sta- 
phylococcus in  8,  Freidlander ’s  Bacillus  in  4. 
Our  present  knowledge  is  as  follows : The 

pneumococcus  is  present  in  most  of  them  and 
in  a large  number  of  them,  it  occurs  alone.  In 
the  mi.xed  infections,  it  is  more  often  asso- 
ciated witli  the  streptococci,  next  to  this  the 
staphylocoecus  pyogenes  aureous.  In  the 
secondary  cases,  a large  part  is  played  by  the 
streptococcus  pyogenes. 

The  term,  brohchopneumonia,  is  now  gen- 
erally accepted  as  a generic  one.  The  process 
may  begin  in  the  larger  bronchial  tubes  and 
gradually  extend  to  those  of  smaller  calibre, 
finally  involving  the  pulmonary  lobules  in 
which  these  tubes  terminate  or  it  may  extend 
to  the  air  vesicles  which  surround  the  tubes 
in  its  course  through  the  lung,  so  that  in  any 
way  the  lung  is  cut,  there  is  seen  surrounding 
the  small  bronchi  zones  areas  of  pneu- 
monia. In  Other  cases  the  process  seems  to 
begin  almost  at  the  same  time  in  the  small 
bronchi  and  air  vesicles.  As  both  are  found 
involved  even  when  death  occurs  in  a few 
hours  after  the  first  symptoms,  there  are 
hoAvever,  cases  in  which  the  parts  affected 
bear  no  relation  to  the  bronchi,  where  these 
are  foi;nd  we  find  usually  small  or  sometimes 
large  patches  or  areas  of  pneumonia  scattered 
irregularly  throughout  the  lung,  usuaDy  near 
the  surface.  Prom  the  distribution  of  the 
lesions  such  cases  might  better  be  termed 
lobular  than  bronchial  pneumonia.  The  in- 
dicated foci  are  either  areas  of  inflammatory 
consolidation  or  of  atelectasis,  when  the  lung 
is  cut  these  pneumonia  patches  project  slight- 
ly, above  the  surface  and  present  a reddish 
in  the  later  stages,  a grayish  appearance 
with  occasionally  a minute  foci  of  suppura- 
tion. 

As  to  the  involvement,  in  170  autopsies 
made  by  Holt  82%  had  extensive  involvement 
in  both  lungs,  the  parts  most  affected  were 


the  lower  lobes  posteriorly,  next  to  this  the 
posterior  part  ot  both  the  upper  and  lower 
lobes.  The  left  lower  lobe  was  more  extensive 
than  the  right  in  over  two-thirds  of  the  cases. 
Only  a single  lobe  was  involved  in  but  9%  of 
the  cases.  It  is  not  common  for  the  disease 
to  be  situated  in  the  anterior  portion  of  the 
lung,  only,  but  when  this  does  occur  the  right 
aplex  is  the  most  frequent  seat  and  in  the 
primary  form  which  is  seen  more  often  in  in- 
fants and  younger  children.  The  symptoms 
resemble,  in  a great  many  instances,  those  of 
acute  lobar  pneumonia.  The  onset  while  gen- 
erally more  gradual  may  be  very  sudden  with 
vomiting  or  less  frequently  a convulsion. 
The  temperature  generally  rises  rapidly  to 
103°  P.  or  even  105°  P.  or  in  letherol  cases 
as  high  as  106°  I',  might  not  be  counted*  un- 
com,mou;  then  sometimes  in  debilitated  chil- 
dren, the  temperature  may  not  go  above 
102°  F.  until  death  in  three  or  four  days.  It 
has  been  the  writer’s  experience  to  see  some 
of  these  cases  which  may  occur  either  in  the 
primary  or  secondary  form  of  the  disease. 

As  to  the  mortality  as  compared  to  the  tem- 
perature, perhaps  Holt’s  table  is  about  the 
average. 

106°F.  and  over  55  cases  with  47  deaths  85.5% 
105°F.  to  105V^°F.  94  cases  with  56  deaths  60% 
104°F.  to  104  %°F.  53  cases  with  26  deaths  49% 
102°F.  to  103V^°F.  22  cases  with  13  deaths  60% 
99°F.  to  101  %°F.  7 cases  with  deaths  71% 

These  231  cases  did  not  include  those  com- 
plicating measles  and  diphtheria.  Cases 
with  steady  high  temperature  1021/2°  if.  to 
105°  usually  do  better  than  those  with  wide 
fluctuations  100  to  105.  This  probably  is  due 
to  the  fact  that  the  former  is  usually  caused 
by  the  pneumococci  while  the  latter  is 
usually  the  mixed  infections.  The  tempera- 
ture in  any  broncho  pneumonia  is  usually  of 
the  remittent  type.  With  this  temperature 
which  may  continue  high,  the  respiration  and 
pulse  are  accelerated,  the  former  often  out 
of  proportion  to  the  latter,  there  is  generally 
dysj)onea,  often  marked  with  cyanosis,  to- 
gether with  the  nervous  symptoms,  restless- 
ness, insomnia  and  delirium,  but  the  physical 
symptoms  are  usually  not  so  well  developed 
as  the  signs  would  indicate.  There  may  be  no 
cough  or  one  that  is  fruitful,  this  of  course, 
in  young  children  will  be  swallowed,  back  and 
may  or  may  not  be  vomited,  the  respiration 
is  usually  very  much  inerea»sed  generally  out 
of  all  proportion  to  the  pulse.  Sometimes  as 
much  as  60  to  70  times  per  minute.  There 
are  large  dry  and  moist  rales,  almost  through 
the  entire  course  of  the  disease.  These  may  be 
abselit  but  when  present  as  they  usually  are, 
they  are  at  least  one  diagnostic  point  between 
lobar  and  lobular  pneumonia.  There  may  or 
may  not  be  areas  of  consolidation,  if  so  these 
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involve  more  ol'ten  areas  ol’  Imth  lungs,  they 
are  usually  small  and  muuiple,  the  pulse  is 
vei'3'  rapid  as  would  he  expected,  it  is 
weaK  anu  thready  to  compare  with  the  sever- 
ity 01  tne  condiuon.  ihe  cyanosis  in  severe 
cases  is  very  markea.  it  has  been  the  esper- 
ience  of  the  writer  that  there  is  a characteris- 
tic grunt  with  each  insinration,  this  tends  t 
aid  in  the  diagnosis.  the  gastro-intesiinai 
symptoms  when  present  are  very  distressing 
and  render  the  prognosis  grave,  tnere  may 
be  vomiting  or  diarrhea,  either  or  both,  in 
fact,  the  diarrhea  may  be  either  a predis- 
posing cause  or  a complication  and  is  very 
grave  as  either.  Wliat  is  said  of  diarrhea  may 
be  said  of  tuberculosis,  which  may  either  be 
predispo.sing  or  a comijlication.  \\  hen  either 
the  prognosis  is  almost  always  fatal,  in  secon- 
dary cases,  the  symptoms  more  often  follow 
the  predisposing  disease,  adding  to  these 
symptoms  high  lever,  a weaker,  faster  pulse 
and  the  characteristic  grunt  spoken  of  above. 
The  prognosis  varies  with  the  etiology’  but  is 
always  grave,  being  from  30%  to  50%  of  all 
children  affected  with  it. 

in  fatal  cases  death  may  occur  in  24  hours 
or  less,  in  secondary  cases  especially  in 
rickitic  or  undernouri.shed  children  the  mor- 
tality in  the  writer’s  experience  is  exactly 
100%  in  older  chilaren,  two  years  or  older 
that  seem  otherwise  healthy,  the  mortality  is 
expected  to  be  about  80%.  In  this  connec- 
tion it  must  lie  recognized  that  some  cases 
who  have  seemingiy  fatal  .symptoms  recover 
while  others  whose  symptoms  point  to  recov- 
eiy,  die  before  the  physician  learns  what  it  is 
all  about.  In  the  primary  cases  the  mortality 
is  expected  to  be  .somewhere  from  10%  to 
30%  . Holt  reports  the  following; 


% Mor- 

Cases 

Deaths  tality 

Primary  Broncho  pneumonia  194 

96 

49.4% 

Following  Bronchitis 

29 

19 

65.5% 

Secondary  to  Measles.  . . . 

89 

56 

62.9% 

Secondary  to  Pertussis.., 

66 

54 

81.8% 

Secondai-y  to  Influenza.  . , 

6 

1 

16.6% 

Secondary  to  Ileo  colitis.  , 

. . . 19 

18 

94.7% 

Diphtheria,  Scarlet  Fever, 

Varcella, 

Erysipelas,  all 

Making  461  cases,  202  deaths 

. . .65.5% 

He  reports  the  mortality  as  to 

age 

Cases 

Moi’tality 

l.st  year 

....202 

66% 

2nd  year  

....102 

55% 

3rd  year 

33% 

4th  year 

....  6 

16% 

j 5th  year 3 

Nervous  symptoms  early  in  the  disease  do 
not  affect  the  prognosis,  three  cases  in  which 
I convulsions  occurred  in  the  onset,  recovered, 
j of  37  cases  convulsions  appearing  late  in  the 
I disea.se,  all  died  save  one.  Broncho  pneumonia 
I causes  more  deaths  in  children  under  2 


years  of  age  than  any  other  one  cause,  save 
iteo  colitis.  Now  as  to  treatment,  there  is  no 
specific  treatment,  in  other  words,  nothing- 
can  be  done  tor  the  disease,  much  may  be 
done  for  the  patient,  the  uses  of  antitoxin 
and  vaccines  are  certainly  of  doubtful  value 
if  not  strictly  useless.  Open  air  treatment 
IS  certainly  indicated  from  the  beginning  to 
the  end.  if  the  sick  room  may  be  chosen,  it 
should  be  large  and  well  ventilated  wifh  an 
open  fireplace  (this  is  an  aid  to  ventilation]. 
Ordinarily  or  under  ordinaiy  circumstances, 
the  temperature  should  be  maintained  at 
about  70""F.  though  under  conditions  where 
much  stimulation  is  needed  and  the  patient 
bears  it  well,  a much  lower  temperature 
would  be  best  but  the  cold  open  air  treat- 
ment as  practiced  by  many  physicians  in  the 
treatment  of  lobar  pneumonia  is  to  be  con- 
demned in  broncho  pneumonia.  The  diet 
should  be  almost  exclusively  liquid  or  semi- 
solid and  liquid  and  of  as  high  caloric  value 
as  the  assimilation  of  the  patient  and  all 
other  conditions  w i 11  warrant.  Hyro- 
tlierap}-  mjay  or  may  not  be  useful.  Some- 
times a cool  bath  where  well  borne,  does  a 
great  deal  of  good  in  reducing  temperature, 
stimidating  circulation  and  quieting  the  ner- 
vous system,  especially,  if  the  temperature  is 
lU4]v;  or  above.  Sometimes  counter  irrita- 
tion such  as  weak  mustard  applied  to  the 
chest,  does  a great  deal  of  good,  these  cer- 
tainly should  not  be  strong  enough  to  more 
than  redden  the  .skin.  If  they  seem  to  be  in- 
dicated and  well  borne,  they  may  be  kept  on 
continuously,  but  the  poultices  of  clay  etc., 
used  by  the  older  practitioners  are  to  be  con- 
demned. No  patient  with  broncho-pneumonia 
should  be  required  to  lie  on  his  back  ovter  a 
very  long  p jriod  of  time.  Small  children 
may  be  nursed  (held  on  the  knee),  much  of 
the  time.  Old  patients  who  are  not  too  weak, 
maj'  be  permitted  to  sit  up  if  they  so  desire. 
As  a stimulant  to  respiration,  strychnine  may 
be  used  about  1/200  grain  every  3 or  4 hours 
for  a child  one  year  old.  If  the  patient  is 
not  too  weak  and  the  cough  is  too  dry,  stimu- 
lating expectorants,  like  ammonia  chloride  or 
carbonate  may  be  used.  If  these  are  not  well 
borne,  by  the  .stonijach,  the  aromatic  spirits 
of  ammonia  may  be  u.sed.  If  there  is  circula- 
tory failure,  digitalis  is  indicated;  if  too 
acute  nitroglycerine  1/500  min.  every  hour 
for  a child  one  year  old  is  to  be  recom- 
mended. The  use  of  alcohol  in  broncho  pneu- 
monis  is  at  present  a very  much  debated 
question.  Holt  says  it  should  be  used  in  all 
secondary  cases,  especially  those  following 
pertu.ssis,  diphtheria,  measle.s,  etc.  I think 
the  recommendation  of  some  of  the  author- 
ities are  like  the  old  farmer  who  said,  “Any 
thing  is  igood  for  a sick  calf,  it  would  die 
anyway.  ’ ’ 
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A KEVIEW  OF  THE  UNIVERSITY  OF 
KENTUCKY  BULLETIN  STUDIES 
IN  MEDICAL  SERVICE^' 

R.  W.  CoNNOK,  M .D. 

Owensboro. 

An  alleged  shortage  of  physieia.ns  in  K<ni- 
tiu'ky  is  plainly  a niytlh.  Aeeording  to  statis- 
tical tabulation  found  in  this  bulletin  (Page 
55,  Appendix  No.  1)  Kentueky  rates  24th 
among  states  and  possessions  and  the  United 
States  for  some  reason  or  other,  had  decided- 
ly anore  doctors  per  capita  than  most  Euro- 
pean countries  which  do  not  have  as  heavy 
a nrortality  rate.  This  on  the  face  of  it  does 
not  ai'gue  well  for  an  over  supply  of  physi- 
cians. Each  physician  in  this  state  has  an 
average  clientel  of  879  individuals  which  is 
not  large  enough  to  yield  him  a financial 
return  equal  to  a comfortable  living  and  is 
12.1%  or  one-'eighth  less  than  the  number 
suiggested  by  Dr.  Rankin,  and  we  doubt  the 
])racticability  of  his  report.  iMost  anj-  physi- 
cian can  easily  attend  more  than  1000  ]mople 
and  all  active  men  do.  We  are  of  the  opinion 
that  the  state  as  a whole  is  still  oversupplied. 
We  believe  the  state  is  not  oversupplied  as 
bad  as  some  others  and  are  indeed  glad  it  is 
not  over.^up, plied  as  bad  as  California.  We 
have  been  aware  of  a political  move  for  soime 
time,  to  make  a change  in  the  status  of  affairs 
of  the  medical  profession  that  would  create 
another  poverty  stricken  oversupply.  We  do 
not  believe  it  best  for  the  state  to  attempt  to 
solve  the  economic  j)roblem  of  compensation 
of  physicians  in  any  locality,  no  matter  how 
poor.  There  is  no  argument  that  an  over- 
supply of  physicians  is  desirable.  We  are 
of  the  opinion  that  the  county  officials  could 
pay  a physician  to  make  pauper  calls  out  of 
pauper  fund  choaper  and  more  satisfactory 
to  all  parties  concerned  than  they  could  be 
supplied  by  the  state  or  any  state  agency.  A 
little  financial  stimulation  by  some  of  these 
county  officials  would  igo  a long  way  toward 
locating  a physician  in  some  of  these  poorer 
counties. 

It  is  barely  possible  that  in  some  instances, 
money  spent  to  pay  local  physicians  for  their 
work  at  their  reigular  fee  basis,  would  be 
better  spent  than  on  a full  time  health  de- 
partment. These  sparcely  settled  counties  do 
not  have  much  of  a public  health  problem. 
Certainly,  the  physician  working  for  the 
county,  should  be  treated  as  well  as  a day 
laborer  and  they  do  not  get  less  when  working 
for  the  county  than  other  times.  No  other 
cla.ss  of  ]Dfeople  are  asked  to  give  to  the  county 
poor  but  the  physician.  The  groceries,  cloth- 
inlg  and  coal  furnished  them  by  these  coun- 
ties are  payed  for  by  the  county,  but  the 
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physician  is  expected  to  be  iuri.ishcd  free 
or  ai  tne  pliysicians  own  expense.  \\  e are 
01  me  opinion  tnat  the  same  is  true  oi  lios- 
pitais.  me  paneiu  coiiui  be  transporietl  and 
ms  expenses  payed  by  me  couniy  much  more 
saxisiacxory  anu  mucn  cheaper  xlian  the  hos- 
puals  couid  be  built  and  maintained.  We  be- 
lieve a hospital  would  be  a wliite  elepliant 
on  most  poor  counties  hands,  a political  toot- 
ball  and  a pawn  to  lurther  somebody's  sel- 
fish ends,  county  or  the  board  ot  liealtli.  We 
do  not  doubt  that  soime  places  could  be  found, 
where  a hospital  is  neetied,  but  we  do  believe 
that  local  community  enterprises,  be  it  coun- 
ty, churcli  or  municipality,  should  build  and 
maintain  them.  One  plan  would  suit  one 
pjlace,  while  one  of  the  others  would  work 
better  in  another.  ^Ve  believe  that  some 
counties  might  do  well  to  furnish  a medical 
scholarship  to  some  willing  local  student  in  ■ 
exchange  for  his  bond  to  practice  a given 
number  of  years  in  the  county  furnishing  the 
scholarship.  Such  istudents  would  not  ;be 
hard  to  find.  He  could  repay  the  county 
with  pauper  calls.  It  woukl  be  well  for 
the  county  to  load  on  some  of  this  charity 
business,  because  then  maybe  this  mischief 
of  pauperizing  people  amply  able  to  main- 
tain themselves  would  be  stopped.  The  tax- 
payers would  notice  some  of  it.  The  people 
xvould  soon  see  that  it  did  not  come  so  free 
as  at  first  supposed.  It  might  teach  certain 
individuals  that  medical  services  have  money 
value,  a fact  which  some  do  not  realize  at 
present. 

Behind  all  of  this  discussion  may  be  found 
a small  loud  sjieakinlg  minority  element  that 
are  being  shamefully  (?)  re-educated  to  pay 
for  their  medical  services.  Nothing  is  inade- 
quate today  about  the  medical  service  ex- 
cept, there  is  a noticeable  shortage  of  poverty 
stricken  physicians,  forced  by  poverty,  will- 
ing to  attend  these  joeople  for  nothing  or 
just  whatever  they  care  to  pay  him.  Ob-  , 
vioxfsl}',  a thoiouigh  survey — one  in  which 
all  factors  entering  into  a medical  service 
are  carefully  examined,  is  needed.  One  of 
these  factors  is  the  welfare  of  the  rank  and  ! 
file  of  the  practitioner  of  medicine,  (the  man  ^ 
that  can  do'  many  things  reasonably  well)  | 
ask  him  and  (if  his  pride  and  self  respect 
will  permit)  he  will  tell  you  (juickly  whei’e  i 
and  why  our  medical  service  falls  short  and 
what  can  be  done  about  it.  He  will  tell  you 
that  a.  large  number  of  our  population  will  ; 
have  to  be  re-educated  to  pay  liiiti.  Why  : 
would  he  not  be  in  a better  j)Osition  to  know  ' 
than  anyone  else?  At  any  rate,  why  would  j. 
he  not  be  in  a better  position  to  know  that  a ; 
salaried  physician  like  Dr.  Chaimbers  or  a 
college  professor  like  Dr.  Lynn.  • 

He  surely  knows  his  side  of  the  question,  ' 
that  is,  not  to  be  denied,  and  he  knows  more  1 
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about  liis  L'lieutei  than  anyone  ei«e  on  earth. 
Listen  to  him  and  thus  be  insured  tliat,  what- 
ever we  do  ,we  wilt  do  to  him.  tt  is  tlie  pur- 
pose ot  this  review  to  tiELU  supply  this  in- 
lormation,  not  to  otfend  anyone,  hut  to  be 
really  frank  in  our  statements.  We  believe 
tliat  every  physician  licensed  to  practice 
should  be  reasonably  well  (tualified  to  prac- 
tice tJie  healing  art  and  lie  should  have  rea- 
sonable assurance  that  he  will  get  a comfort- 
able reward  for  his  life  long  eiforts  to  pre- 
vent, to  relieve  and  correct  human  ills. 
Monetary  reward  and  deiiiiand  will  continue 
to  control  the  supply,  like  it  or  not,  admit 
it  or  not,  believe  it  or  not,  it  always  has  and 
always  will.  The  old  period  of  physicians 
in  number,  did  not  move  so  fast  and  had 
more  room  as  a result.  His  ranige  was  liniited 
to  about  twenty  miles  a day.  Jt  took  about 
five  times  as  many  at  that  rate  of  speed  to 
give  service  to  the  same  amount  of  territory 
as  it  does  with  the  present  rate  of  transporta- 
tion and  comlmunieation. 

W^e  do  not  believe  that  one  fourth  of  the 
counties  and  one-.seventh  of  the  population 
of  the  state,  are  without  even  a decent  med- 
ical service  and  may  not  even  be  avail- 
able to  services  of  the  family  physician.  We 
believ'*  the  well  meaning  investigators  who 
iinade  this  report  forgot  the  increased  acces- 
sibility of  the  modern  physician  with  his 
telephone  and  cheap  automobile.  Today,  by 
imeans  of  this  cheap  car  and  his  telephone, 
he  is  as  easy  and  as  quickly  accessible  to  his 
patients  fifty  miles  away,  as  he  was  fifteen 
years  back,  at  a mile’s  distance.  He  gets 
there  quicker,  cleaner,  with  le.ss  eximsure  to 
himself,  and  he  is  able  to  carry  more  diag- 
nostic; equipment  and  iinore  rcmiedial  measures. 
He,  in  all  ways,  gives  better  personal  service. 
He  could  not  have  luany  nurses,  technicians 
or  laboratories  Avith  only  879  patients  per 
year  to  treat  or  about  one  patient  every  five 
days,  but  we  do  find  that  his  friend  Avife, 
ansAvers  the  telephone  and  possibly  heads 
him  off  Aviih  another  call  to  make  before  he 
gets  back.  This  saves  him  a lot  of  mileage  on 
the  Ford  and  saves  the  client  the  trouble  of 
running  a horse  to  death  to  get  the  doctor. 
Some  of  us  Avho  are  still  in  the  age  grouj) 
of  40  to  44,  have  lived  in  both  periods.  We 
believe  the  University  investigators  Avere 
thinking  in  terms  of  ox-cai'ts  and  “nm  for 
the  doctor”  days.  It  is  also  to  Ix'  remembered 
that  the  average  doctor  Avith  this  average  879 
clientel  (and  some  larger)  of  this  recent 
\dntage,  is  able  and  does  do  most  of  his  own 
laboratory  Avoi-k.  He  lives  in  jjretty  good 
toAvns  where  electricity  and  gas  are  available, 
where  he  can  have  some  laboratory  eciuiicmeid 
and  Avhere  he  is  miore  accessible  to  these 
rurals  than  he  Avould  be  if  lie  lived  out  Avith 
them.  He  takes  their  calls  from  all  directions. 
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Any  technical  work  that  he  cares  to  refer,  is 
glaul^-  taken  care  of  by  a nearby  teclimcian, 
Avlio  ai.so  takes  tlie  .same  fTOm  forty  otner  coi- 
leaiges.  fie  seiclom  needs  the  services  of  a 
specialist  because  he  does  eA'crythinig  from 
appendectomies  to  cones  pretty  well  him- 
.seif.  He  can  call  a specialist  lUU  miles  away 
Avhen  he  does  need  one  and  iiave  his  services 
in  le.ss  than  three  hours.  He  can  transport 
his  jiatient  to  a hospital  nicely  in  a smooth 
running  electrically  heated  ambulaiiice  lOU 
miles  distance  in  aiiotiier  three  hours.  A 
iiiir.se  Avill  be  on  the  job  anyAvhere  she  is 
needed  in  le.ss  time.  Hhe  dnesii  t care  hoAV  fast 
she  rides  Avith  a ca.se  in  sight.  8he  doesn't 
charge  mileage  either  and  aviU  stay  as  lotig  as 
she  IS  needed  and  like  it.  Now  Avhat  is  wrong 
Avith  that  for  .seiwiee?  We  do  not  meet  op- 
position to  this  neAv-fangled  expensive  medical 
service  after  the  family  sees  it  Avork  once  or 
tAvice.  Tiiey  learn  that  it  does  not  last  so 
long,  the  iiatieiit  suffers  less  and  it  is  there- 
by often  cheaper. 

We  readily  agree  that  the  state  has  (con- 
.sidering  only  total  numbers j enough  doc- 
tors. More  than  enough.  Also,  that  they  are 
not  alAvays  the  right  kind,  in  the  right  place. 
W)c  believe,  if  a preliminary  educational  re- 
quirement ecpially  as  high  Avas  put  in  chiro- 
practors as  that  put  on  doctors  of  medicine, 
that  there  Avould  be  a noticeable  falling  off  in 
the  Avrong  kind  and  a little  more  incentive 
added  to  prospec'tiA’e  students  of  the  right 
kind,  (fur  legi.slators  might  try  somethiiig  like 
that  once  instead  of  continually  trying  to 
legislate  us  out  of  a decent  living.  This 
1‘ight  kind  of  physicians  Avill  continue  to  go 
where  they  think  they  can  make  a decent  liv- 
ing, unless  he  is  Avell  rcAvarded  to  do  other- 
Avise.  It  Avould  not  be  hard  to  get  a ncAV 
]\r.  D.  to  any  county  or  town  if  that  county 
Avould  say  to  him,  “Doctor,  our  county  pays 
about  .'{ilSOO.IHJ  each  year  for  pi'ofe.ssional 
service  to  the  poor.”  That  Avould  not  amoinit 
to  a tax  burden  even  to  a i)Oor  county  but  it 
Avould  insure  the  young,  financially  deflated 
M.  D.  something  like  a meal  ticket  and  a 
chance  to  pay  that  interest  on  ttu'  borroAved 
money  he  owes  his  relatives  for  his  schooling. 

If  any  county  could  not  stand  that  expense 
Avhen  it  needed  a |)hysician  so  bad,  that 
county  should  be  cut  up  and  divided  among 
the  surrounding  counties.  That  Avould  cut  out 
a fcAv  county  officials  and  make  the  medical 
service  possible.  We  do  not  agree  that  the 
older  men  ai'C  imostly  rural,  general  practi- 
tionei's.  \Ve  do  not  know  of  a single  Sj)c- 
ciali.st  younger  than  forty-five,  in  this  or 
none  othei-  counties,  grouped  around  or  near- 
by Davie, ss.  We  do  know  that  most  rural 
practitioners  are  older  me)i  but  Ave  believe 
there  are  other  reasons  for  that.  Many  of 
them  haA'e  been  located  .so  long  in  these  ham- 
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Jct«  that  tliey  would  not  care  to  leave  even 
for  lyreater  fiuaucial  remimeration.  They 
have  their  friends,  their  customs,  their 
clientel  and  their  lioimes  located  there.  'I'hey 
have  a full  knowledge  of  all  of  this  and  they 
have  their  clientel  so  well  established  that 
they  do  not  care  to  leave  it  for  whatever  the 
difference  would  be,  gooil  or  baa,  the  rest 
of  their  life.  It  is  doubtful  whether  the  best 
qualified  physician  that  ever  walked  could 
go  there,  when  this  old  practitioner  passes 
into  the  great  beyond  and  do  a decent  busi- 
ness. He  certainly  would  not  stem  the  tide 
of  the  drift  to  the  motoi-  eijuipped  city  prac- 
titioner as  elfectively  as  did  his  predecessor. 
We  are  positive  many  of  them  will  not  be 
re])iaced,  because  in  many  instances,  the  de- 
mand for  the  location  was  gone  long  before 
the  life  work  of  the  likeable  old  physician  was 
ended.  The  demand  of  the  location  yielded 
to  the  longer  arm  of  quick  communication 
and  transportation  as  did  the  old  saddle 
horse,  the  buckboard  cart,  the  cross-roads 
grocery,  the  blacksimith  shop,  the  village 
church  and  the  little  red  school  house.  The 
okl  physician  lasted  the  longest  because  he 
repre.sented  more  than  an  institution,  he  was 
a part  of  life  itself  from  the  cradle  to  the 
grave. 

The  number  of  physicians  in  the  state  will 
in  all  probability,  continue  to  decrease  fifty 
])er  year  or  faster  until  the  demand  absorbs 
the  ])resent  ovtu’supply.  In  the  meantime,  the 
unrej)laced  loss  will  be  mostly  general  practi- 
tioners in  the  rural  coinminuties  because  a 
specialist  never  could  have  been  in  demand 
tliere  and  was  never  there  to  be  rej)laced ; 
second,  the  demand  for  another  general  prac- 
titioner is  now  gone  also  because  the  range 
of  accessibility  of  each  individual  physician 
has  inci'eased  from  three  to  five  times.  Hor 
these  same  reasons  the  apparent  demand  for 
rural  practitioners  does  not  exist. 

It  occui'S  to  us  that  the  modern  iiiiethod 
schools  are  turning  out  men  of  .just  the  type 
that  are  called  desirable.  They  are  certainly 
able  to  specialize  if  they  care  to.  The  fact 
that  some  do  enter  specialties  only  means 
that  they  are  often  the  only  men  in  the  com- 
munity who  have  the  training  to  si)ecialize 
and  that  they  are  crowded  in  general  prac- 
tice. We  do  not  share  the  opinion  of  the 
1 adversity  investigators  that  our  .modern 
jnedical  schools  do  not  recognize  the  needs  of 
the  rural  communities  and  we  see  nothing 
to  wai’rant  the  opinion  that  modern  medical 
education  encouraiges  narrow  specialization 
for  the  exceptional  ,stude)its.  We  have  a 
suspicion  that  some  of  this  squawk  about  the 
.shortage  of  rural  and  general  practitioners 
arises  largely  from  .some  specialists  who  ai-e 
not  called  in  eonsultatio?)  as  often  as  they 
formerly  were  because  the  modern  graduate 


does  much  more  of  this  work  than  his  pre- 
decessors. It  is  true  that  the  faculties  of 
the  medical  .services  such  as  laboratories  and 
hospitals  have  been  p\i-ovided  by  local  com- 
munity interest  because  that  has  been  the  de.- 
mand.  While  it  might  or  might  not  be  the 
best  policy,  it  is  Avliat  demand  has  produced.. 
The  faculties  of  the  public  health  service  are 
provided  jointly  by  tlie  county  and  state  and 
the  public  health  service  does  some  very  ef- 
fective work  but  the  public  health  unit  could 
not  be  called  a specialty,  popular  among  the 
rank  and  file  physicians  or  the  better  class 
of  laity,  either.  It  must  be  remembered  that 
the  physician  in  general  practice  of  medicine 
probably  teaches  more  public  health  meas- 
ures and  carries  out  as  many  of  them  as  the 
physician  in  the  county  unit  does.  He  at 
lea.st  sees  the  contagious  diseases  first  and 
reports  them.  He  does  not  quarantine  because 
he  is  not  expected  to,  but  he  does  give  most 
of  the  instructions  where  these  contagions 
exists,  that  prevent  their  spread.  He  oc- 
casionally vaccinates  and  immmiizes  a few 
and  gets  unoney  for  it,  where  the  health  de- 
partment has  not  already  beat  him  to  it  and 
does  it  for  nothing.  It  is  a mistake  to  give 
these  county  units  credit  for  all  of  the  pub- 
lic health  .measures  in  the  counties  where  they 
exist.  We  are  willing  to  agree  that  som,e 
time  in  the  course  of  ten  or  twenty  years,  it 
will  probably  be  necessary  to  increa.se  the 
faculties  for  medical  education  in  the  state, 
but  we  do  not  believe  there  is  anything  to 
be  alarmed  at  for  some  years  yet.  When  this 
does  ha])pen,  any  scihool  in  the  state  of  Ken- 
tucky that  gives  a decent  medical  education, 
will  necessarily  liave  to  be  locateil  at  Louis- 
ville, Kentucky  for  the  simpl  • reason  that 
not  enough  clinical  material  can  be  found 
available  at  any  other  place  in  the  state.  Then 
the  Lnivesity  of  Louisville,  a medical  school 
already  in  operation  with  years  of  experience 
and  with  years  of  traditions  behind  it,  will 
have  to  be  considered.  Either  the  University 
of  Louisville,  School  of  Medicine  will  have 
to  become  a medical  depiortnient  of  the  State 
University,  a compromise  will  have  to  be  ef- 
fected in  some  way  or  the  Uiuversity  of  Lou- 
isville will  have  to  go  out  of  existence.  The 
demands  of  medical  education  in  this  state 
will  never  again  reepdre  more  than  one 
school.  We  do  not  believe  it  is  given  us  to 
solve  all  of  the  problems  of  a changing  med- 
ical service  to  a changing  public  but  we  do 
believe  that  we  know  that  good  roads  will 
continue  to  be  one  of  the  vital  factors  foi’ 
sometime  to  coime  yet.  Another  will  be.  to 
re-educatc  the  jjeople  to  pay  for  their  med- 
ical service.  It  does  not  help  to  teach  them 
to  try  to  obtain  them  free. 
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TjIE  i’EKSONNEL  UE  MeDIOAE  SeKVIOE 
ilie  bup'piy  oi  PJiysicians 

Kentucky  witli  its  one  pliysieian  to  every 
b?y  people  IS  not  as  baUly  oversupplied  as 
oiner  states  out  tnere  is  no  argumen*^  tiiat 
an  oversupply  is  desirable  wlien  one  lias  the 
lower  inortaliiy  rate  in  all  ol  these  countries 
with  a shorter  suppiiy  ot  physicians.  Certain- 
ly, the  iiiiedical  situation  in  Caliiornia  could 
not  be  called  desirable  anywhere,  'i'he  fact 
that  Kentucky  ranks  exactly  midway  between 
the  two  extremes,  is  excellent  proof  that  we 
are  not  far  off.  i he  fact  that  the  Canal  Zone 
with  ITS  one  physician  to  its  27i  people,  has 
an  extremely  low  death  rate,  means  little 
when  one  considers  that  tins  is  not  a state 
or  province  but  merely  a Governmental  reser- 
vation where  a given  proportion  of  its  in- 
habitants have  taken  rather  close  physical 
examinations  before  they  are  allowed  to  go 
there.  It  probably  does  not  rate  better  than 
any  other  Governmental  reservation  of  its 
kind  but  the  fact  that  there  is  one  physi- 
cian to  every  274  people  of  this  federal  re- 
servation and  that  there  is  only  one  physician 
to  every  7,796  people  in  the  Phillipines  would 
make  one  suspect  that  even  under  federal 
supervision,  physicians  do  manage  to  get 
located  where  living  conditions  are  pleasanter. 
Not  many  tubercular  patients  were  ever 
known  to  journey  to  the  Canal  Zone  to  re- 
cover. Is  Kentucky  under  supplied  or  over- 
supplied  with  physicians?  Our  frank  opinion 
is,  that  neither  condition  is  very  apparent. 
We  do  not  know  of  any  occasion  where  any 
person  was  allowed  to  unnecessarily  suffer 
or  lose  their  lives  for  any  other  reason  but 
impassable  roads.  We  quite  agree  that  over- 
supply means  excessive  lompetitiou  which 
vitiates  true  professional  spirit  and  is  pro- 
ductive of  all  kinds  of  evil  dxcept  high  fees. 
We  deny  that.  Physicians,  being  human, 
are  like  everybody  else  in  one  respect,  that 
is  poverty  is  not  conductive  to  high  ideals 
or  high  standards  of  intrepidity.  There  are 
many  factors  which  enter  into  this  question 
but  we  have  never  yet  found  a physician 
who  cared  to  go  anywhere  he  could  get  in  his 
car  and  a decent  compensation  for  his  trip. 
Put  the  roads  under  his  Ford  and  he’ll  make 
the  call  anywhere  he  is  paid  anything  that 
approaches  a decent  fee.  It  is  a standing 
joke  that  a physician  will  often  make  a trip 
over  a given  distance  for  less  money  than  a 
taxicab  driver  would  charge. 

It  is  also  to  be  remembered  when  we  com- 
pute  a ratio  of  j)hysieians  to  ])opulation,  prac- 
tically all  of  the  specialists  are  located  in  the 
larger  towns.  By  this  1 mean,  a speeiali.st 
who  supplies  all  the  community  as  well  as  all 
of  the  population  of  the  town.  The  towns 


also  have  their  quota  of  general  practitioners 
and  the  specialist  to  boot,  which  plays  queer 
tricks  oai  us  when  we  care  to  make  such  esti- 
mate. It  is  a safe  bet  that  if  it  required  one 
physician  15  years  ago  to  every  6-±6  people, 
that  it  will  only  require  one  physician  to 
every  1,938  today.  Wiien  this  is  taKen  into 
consideration,  that  cause  of  the  decline  in  the 
iiiumber  of  piiysicians  is  very  atipareiit.  The 
old  law  of  supply  and  demand  has  not  ceased 
to  exist.  3'he  fact  that  more  physicians  are 
found  in  the  wealthier  counties  proves  con- 
clusively that  proper  compensation  has  its 
weight  111  any  locality.  'I'he  fact  that  there 
are  more  tihysicians  where  roads  are  better 
only  proves  what  we  have  already  stated, 
that  iitoney  alone  is  not  everything  and  that 
good  roads  are  still  a great  factor.  It  is 
Highly  probable  that  physicians  will  con- 
tinue to  decline  in  numbers  in  counties  where 
roads  are  bad,  for  sometime  to  come.  If  this 
is  the  case,  would  it  not  be  better  to  build 
good  roads  than  to  try  to  turn  out  a supply 
of  physicians  when  two-thirds  of  them  woidd 
undoubtedly  be  left  without  work  when  these 
roads  are  finished?  In  any  county  or  com- 
munity where  all  parts  suri-ounding  it  are 
well  supplied  with  physicians,  is  it  not  a safe 
liet  to  assume  without  knowing,  that  there  are 
some  very  undesirable  situations  there?  If 
this  is  true,  then  will  not  this  (•ommunity 
have  to  change  its  ways?  We  admit  that 
there  could  be  locations  where  a person  might 
suffer  unnecessarily  or  die  before  the  serv- 
ices of  a ])hysician  could  be  secured  because 
it  would  only  require  one  mile  of  impassable 
roads  to  create  a situation  like  that.  With 
the  trunk  line  roads  all  finished,  with  the 
community  and  county  roads  finished,  if 
these  same  farmers  still  live  back  iiuuddy 
lanes  from  a quarter  to  a half  mile  long, 
will  it  .still  not  be  jiossible  for  him  to  take 
sick  and  die  before  a physician  can  wade 
acr  iss  in  the  mud  up,  to  his  n-^ck?  If  there 
are  situations  like  this,  might  .ve  ask  who  is 
to  blame?  If  physicians  do  not  like  these 
conditions,  can  you  blame  him  for  it  ? It 
would  be  well  for  our  welfare  organizations 
to  spread  a propaganda  of  “Fix  up  your  com- 
munity roads  and  private  lanes.’’ 

'fiiE  Supply  of  Nur.ses 

Since  all  parties  agree  that  the  supply  of 
nur.ses  in  the  state  is  adciiuate  for  pre.sent 
needs,  this  pha.se  of  the  medical  service  of 
the  .state  will  be  treated  briefly.  At  the  same 
time,  one  wonders  just  what  new  problems 
would  ari.se  from  this  angle  should  the  state 
suddenly  decide  to  load  on  125  .state  .main- 
tained county  hospitals.  'Phis  number  of  hos- 
pitals wmiild  certainly  require  a goodly  num- 
ber of  our  trained  nurses,  or  these  .same  hos- 
pitals would  be  doomed  to  become  dirt  holes 
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and  death  ti'a|)s.  Tliis  personnel  of  nurses 
would  certainly  demand  a sizeable  payroll  in 
case  the  state  used  only  graduates  and  wliat 
would  be  the  absorption  for  the  services  of 
nurses  should  all  of  these  hospitals  iiiiaintain 
training'  schools?  That  woidd  be  a man-sized 
problem  alone. 

TilE  .SUI’I’I.Y  OF  TkOIINIC'IANS 

Any  graduate  of  the  ^Modern  Medical  School 
is  well  qualified  to  take  on  or  perform  the 
services  of  a technician.  It  is  true  that 
specialists  on  this  work  are  few.  It  is  e<piall}’ 
true  that  the  scope  of  their  services  is  nar- 
row because  the  average  physician,  who  has 
igraduated  since  the  year  of  I'JIO  is  doing 
])ractically  all  of  his  own  laboratory  work. 
The  remaining  residue  of  his  work  is  not  suf- 
ficiently remunerative  to  employ  very  many 
more  in  the  state  than  are  already  in  the 
field. 

Conclusion  : Causes 

Our  study  of  the  personnel  of  iUedical 
Services  in  Iventucky  together  with  our  ex- 
perience as  practitioners,  has  led  to  two  cem- 
clusions:  first,  the  state  is  facing  a shortage 
of  physicians  willing  to  work  for  nothing, 
second,  it  is  highly  probable  that  not  many 
younig  jnen  will  be  found  who  can  be  t)cr- 
suaded  to  study  Jiiedicine  and  then  locate  in 
a county  or  rural  community  where  the  cards 
api)car  to  be  stacked  for  hijii  to  plough 
through  mud  all  of  his  life  and  not  have  a 
word  to  say  about  the  financial  returns  for 
doing  it.  The  slight  increase  in  the  luimber 
of  medical  .students  of  late  only  means  that 
.“■Dnie  of  the.se  sections  are  beginning  to  find 
out  what  it  takes  to  procure  the  services  of 
a physician  and  are  paying  better.  It  hurts 
some  of  them  but  they  ai’e  doing  it.  After  a 
time,  the  pain  will  not  be  so  great.  The  lo.ss  in 
numbers  will  compensate  aec'ordfng  to  de- 
mand. The  physician  who  is  fool  enough  to 
work  hard  all  of  his  life  and  die  on  the  char- 
ity of  his  family  and  friends  has  permanently 
go'ne  the  way  of  the  Dodo. 

The  pimblem  is  essentially  one  of  money 
and  roads.  After  these  factors  are  consid- 
ered, the  rest  will  take  (‘are  of  irself.  “How 
can  a large  number  of  meclic.al  reci'uits  be 
provided  for  the  country  and  small  towns?” 
They  can’t  be  provided.  If,  to  supply  service 
in  the.se  small  towns  re([uires  that  the  phy- 
sicians be  located  there,  n>  man  with  guts 
enough  to  go  througli  a eo’irse  in  medicine, 
will  ever  be  willing  to  go  out  there  and  set 
down  to  rust,  not  even  in  a nice,  soft  spot 
with  a good  salary  payed  by  the  state.  He 
will  locate  in  one  of  the  best  towns  in  the 
five  or  .six  and  do  the  woi'k  of  all  of  them 
with  the  country  between,  thrown  ivi.  He 
will  do  it  better  in  every  way,  but  he  will 
collect  better.  He  will  probably  pay  his  own 


dc'bt.s  better  also.  He  is  going  to  be  rather 
indei)cndent  and  bo.ssy  at  times,  'rhere  will 
be  a few  .sections  where  the  last  frontier  is 
not  yet,  where  a physician  cannot  be  had 
on  a minute’s  notice.  But  (pioneers  have 
always  understood  their  contracts.  Certain- 
ly, every  one  of  them  don’t  expect  to  have  a 
private  i)crsonal  physician  and  that  is  what 
it  would  take  to  give  them  “a  decent  medical 
sei'vice.  ” 

We  believe. 

That  no  real  shortage  of  phvticians  exists. 

That  suj)ply  and  demand  will  take  care  of 
any  existing  ei'i'or  of  distribution. 

That  while  not  more  than  five  counties 
could  stavid  the  tax  burden  of  a county  hos- 
pital and  all  could  afford  to  pay  for  a few 
pauper  calls  and  a few  pauper  hospital  bills. 

That  a county  health  unit  and  a.  county 
hospital  would  be  virtually  .state  medicine. 

That  these  health  units  should  be  sub- 
servient to  the  will  of  the  local  medical  so- 
cieties in  all  cases. 

That  any  hospital  can  well  serve  the  needs 
of  a radius  of  a hundred  miles. 

That  some  counties  would  do  well  to  in- 
crea.se  their  pauper  medical  expenditure  and 
decrea.se  amount  of  money  spent  on  public 
health  units. 

We  sec  no  i-eason  for  decenti'alizing  lios- 
pital  pitronage.  It  is  as  logical  to  decen- 
tralize the  State  Universities  and  the  Con- 
solidated Schools. 


Relationship  of  Vitamin  B to  Metabolism. — 

Himwich  and  Ms  associates  determined  the  time 
required  for  development  of  the  anorexi.a  char- 
acteristic of  vitamin  B deficiency,  and  the 
amount  of  food  ingested  during  the  period  of 
voluntary  food  intake  in  four  dogs  under  “nor- 
mal” or  basal  conditions  and  during  experimen- 
tal hyperthyroidism.  It  was  found  that  during 
hyperthyroidism  (1)  anorexia  appeared  in  from 
one  half  to  two  thirds  of  the  time  required  dur- 
ing the  control  period;  and  (2)  the  quantity  of 
food  ingested  voluntarily  per  day  was  corres- 
pondingly increased.  The  total  caloric  intake 
for  the  two  experimental  periods  were  approxi- 
ately  the  same.  This  suggests  that  a definite 
I'elationship  exists  between  a given  amount  of 
vi+amin  B and  the  catabolism  of  a definite 
quantity  of  foodstuffs.  The  our  animals  suc- 
cessfully maintained  their  weights  by  voluntai'y 
ingestion  of  food  only  when  I'eceiving  sufficient 
amounts  of  vitamin  B. 
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AN  UNUSUAL  UJUNARY  OBSTRUCTION 
WITH  CASE  REPORT- 

S.  C.  McCoy,  M.  D. 

Louisville. 

The  ea.se  1 shall  report,  as  the  program  in- 
dieates,  is  one  of  unusual  urinary  obstruction. 

Patient  is  a white  male  59  years  of  age. 
is  single.  Patient  came  uiuler  my  observa- 
tio<n  October  21,  1931,  with  a ^diagnosis  of 
complete  urinary  retention. 

History.  Eamily  hi.s’tory  conlains  nothing 
hearing  upon  imtient’s  present  condition. 
His  personal  history,  gives  history  of  gonor- 
rheal infection  at  age  of  twenty-tliree,  and 
syphilis  at  the  age  of  twenty-seven.  Patient 
had  been  operated  for  enlarged  suppurative 
gland  in  the  left  groin,  when  he  was  twenty- 
seven  years  of  age.  States  that  ho  has  noticed 
a urinary  disturbance  since  childhood,  which 
was  manifested  by  grarlual  le.ssening  of  the 
urinary  .stri'am.  He  also  states  that  this 
stream  was  made  smaller  by  effort  in  strain- 
ing to  void.  For  the  pa.st  three  years  be  has 
had  complete  retention  of  urine  at  intervals, 
requiring  frerpient  catheterization  for  empty- 
ing of  the  bladder.  During  the  last  year, 
catheterization  has  been  employed  almost 
entirely. 

Physical  Examinaition.  llpon  rectal  ex- 
amination, the  pro.state  gland  was  found  to 
be  normal  in  size  and  contour;  rectum  and 
aims  normal  except  for  slight  relaxation  of 
the  anal  sphincter.  The  external  genitalia 
was  negative;  no  scars.  A,  No.  24  soft  rub- 
ber catheter  inserted  into  the  bladder  meets 
no  resistance;  the  bladder  is  emptied  of  1100 
e.  c.  of  reddish-brown  urine  containing  much 
mucus  ar.d  pus.  Blood  and  spinal  AVasser- 
mann  are  negative. 

Cystoscopy.  Upon  obtaining  the  re, suits  of 
this  examination,  and  finding  no  enlargement 
of  the  prostatic  gland,  nor  any  urethral  ob- 
struction to  the  catheter,  patient  ivas  given 
a cystoscopic  examination  on  October  34, 
1931,  with  the  following  results:  Without 

anesthesia',  a No.  24  Brown-Bnerger,  convmx, 
double-catheterizing  c.v.stosco]ie  was  inserted 
into  the  bladder.  About  2000  e.  c.  of  reddish- 
brown  urine  w'ere  withdrawn  through  the 
eystoScope ; the  bladder  was  wlashed  wUh 
4%  boric  acid  solution  until  the  return  flow 
wms  clear.  Then  500  c.  c.  of  the  same  solu- 
tion were  left  in  the  bladder.  The  bladder 
mucous  membrane  appeared  marlu'dly  in- 
jected throughout  and  the  lateral  and  poster- 
ior walls  apipcarcd  trabeculatcd.  There  were 
no  true  divertienla  present  and  no  new 
growths  wei'(‘  visualized.  The  iir(‘tcral  ridges 
W(*rc  c()Msidcral)l\'  cidargcd  : (Ik-  iulcrurclci-ic 
ridge  appeared  hvpcrl  I'ophied  ;k  widl  as  llw‘ 


trigone.  This  mass  ami  the  loose  attachment 
of  the  trigone  to  the  bladder  floor,  accom- 
panied by  the  action  of  Bell’s  muscle,  caused 
displacement  of  the  trigone  and  thereby 


Young’s  Operation  for  Splitting  the  Trigonal 
Muscle.  Note  how  detached  it  is  fiom  the  floor 
of  the  ibladder. 

caused  this  unusual  urinary  obstruction  at 
the  internal  sphincter. 

Following  cystoscopy,  patient  was  treated 
by  leaving  a retention  calheter*n  the  blad- 
der until  November  17,  19.31,  the  date  of 
suprapubic  cystostomy.  ’Phis  suprapubic 
e.vstostomy  was  carried  out  aceordinig  to  the 
teehni(|ue  of  A'oung  and  Wesson,  as  reported 
in  the  Andiivc'S  of  Surgery,  duly,  1921,  and 
as  reported  in  the  Journal  of  TIrology,  Octo- 
ber, 1931,  by  Dr.  Thomas  N.  Hejiburn,  Hart- 
ford, Conn.,  in  his  article  “Alobility  of  Tri- 
gone a Cause  of  Bladder  Obstruction,” — the 
diagrams  used  in  this  artiiJe,  having  been 
borrowed  from  the  latter. 

Post-oi^ilerative  Treatment.  The  pOst-opera- 
tive  treatment  of  this  patient  consisted  of 
draininig  b.v  Pezzer  ealheter  through  supra- 
pubic wound,  for  the  first  twelve  days;  the 
Pezzer  catheter  was  then  removed  and  replac- 
ed by  a retention  catheter  in  the  liladder.  At 
this  time,  ti'eatment  consists  of  urethral  dila- 
tation at  five-dav  intervals. 

DISCUSSION 

James  R.  Stites;  I enjo.ved  Dr.  McCoy’s 
case  report  very  much.  'Phis  i.s  fortunately  a 
rather  unusual  type  of  obstruction,  but  it  is 
seen  occasionally.  Usually,  associated  with  this 
type  of  obstruction  is  also  more  or  less  atony 
of  the  l)ladder  muscles. 

'I’lit'  type  i)f  operation  which  Dr.  McCoy 
de.se  riibes,  has  been  successful  in  a great  many 
cases,  but  I believe  that  experience  has  shown 
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that  it  takes  a long  time  and  constant  drainage 
by  an  in-dwelling  urethral  catheter  to  give  the 
bladder  muscles  a chance  to  regain  their  tone. 
Usually,  these  cases  require  treatment  for  many 
years.  These  patients  have  an  enormous  bladder 
capacity,  as  did  the  case  Dr.  McCoy  reported. 

I trust  that  Dr.  McCoy  will  get  excellent  re- 
sults on  this  case.  However,  it  is  extremely 
difficult  to  differentiate  these  cases  from  the 
so-called  tabetic  bladders.  Also  frequently  one 
gets  a negative  spinal  Wassermann  and  even  a 
negative  blood  Wassermann  in  bladder  tabes. 
This  type  is  not  the  easiest  to  diagnose  by  cysto- 
scopic  means;  and  as  Dr.  McCoy  says,  in  with- 
drawing the  cystoscope  the  bladder  itself  looks 
fairly  clean  except  for  many  trabeculations, 
thickening  of  the  interureteric  ridge  and  an 
area  of  darkness  obstructs  the  usual  field  of 
vision  of  the  bladder  neck,  which  is  more  or  less 
relaxed  and  enlarged. 

This  is  a vei*y  interesting  subject,  and  as  I 
said  we  do  not  see  many  of  these  cases. 

S.  C.  McCoy,  (in  closing)  : T believe  that 

displacement  of  the  trigone  causes  urinary  ob- 
struction in  rare  cases,  that  this  affection  can 
be  clearly  demonstrated  by  careful  histoi’y  tak- 
ing, physical  and  cystoscopic  examination;  and 
that  cure  may  be  anticipated  under  the  opera- 
tive technique  of  Young  and  Wesson,  as  report- 
ed in  the  Archives  of  Surgery,  July  1921  and 
illustrated  by  Dr.  Thomas  N.  Hepburn  in  the 
Journal  of  Urology,  October,  1931. 

» 

Suprarenal  Cortical  Hormone  and  Respiratory 
Metabolism. — Webster  and  his  associates  made 
an  attempt  to  determine  the  role  of  the  suprare- 
nal cortex  in  the  regulation  of  respiratory  me- 
tabolism. Following  bilateral  suprarenalectomy 
in  cats,  there  was  a maximum  fall  of  approxi- 
mately 50  per  cent  in  metabolism.  The  adminis- 
tration of  suprarenal  cortical  hoi*mone  to  these 
animals  caused  the  respiratory  metabolism  to  re- 
turn to  normal  in  from  twenty-four  to  forty- 
eight  hours.  This  change  occurred  also  in  ani- 
mals which  had  been  subjected  to  total  thyroidec- 
tomy prior  to  the  beginning  of  the  experiment. 
Subcutaneous  injection  of  large  amounts  of 
suprarenal  cortical  hormone  was  not  found  to 
affect  the  respiratory  metabolism  of  normal 
cats  or  rabbits.  Similar  quantities  of  the  hor- 
mone, when  injected  into  the  thyroidectomized 
cats,  caused  an  increase  in  met  holism  of  from 
15  to  30  per  cent  in  80  per  cent  of  the  cases. 
It  would  appear  that  the  suprarenal  cortical 
hormone  exerts  an  influence,  either  direct  or 
indirect,  on  the  mechanism  of  respiratoi’y  me- 
tabolfem  and  that  this  effect  can  occur  inde- 
pendently of  the  thyroid. 


SOME  PROFESSIONAL  PROBLEMS* 
Austin  Bell,  M.  I). 

Hopkinsville. 

Kentuckians  have  always  been  proud  of 
their  native  State  and  well  may  they  he,  for 
in  every  field  of  activity  her  sons  and  daugh- 
ters have  proven  valiant  leaders.  The  history 
of  the  legal  profession  would  lose  much  ef  its 
luster  should  the  names  of  Kentuckians  be 
stricken  from  its  pages.  American  states 
iiiianship  would  be  far  from  complete  without 
a roster  of  Kentucky’s  brilliant  sons,  who 
have  taken  first  rank  on  every  hand.  And 
.so  in  every  walk  of  life,  our  grand  old  State 
has  brought  to  the  front  leaders,  who  have 
helped  to  do  work  of  a worth  while  and  last- 
ing type.  In  Medicine  and  Surgery,  Ave 
take  just  pride  in  the  leadership  which  has 
brought  our  own  profession  to  the  present 
high  state  of  development  and  placed  Ken- 
tucky doctors  in  the  forefront  of  the  Nation. 

In  natural  resources,  our  State  is  second 
to  none,  yet  can  Ave  be  satisfied  with  our  ae- 
complishments  in  developing  our  God-given 
opportunities  ? Those  who  have  gone  before, 
have  left  us  a rich  heritage,  an  cl  it  is  ours 
to  profit  by  their  example  and  meet  the  prob- 
lems that  confront  us  with  the  same  spirit  of 
fairness  and  determination  exhibited  by 
those,  AA’ho  have  made  the  orilliant  history 
of  our  Commonwealth. 

We  might  pause  and  ask  ourselves  the 
questions;  Have  we  done  the  best  possible 
to  develop  our  resources?  Are  Ave  putting 
forth  every  effort  to  make  our  State  take 
first  rank  in  the  Nation?  Is  it  our  ambition 
to  produce  the  highest  type  citizenship  pos- 
sible, within  our  borders,  and  make  for  our- 
selves and  those  who  follow  after,  cities, 
towns,  villages  and  rural  communities  the 
ideals  of  the  Nation?  It  is  high  time  that 
Ave  survey  our  present  condition  and  realize 
the  many  things  lacking  to  accomplish  these 
aims. 

The  medical  profession  of  the  nation  has 
many  problems  to  face  and  Kentucky  doctors 
mu.st  do  their  dutA"  in  solving  things  peculiar 
to  us  as  a people.  For  many  years  those 
who  think,  have  recognized  the  fact  that  • 
medical  service  to  our  population  as  aAvhole 
lacked  much  of  meetinig  public  demand,  and  | 
more  recently  conditions  in  manA"  sections 
have  become  intolerable.  The  TTniversity  of  j 
KentuclcAL  in  a recent  publication,  pk-esents  , 
a survey  of  this  mo.st  important  question,  , 
and  gives  facts  which  are  incontrovertible.  ) 
both  as  to  our  present  status  and  the  future  ' 
develouments.  unless  constructive  thought  , 
and  effort  are  utilized  to  correcl  the  evils  ' 
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that  exist.  When  one-fourth  of  the  (Jounties 
of  the  State,  and  one-seventh  of  the  people, 
are  without  decent  imedieal  service  it  is  high 
time  for  our  profession  to  take  stock  and 
offer  relief.  The  annual  decrease  of  fifty 
physicians  a year,  especially  when  the  un- 
replaced loss  is  of  general  practitioners,  in 
those  localities  where  their  need  is  greatest, 
and  the  accessions  are  largely  specialists  and 
in  the  cities,  already  abundantly  sii])plied, 
graphically  stresses  the  i)ublic  need. 

The  oiiganized  medical  profession  of  the 
State  must  face  conditions  squarely,  and 
boldly  chart  a course  for  the  future,  which 
will  correct  existing  inequalities.  The  above 
mentioned  survey  clearly  proves  that  many 
things  contribute  to  the  present  inadequate 
di.stribution  of  physicians,  if  not  to  an  ac- 
tual shortage.  The  grading  of  medical  schools 
by  a commission  of  the  American  Medical 
Association,  undoubtedly  was  the  beginning 
of  the  movement  toward  limitinig  the  number 
of  graduates  each  year.  The  States  licensing 
boards  almost  automatically  refused  license 
to  graduates  of  sub-standard  schools,  whicli 
resulted  in  a laudable  effort  on  every  hand 
to  raise  those  standards,  and  in  conse(|uenre, 
colleges  unable  to  meet  the  requirements  were 
s])eedily  closed. 

Tn  1906  Kentucky  had  six  medical  schools, 
some  of  which  had  low  standards,  and  many 
l)Oorly  equipped  physicians  were  graduated 
each  year.  Her  needs  were  more  than  sup- 
plied from  this  number,  many  of  whom  had 
poor  preliminary  educational  advantages 
and  lacked  in  native  ability,  while  others,  in 
spite  of  their  unfortunate  early  medical 
training,  by  reason  of  Igood  mentality,  dint 
of  energy  and  enthusiasm,  and  through  the 
influence  and  stimulus  of  the  brilliant  teach- 
ers found  in  each  school,  have  justly  attained 
positions  of  prominence. 

Ba-  1910  all  other  medical  schools  in  Ken- 
tuckA'  had  closed,  or  consolidated,  leaving  the 
present  University  of  Louisville.  Avhieh  today 
ranks  Avith  the  best  in  the  I'.ation  but  grad- 
uates a limited  number  each  year.  AA'hich 
would  not  .supT)ly  Kentuekv’s  replacement 
needs,  should  all  the  graduates  locate  Avithi’i 
her  borders.  The  readjustments  leading  to 
hiarher  standards,  not  only  required  a pre- 
medical  preparation  far  exceeding  that  of  the 
past,  but  extended  to  four  vears  tbe  time 
required  to  take  a medical  degree.  Uven 
then,  men  of  ambition,  realized  tbe  impor- 
tance of  hospital  training  and  few  Avere  Avill- 
ing  to  assume  tbe  responsibilities  of  practice, 
without  one  or  more  years  dcA'oted  to  this 
type  preparation. 

Tan  we  ceTisure  the  gi-aduate  of  today.  Avho 
has  spent  seven  long  and  busy  years  in  a 
t(‘clniical  education,  before  securing  his  de- 
gree. then  enjoyed  the  privileges  of  a 


splendid  hospital  (course,  from  locating  in  a 
city  Avhen  ready  to  assume  the  responsibili- 
ties of  his  j)rofession  ? Without  hospital  fa- 
cilities, in  Avhich  is  included  the  technical 
aids  to  his  work,  he  feels  completely  lost  and 
realizes  his  inability  to  render  the  best  serv- 
ice. The  economic  phase  of  the  situation 
must  be  considei’ed,  to  })roperly  evaluate  con- 
ditions. On  emerging  from  the  hospital,  the 
aA'erage  young  man  has  sj)ent,  or  had  spent 
on  him,  many  thousands  of  dollars  and  is 
often  see}iiinigly,  hopelessly  in  debt,  and  feels 
the  necessity  of  locating  where  the  income 
Avill  be  sufficient  to  meet  his  nece.ssary  ex- 
penses, rather  than  go  deepei'  in  debt  for 
equipment.  Often  he  assumes  a salaried 
position,  Avhich  enables  him  to  become  self 
supporting.  Those  Avho  haA’e  experienced  a 
country  work  in  Kentucky,  know  that  the  in- 
come foi’  the  first  year  is  little,  for  in  most 
rural  (immunities  doctor’s  bills  are  the  last 
ones  paid  and  are  usually  ]uet  the  folIoAvinig 
year.  If  at  the  end  of  thi'ce  years  his  collec- 
tions have  jietted  him  enough  to  me(>t  tbe  ex- 
penses for  that  time,  he  has  done  well.  The 
second  year’s  collec-tion  shoidd  off-set  that 
year’s  expenses,  and  if  the  third  year,  the 
income  exceeds  the  exjxmse  by  enough  to  re- 
pay the  loss  sustained  the  first  year  the 
aA’eraige  has  been  more  than  met.  Of  course 
this  is  eoiitingent  on  seasonable  weather, 
abundant  crops  and  luci’ative  prices  when 
sold,  a triad  rarely  found  in  rural  Kentuck.v. 
This  same  survey  stre.sses  the  road  situation 
exi.sting  in  mo.st  counties,  as  Avell  as  the  poor 
schools,  Aveak  churches  and  decadent  com- 
munity life.  Oompare,  if  you  plea.se,  the 
])resent  planters  Avith  those  of  the  i>ast.  l)e- 
j)ressed  financial  conditions  and  dejrlorable 
indebtedness  of  the  fanning"  class  has  re- 
sulted in  an  exodus  of  the  better  (‘ducated 
and  more  highly  cultured,  to  the  toAvns  aird 
cities  and  left  in  their  ))laces  many  AAdios(> 
ambitions  are  less  keen  and  Avln'se  desires  arc 
more  easily  gratified.  Do  Ave  AAmnder  then 
that  the  young  doctor  of  this  day  refuses  to 
face  the  hardships  of  a rural  work?  What 
doctor,  A\ho  has  experienced  such  a life, 
AAmuld  adAUse  his  son  to  assume  a country 
practice?  Where  is  there  a doctor’s  Avife  who 
AAmuld  Avillingy  have  her  daughter  as.sume  the 
burdens  of  a country  doctor’s  home  and  pear 
a famil.y  under  such  aeWerse  conditions? 
Could  such  community  life  make  an  appeal 
to  a physician.  avIio  for  seven  years  or  more, 
lias  seen  the  better  side  of  that  ])rofession? 
TTis  life  is  hard  and  his  hours  are  long!  Those 
months  that  permit  good  roads  Avill  see  him 
s]i|eedily  coinjilele  his  i-alls  in  an  automobile, 
but  th(‘  bad  i-oads  in  rural  Kentucky  will  nec- 
c.ssilafe  a horse  and  bugg\’  for  Avintei  use  and 
Avet  weather.  Avhile  at  times  a saddle  horse 
and  .saddle  pockets  Avill  be  required. 
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Kentucky  in,ust  have  good  roads  to  eii 
courage  tlie  y'oung  doctor’s  interest,  whiea 
demands  a sane  distribution  of  tlie  road 
tunds  in  developing  all  the  cross  roads  of  the 
county,  it  is  imperative  that  a portion  of 
the  'gasoline  tax  be  spent  within  the  county 
and  this  should  be  done  scientifically  and 
systematically  under  skilled  supervision,  until 
every  road  is  made  one  for  all  year  travel. 
The  doctor  who  rides  horse-back  all  day,  or 
travels  many  miles  in  a buggy,  with  tlie  loss 
of  sleep  entailed  by'  ob.stetries  and  ill  jia- 
tients,  has  little  time  to  study  and  continue 
proficient  and  none  for  his  family. 

Community'  life  must  have  proper  consid- 
eration where  the  church,  the  schools  and 
neighborhood  meetings  of  various  kinds  are 
encouraged.  The  community  hospital  must 
be  a most  important  factor  in  tliis  improved 
regime.  Not  neces.sarily  a county  hospital, 
for  neighboring  counties,  when  small  and 
sym'sely  settled,  may'  be  served  by'  the  same 
hospital.  Distance  and  good  roads  are  the 
determining  factors  in  their  locations.  These 
hospitals  must  be  encouraged  in  every  way 
and  the  people  served  must  feel  a sense  of 
responsibility'  for  their  upkeeji  and  'conduct. 
The  Survey'  say's  truly' : 

“The  general  hospital  is  an  institution 
designed  primarily  for  community  service 
and  the  resiionsibility  for  its  establishment 
and  operation  should  be  borne  by  such  local 
community'.” 

In  1928,  Kentucky  stood  seventh  from  bot- 
tom of  lists  in  rank  as  to  number  of  beds 
per  population,  i.  le.  one  bed  for  each  502 
while  the  average  in  United  States  was  1 
to  each  270  persons.  Training  schools  are 
essential  to  the  economical  and  wise  manage- 
ment of  these  institutions,  which  are  to  ful- 
fill local  demands,  and  to  train  nurses  that 
Avill  serve  such  communities  in  caring  for  the 
sick  and  helping  to  relieve  the  overworked 
doctor.  The  high  ideals  of  the  nurses  or- 
ganizations are  most  commendable  in  de- 
veloping trained  nurses  of  a highly  spe 
cialized  type,  but  are  they^  practical  for  the 
neeus  of  rural  Kentucky',  and  are  they  con- 
ducive to  the  best  interests  of  the  people  as 
a whole?  This  most  zealous  body  has  lost 
sight  of  the  sick  and  the  needs  in  the  home 
in  try'inig  to  elevate  the  nurse’s  profession 
into  a scientific  rather  than  a practical  one. 
The  hue  and  cry  in  their  journals  today  is 
against  the  over-production  'of  nurses,  and 
the  number  that  are  idle,  while  many  com- 
munities are  sadly'  in  need  of  nurses  and  the 
hospitals  of  those  communities  could  train 
y'oung  women  to  meet  that  need. 

Thi'oibgh  the  influence  of  1h(>  (’ollege  of 
Slurgeoiis  and  its  committee  on  Hospital 
Sltandardizatlon,  impo.s.sible  hardships  are 
])laced  on  the  small  hospitals  and  expendi- 


tures are  called  for  beyond  their  ability  to 
meet.  The  grading  committee  of  Nursing 
Schools  in  its  first  report  made  the  following 
recommendations  i.  e.  “The  Nurses’  Home 
should  be  a modern,  fii-e-piroof  building  de- 
tached or  semi-idetached  from  the  hospital 
and  used  exclusively  for  nurses.  It  should 
provide  such  accommodations  and  facilities 
as  are  most  donclucive  to  the  hospital,  social 
and  (»dueational  welfare  of  the  nurse.  This 
jiresupposes  individual  rooms  ivith  running 
water,  proper  air,  light  and  furnishings, 
recreational,  library'  and  study'  rooms,  and 
unless  provided  elsewhere,  adequate  educa- 
tional facilities,  includinig  class  and  demon- 
stration rooms  and  laboratories.  It  is  also 
desirable  to  provide  special  accommodations 
for  the  nursing  and  teaching  staff  when  they 
live  in  the  home.”  These  ideals  are  lofty 
and  probably  van  bo  met  with  advantage  in 
the  large  city  h'ospital,  and  especially  where 
the  cost  seems  not  to  be  considered.  Is  this^ 
true  elsewhere?  Ask  any  one  who  has  had 
experience  in  directing  the  affairs  of  a small 
ho.splital  on  limited  capital!  At  times  it  al- 
most seems  that  the  elimination  of  the  small 
hosjiital  is  the  thing  sought  and  certainly  the 
exaction  of  hours  of  theoretical  teaching  of 
the  nurses  and  the  nece.ssity  of  affiliation 
with  the  icity  training  school,  adds  little,  ^if 
any.  to  the  qualification  of  that  nurse  to  e*f- 
ficient  care  for  the  sick  of  the  community. 
Surely  the  community  hospital  should  be  al- 
lowed to  have  a training  school  and  make  ef- 
ficient nurses,  who  best  fulfill  the  needs  of 
that  locality,  and  not  be  required  to  send 
those  in  training  to  the  city  hospital  for  spec- 
ial work  along  lines,  in  many  instances,  Avhich 
Avill  never  prove  beneficial.  Too,  they  are 
taken  from  us  after  a certain  training  has 
been  given — the  very'  time  their  ser\'ices  are 
worth  most  to  the  local  hospital — and  utilized 
in  city'  hospitals  -at  a time  their  sei'A'ices 
are  most  helpful  to  them.  This  requires  a 
surplus  of  nurses  on  the  part  of  the  small 
hospital,  but  enables  the  city  hospital  to  les- 
sen its  number  and  consequent  expense. 

So  long  as  the  nursing  profession  can  say 
to  the  small  hospital,  “You  Avill  not  be  per- 
mitted to  have  a training  school  of  any  type 
unless  you  subscribe  to  our  ideals,”  and  as 
an  onganizaton  can  lobby  and  put  through 
such  legislation  as  to  give  to  them  such  au- 
thority, jiLst  that  long  will  rural  Kentucky 
be  retarded  in  her  development  and  be  pre- 
vented from  having  her  ei'izenship  secure 
adequate  medical  and  surgk-al  attention,  for 
in  such  accomplishments  the  small  hospital 
is  a necessary'  factor,  and  due  consideration 
must  be  given  the  financial  status  rc'quisite 
lo  the  ])i'oper  fuuctionin'Q'  of  such  institu 
III  ns. 

Anothei'  ((notation  from  the  Committee  on 
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Ci railing  Nurses  Schools; 

“1.  The  Committee  on  the  Grading  p£ 
Nurses  Schools  disapproves  of  assigning  any 
student  nurse  on  special  duty  unless  the  as- 
signment has  educational  value  to  her. 

2.  The  coiinmittee  disapproves  of  hospitals 
c'hanging  patients  for  speeialling  by  under- 
graduate nurses. 

3.  When  students  are  assigned  to  special 
duty  as  a carefully  planned  part  of  their 
educational  experience,  the  student  should 
not  be  on  the  case  for  more  than  eight  hours 
out  of  the  twenty-four. 

4.  Relief  should  be  provided  so  tliat  she 
can  attend  classes  as  usual. 

5.  When  the  condition  of  the  i)atient,  or 
the  amount  of  experience  already  gained, 
produces  a situation  wheie  the  educational 
value  of  the  experience  is  lost,  the  studem 
should  be  immediatc-y  withdrawn.” 

Again  I ask,  is  not  the  care  of  the  sick  and 
unfortunates  of  our  community,  the  primaiy 
reason  for  the  existence  of  doctors,  nurses 
and  hospitals  within  its  confines?  The  re- 
finements of  the  modern  training  school  may 
furnish  to  the  State,  a limited  number  of 
nurses,  who  are  a credit  to  any  community 
in  their  technical  and  theoretical  knowledge, 
but  does  that  training  enaole  them  to  better 
relieve  suffering-  hurnianity  or  change  the 
economic  status  of  the  community,  for  sick- 
ness is  in  reality  an  economic  problem.  Every 
respiect  is  accorded  the  ambitious  nurse  who 
is  not  satisfied  w)ith  ordinary  accomplish- 
ments, and  institutions  should  be  and  are 
available,  where  her  desires  and  talents  may 
receive  just  recognition.  Hospital  superin- 
tendents and  those  in  jiositions  of  authority 
will  come  from  this  class,  but  this  same  higTi 
standard  for  every  graduate  will  destroy  the 
usefulness  of  the  nursing  class.  Already,  in 
rural  localities,  as  well  as  the  cities,  untraineo 
nurses  and  those  with  very  little  training, 
are  caring  for  much  of  the  sickness.  The 
complaint  is  often  heard  when  a trained 
nurse  is  suggested — “They  recpiire  too  much 
waiting-  on,”  and  too  often  those  words  are 
prophetic  of  actual  conditions,  when  a city 
nurse  is  secured  for  the  small  town  or  coun- 
try. In  passing,  it  might  be  mentioned  that 
many  of  them  refuse  to  accept  a call  in  such 
localities,  else  ask  the  type  home  and  the 
conveniences  to  be  found  in  that  home.  We, 
too.  as  physicians,  have  many  calls  that  we 
would  jirefer  not  making  but  we  know  that 
all  are  in  need  of  professional  attention,  and 
there  lare  indeed  few  who  do  not  secure  it 
where  doctors  are  available. 

This  grading  report  further  says ; 

“Nursing  education  can  only  proceed  ef- 
fectively when  there  is  a general  supply  oi 
graduate  nurses  to  care  for  patients,  at 
times  when  the  student  must  be  attending 


classes  or  transferred  to  other  services  for 
eilucational  reasons,  and  offers  the  sugges- 
tion, that  adequate  graduate  tloor  nurses 
should  be  in  every  hospital  to  accomplish 
the  above.”  Again  the  following  statement  is 
found;  “If  schools  of  nursing  are  to  be  free 
to  assign  students  where  they  will  learn 
most,  instead  of  where  tliey  will  be  most  use- 
ful, the  hospital  must  supply  graduate  floor 
nurses  to  carry  the  extra  load.” 

It  is  stated,  “that  every  school  should  have 
one  person  whose  major  responsibility  is 
teaching.  Nor  can  any  instructor  be  ex])ect- 
ed  to  teach  a large  number  of  subjects  and  do 
adequate  work.”  T hese  suggestions  are  in  the 
interest  of  the  nurses  who  have  graduated, 
for  the  exactions  will  necessarily  lessen  the 
number  of  Training  .Schools  and  thereby 
graduate  fewer  nurses,  which  would  seem  to 
make  the  demand  for  the  graduate  nurse 
greater,  but  a consiileration  of  the  other 
side  of  the  picture  is  wise.  Does  that  course 
tend  to  increase  the  number  of  small  hos- 
'pitals  or  docs  it  jeopardize  the  existence  of 
those  now^  oiiicrating  by  the  additional  tx- 
liense?  Will  those  communities  in  dire  need 
of  doctors,  nurses  and  hospitals  be  helped  or 
hindered  by  such  exaction?  T'he  luniu 
question  might  be  raised  as  to  the  influence 
on  the  urban  situation  in  a relaxation  of 
these  requirements.  Already  they  are  amply 
supplied  with  doctors,  nurses  and  hospitals 
and  they  may  wdsely  elevate  their  standards, 
but  does  this  justify  universal  hospital  ami 
training  .school  reipiirements,  which  practical- 
ly jn-eclude  the  existence  of  the  small  institu- 
tions, .so  universally  needed.  The  .Survey’s 
deduction  that  the  small  hospital  wdth  modern 
technical  equijvment  is  essential  in  interesting 
“a  first  rate  physician  of  modern  training” 
in  a location  is  absolutely  true.  The  further 
statement  “there  is  a large  degree  of  correl 
ation  betiveen  hospital  shortage  and  jiliysician 
shortage;  the  twai  tending  to  go  together,”  is 
undeniable,  which  suggests  “a  eomjn-ehensive, 
consistent  program  of  hospital  building  as  a 
factor  of  prime  im])ortance  in  the  solution 
of  the  problem  of  physician  shortage”  to 
which  might  be  also  added  a sane  and  prac- 
tical training  course  to  supply  nurses  for  that 
community  and  not  to  fill  positions  rc(|uiring- 
advanced  knowledge. 

With  good  roads  jiermitting  automobile 
travel  at  all  times,  adequate  hospital  facilities 
and  a community  (‘onseience,  recognizing  its 
obligation  to  all  the  people,  much  can  be  done 
to  relieve  the  sick.  Philanthropy  is  practically 
helping  in  these  problems  as  evidenced  by  the 
Conunomvealth  and  Duke  Endowment  Funds 
each  of  which  is  forwarding  eon.struotion  and 
maintenance  of  ihosiiitals  at  strategic  points, 
which  may  stimulate  other  eoiuinunities 
similarly.  It  has  been  truly  said  that  the 
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physicians,  technicians  and  nurses  take  tlie 
place  occupied  a igeneration  a^?o  by  the  I'aniii.N 
doctor. 

It  is  distressing  to  comtemplate  “that  one- 
Jourtli  of  the  counties  of  the  state  and  one- 
seventh  of  the  people  are  without  an  even 
decent  Medical  Service,”  and  that  those  com- 
munities where  the  shortage  is  the  most  acute, 
if  containing  any  physicians,  will  be  for  the 
most  part  older  men,  whose  places  will  not 
be  refilled  as  time  takes  it  toll.  The  reduction 
in  physicians  in  the  State  in  the  period:  from 
1914— when  there  were  3,621  to  1929 — when 
fhei'e  were  only  2,904,  w'hile  tlie  increase  in 
population  was  from  2,340,000  to  2,600,000, 
which  reduction  is  in  the  rural  section,  and 
the  further  fact  that  thirty-one  counties  in 
Kentucky  are  already  acutely  under  supplied, 
with  the  prospect  of  a igreater  physician 
shortage  on  account  of  the  ages  of  the  doc 
tors — shows  indeed  a sad  picture. 

Dr.  Hankin  of  the  Duke  Endowment  has 
estimated  that  with  the  fullest  technical 
equipment  one  physician  can  efficiently  care 
for  a population  of  one  thousand.  The  Ken- 
tucky Survey  showed  one  physician  to  every 
879  ptople  on  the  average — varying  in  dif- 
ferent localities  from  1 to  281  in  Lexington 
to  1 in  7,705  in  Elliott  County.  Twenty-one 
counties  show  a ratio  of  one  doctor  to  every 
2,000  or  more.  The  Survey  counts  as  one-half 
active,  doctors  over  sixty  years  of  age  and 
under  such  rating  thirty-one  counties  give  a 
physician — 'population  of  1 to  2,000.  With  a 
population  of  one  and  one-half  times  that  of 
Louisville  in  those  thirty-one  counties — there 
are  only  202  doctors  to  Loui.sville’s  660 — 69% 
of  the  former  are  over  fifty  years  of  age  and 
34%  over  sixty.  This  is  in  itself  a cause  of 
alarm  considering  the  changes  certain  to  oc- 
cur in  the  next  few  years.  All  this  data 
stresses  the  urgent  need  of  considering  every 
influencing  factor  in  a diseyssion  of  the  solu- 
tion of  medical  service. 

State  medicine  is  the  menace  staring  us  in 
the  face,  the  igTeatest  possible  evil,  both  for 
the  picople  generally  and  the  medical  profes- 
sion, and  only  the  latter  can  forestall  its  ad- 
vent. The  .suggestion  is  often  made,  “that 
already  we  have  the  entering  Aveclge  and  that 
the  State  Board  of  Health  is  working  to  that 
end.”  Such  is  not  my  conviction.  The 
County  Health  Unit,  the  establishment  of 
which  is  so  strongly  urged  by  that  body,  may 
be  used  wisely  or  unwisely  and  prove  a great 
blessing  or  the  direct  calamity  to  the  future 
of  the  commonwealth  and  the  medical  profe.s- 
sion.  General  'Oumiraing  of  U.  _S.  Public 
Health  Service  in  commenting  on  the  rapid 
strides  and  marked  proigress  in  health  work 
in  the  Southern  States  makes  the  further  sug- 
gestion, “it  is  my  earnest  wish  that  I may  be 
privileged  to  see  the  day  when  an  even 


Igreater  record  is  set;  when  every  county,  or 
like  sub-division,  in  every  State  will  have  its 
Eulltime  Health  Department.” 

President  Hoover  in  a recent  addre.ss  said, 
“The  organization  of  preventive  measures 
and  health  education,  in  its  personal  appli- 
cation, is  the  province  of  public  health  serv- 
ice. Such  organizations  should  be  as  univer- 
sal as  public  education.  Its  support  is  a 
proper  burden  on  the  tax  player.  It  cannot 
be  organized  with  success  eitlier  in  its  sani- 
tary or  educational  phases,  except  under 
public  authority.  In  its  practical  working 
'Out  of  organization,  e/.'diaustive  experiment 
and  trial  have  demonstrated  that  the  base 
should  be  competent  organization  of  the 
municipality,  county  or  other  local  health 
unit.”  Great  care  should  be  taken  in  the  se- 
lection of  those  physicians  in  each  county  that 
comprise  its  health  board,  for  those  three  men 
have  absolute  control  of  all  the  appointees  of 
the  Unit,  as  well  as  regulating  and  limiting 
the  work  to  be  done  by  that  unit.  The  health 
officer  should  be  selected  Avith  due  considera- 
tion, for  the  future  usefulness  of  the  unit  is 
dependent  'on  his  capacity,  judgment,  discre- 
tion and  tact.  Without  the  last,  his  future 
is  doomed  and  often  the  unit,  for  that  alone 
Avill  enable  him  to  solve  the  problems  con- 
nected Avilh  the  home  and  sick,  in  harmony 
Avith  the  ideals  of  the  practicing  pjiysician. 
Much  of  his  work  sliould  be  educational, 
arousing  the  public  conscience  to  preventive 
medicine  and  measures  of  every  nature  that 
tends  to  prevent  disease.  Inspection  of  the 
schools  and  hygienic  instructions  of  every 
type  are  included  in  his  duties.  The  super- 
ficial examination  of  the  scho'Ol  children  is 
Avithin  his  proAunce  'but  the  administration 
of  sera  and  vaccination  of  school  children 
should  be  done  for  the  indigent  only,  except 
in  the  presence  of  a serious  epidemic,  and 
then  the  counsel  of  the  organized  profession 
should  be  sought  and  its  influence  and  aid 
will  ever  be  forth-coming.  Infections  and 
deformities  that  need  correction  should  be 
referred  to  the  attention  of  the  teacher,  who 
in  turn  should  acquaint  the  parents  Avith  ex- 
isting conditions  and  advise  medical  or  sur- 
gical help.  Under  no  circumstances  is  he 
justified  in  holding  a clinic  where  wholesale 
special  operations  are  done  by  imported  sur- 
geons. Only  the  charity  cases  should  be 
tak(*n  care  of  by  the  unit  and  then  the  local 
,p  lysicians  .should  be  sought  and'  utlilized. 
The  co-operation  of  the  local  profe.ssion  is 
absolutely  e.ssential  in  a wise  and  snccessfid 
laidministration  of  the  nnit,  and  failure  to 
recognize  this  fact,  destroys  its  usefulness  at 
once,  and  brings  into  disrepute  agencies  that 
anight  be  productive  of  the  greatest  good  to 
the  eo)nmunity.  Surely  the  educational  value 
'of  such  an  organization  in  a community. 
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ui'geiitly  in  need  oi'  doctors  would  lessen 
sickness  and  improve  the  health  ot  the  sec- 
tions. Epidemics  should  be  investigated,  the 
sources  oi  the  diseases  sought,  alt  dangers  of 
contagion  exiilained  a^'d  i prevention  *jnsti- 
tuted.  There  are  so  many  duties  legitimate 
tn  a proper  functioning  board  that  it  seems 
tragic  that  a tactless  and  unsuited  officer 
should  destroy  the  potentialities  of  Ids  work 
by  engaging  in  those  things  beyond  his  scope. 
Our  State  Board  of  Health  shouldl  recom- 
mend only  those  who  are  equipped  for  the 
work,  and  native  ability  and  sound  common 
sense  are  more  essential  than  theoretical 
training.  If  unfortunate  selection  is  made, 
the  sooner  remedied  the  better,  else  that 
unit’s  failure  will  react  against  installation 
in  adjacent  counties.  His  instructions  by  the 
State  Board  should  be  explicit  and  his  limita- 
tion should  be  explained,  for  when  the  health 
officer  has  once  encroached  on  forbidden 
ground,  others  beside  the  one  unjustly  treat- 
ed will  take  notice  and  permanent  harm  will 
ensue. 

Lukewarmness  on  the  part  of  the  profes- 
sion and  often  actual  hostility  to  the  proposed 
Unit,  is  engendered,  by  lack  of  judgment 
from  the  neighboring  health  officer  or  a fail- 
ure on  his  part  t o recognize  the  limitations 
of  his  duties.  It  is  no  more  within  his 
province  to  practice  medicine  than  it  is  the 
duty  of  the  State  to  enter  the  mercantile  or 
other  fields  of  labor  to  compete  with  those 
who  have  embr.aced  that  line  as  a livelihood. 

The  medical  profession  is  jealous  of  its 
rights  and  justly  so,  and  its  .members  will 
and  should  resent  witli  fervor  any  unfair 
discrimination  or  unwise  legislation,  and 
those  in  authority  to  correct  the  evil  of  in- 
equitable distribution  of  medical  service  must 
not  embrace  the  greater  evil  of  State  med- 
icine as  a remedy  or  entertain  ideas  which 
will  tend  toward  such  development. 

The  medical  pi'ofession  of  Kentucky  should 
dominate  the  activities  and  direct  the  course 
in  protecting  the  health  of  all  the  people. 
Individual  prejudice  and  petty  jealousies 
should  be  subordinated  to  the  public  good, 
else  those  xinqualified  to  lead  will  resort  to 
unwise  legislation  and  ill  advised  measures, 
in  a vfain  effort  to  correct  conditions,  and 
the  evils  of  State  medicine  will  result  from 
the  j)rofessions  tnability,  or  unwillingness, 
to  lend:  its  influence  to  helpfnl  measures, 
fearing  as  many  do,  the  selection  of  unsuited 
health  officers.  Would  not  the  wise  policy 
be  the  acceptance  of  our  responsibilities,  the 
safeguarding  of  the  public  and  the  ]>i’ofes- 
sion  — for  their  interests  are  identical — and 
through  co-operation  and  comstmetive  sugges- 
tions d'evelo'p  a health  board  which  will  prove 
helpful  to  all  alike. 

The  Kentucky  Survey  states  “the  essential 


problem  rests,  not  in  keeping  the  rat.’o  of  th; 
entire  state  above  one  ijhysician  to  ever}' 
thousand  people  but  in  bringing  every  part 
of  the  State  up  to  that  level.’’  To  aecomitlish 
this,  recruits  must  come  to  rural  communi- 
ties in  greater  numbers  and  the  suggestion 
is  ofteji  made  that  more  medical  schools  will 
hel])  solve  the  problem. 

Criticism  of  the  drift  toward  specializa- 
tion is  fre(piently  heard,  which  comes  from 
the  iidensiveness  of  the  training  given  the 
medical  student  tod.ay,  but  such  training  is 
necessary  in  the  very  accomplishments  of  the 
things  sought.  A physician  must  be  well 
trained  to  render  him  capable  of  doing  the 
bulk  of  medicine  surgery  and  obstetrics  that 
falls  to  his  lot  where  ever  located,  and  his 
diagnostic  skill  must  be  highly  sensitized  to 
enable  him,  to  meet  the  emergencies  of  the 
day.  The  x-ray  and  laboratory  are  of  vital 
importance  in  this  accomplishment  but  a 
certain  technical  knowledge,  and  familiarity 
with  these  accessories  are  necessary  for  him 
to  evaluate  their  good  and  use  them  to  the 
best  advantage.  The  i)rogressive  doctor  to- 
day must  have  hospital  facilities  and  modern 
laboralory  eipiipment,  and  that  community 
which  fails  to  supply  such  necessities,  in  the 
course  of  time  will  be  without  a physician 
as  conclusively  proven  by  the  modern  trend. 
We  must  not  lower  our  standards,  for  all  the 
people  are  entitled  to  the  most  intelligent 
service  and  should  n/ot  be  satisfied  with  less. 
Bather,  the  communities  should  be  educated 
to  those  things  neces.sary  to  secure  adequate 
medical  service  and  the  public  spirited  citi- 
zens, the  state  and  the  nation  niu.st  each  do 
its  part  in  .meeting  these  requirements.  Too 
often,  the  well-intentioned  theorist,  earnestly 
strives  to  solve  these  i)roblems  and  from 
his  city  experience  undertakes  to  direct  the 
course  and  suggest  the  essentials  in  rural 
medical  service.  His  idea  as  to  conducting 
the  small  hospital  is  gained  from  his  daily 
contact  with  the  city  institution  and  its  prob- 
lems, and  little  does  he  realize  that  every 
dollar  spent  must  be  judiciously  used  an’u 
every  unnecessary  expense  eliminated  else  the 
success  of  the  venture  is  doomed. 

The  very  waste  in  money  and  material  in 
many  of  the  large  hospitals  amounts  to  more 
each  year  than  that  available  for  the  small 
institutions’  every  expense.  The  i)roblemv 
are  different  and  their  solutions  must  be  dt- 
termined  by  those  most  vitally  interested  anti 
best  able  to  judlge  the  section’s  needs. 

The  city  physician’s  experience  (is  most 
valuable  in  helijing-  to  solve  the  rural  require- 
ments but  his  judgment  may  be  biased  by 
the  problems  which  daily  confronts  liim  and 
the  same  measures  may  not  be  applicable  to 
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the  pi'oper  solution  ol!  urban  and  rural  de- 
mands. 

The  )Uost  modern  developnients  ol  a een- 
tury  ago  would  prove  totally  inadequate  to- 
day, but  the  same  grade  of  culture  and  re- 
finement is  not  found  in  every  couiimunity 
nor  can  the  same  financial  outlay  be  afforded 
by  eacli.  In  con.sequence  wisdom  dictates 
tliat  leniency  must  be  shown  certain  institu- 
tions and  the  same  high  standard  should  not 
be  required  of  them  as  is  to  be  expected  in 
more  favoretl  communities,  where  the  public 
is  educated  to  their  great  value.  None  will 
question  the  wisdom  of  liolding  before  those  in 
autliority  and  intere.sted,  the  highest  ideals, 
l)Ut  the  neai'iiess  of  the  approach  to  that  goal 
will  depend  on  community  conditions.  As 
time  passes  and  advances  are  made,  thiiough 
experience  aiul  systematic  education,  fur- 
ther legal  requirements  must  be  determined 
by  the  status  of  each  community. 

Iventucky  is  essentially  an  aigricultural 
State ; her  cities  are  few  and  many  sections 
are  sparsely  settled  and  our  future  demands 
that  the  least  favored  portion  be  given  the 
same  opportunity  for  growth,  development 
and  protection  of  its  citizenship  as  is  fur- 
nished to  the  most  favored,  and  all  legislation 
must  have  a proper  regard  for  every  class 
and  section.  Do  not  place  burdens  on  those 
conununities  most  urgently  needing  assistance, 
so  exacting  as  to  tax  beyond  its  ability; 
rather  assist  each  comniunit}^  in  having  those 
tilings  essential  and  meeting  neces.sary  prob- 
lems, and  as  time  passes  and  conditions  im- 
prove hiigher  ideals  can  and  will  be  met. 

Conclusions 

(1)  Adequate  medical  service  in  every 
comiinunit}'  includes  doctors,  hospitals,  tech- 
nical equipment  and  an  abundance  of  nurses, 
especially  trained  to  fill  the  requirements  of 
each  community. 

(2)  The  health  unit,  if  properly  organized 
and  conducted  under  the  leadership  of  a 
capable,  tactful  and  conscientious  health  of- 
ficer, prevents  disease,  lowers  mortality  ana 
extends  life.  Every  assistance  should  be 
given  its  legitimate  functioning  and  its  pow- 
ers and  limintations  should  be  recognized  and 
rigidly  enforced. 

(3)  Good  roads  throuigh  every  section  of 
the  county  at  all  times  are  es.sential.  A hard 
surfaced  road  by  every  farm  should  be  the 
goal.  This  enables  tho.se  slightly  sick  to  visit 
the  doctor;  those  seriously  ill  to  secure  him 
and  ])ermits  comfortable  ambulance  service 
for  tho.se  to  be  hospitalized. 

(4)  A ])ortion  of  the  gasoline  tax  should 
be  expended  in  each  county  on  the  cross  roads 
for  every  taxpayer  is  entitled  to  his  or  her 
pro  rata  of  such  ta,x. 

(5)  Each  county  should  make  adequate 


annual  appropriation  for  the  hospitalization 
of  its  indigent  sick,  nor  should  political  (Ex- 
pediency determine  its  beneficiaric's. 

(6)  The  development  of  a community  con- 
science which  recognizes  Christian,  education- 
al and  adequate  medical  service  as  just  for 
every  individual  in  every  jrart  of  Kentucky. 

t'ALClFlCATlON  IN  Pl’lAlO.NAUY 
TUBEKCI'COSIS* 

OsCAK  O.  Millek,.  ]\i.  D. 

Douisville. 

A voluminous  literature  has  evolved  in  re- 
gard to  calcium  and  its  relation  to  tubei'cu- 
losis.  Tweddell,  inve.stigated  this  question  in 
observation  that  workers  in  lime  and  plaster 
of  Paris  are  practically  immune  to  tubeixm- 
losis.  Tweddelli  investigated  this  question  in 
America  among  manufacturers  of  lime  and 
lime  products.  The  manufacturers  in  their  re- 
plies stated  that  no  cases  of  pulmonary  tu- 
berculosis were  ever  noticed  among  their 
empl'byees,  /and  that  they  ^vere  unusually 
free  from  coughs  and  cold.  In  my  own  ex- 
pedience 1 have  rarely,  if  ever,  treated  a 
plasterer  for  tuberculosis,  and  we  have  no 
record  of  ever  having  treated  or  diagnosed 
an  employee  of  the  Kosmosdale  Cement  Plant 
for  pulmonary  tuberculosis,  although  we 
have  received  several  wives  of  wiorkers  from 
this  vicinity. 

These  observations  of  immunity  among 
workers  in  lime  led  to  the  conclusion  that 
there  was  a demineralization  in  tuberculosis 
particularly  in  the  calcium  content  of  the 
body.  Ylany  inadequate  expj(!riments  were 
conducted  and  calcium  detex’minations  made 
to  support  this  hypothesis.  These  in  a meas- 
ure confirmed  the  idea,  and  led  to  a wide 
clinical  use  of  calcium  in  the  treatment  of 
this  disease.  Reinvestigation,  however,  and 
more  accurate,  observations  fail  to  support 
the  theory.  We  know  that  the  calcium  con- 
tent of  the  blood  and  tissues  is  more  lor  less 
constant  and  normally  ranges  between  9 and 
11  milligrams  per  e.  e.  of  serum.  In  tn- 
bereulous  individuals  the  range  is  between 
8.4  to  n milligrams  (Halverson  et.  ah), 

Maver  and  Well.s^  investigated  the  absorji- 
tion  of  calcinm  from  the  intestinal  tract  in 
experimental  tuberculosis.  They  determined 
the  calcinm  content  of  the  various  tissues  of 
the  tuberculous  animals  fed  calciunn  and  the 
tuberculous  and  non-tnberculous  controls  on 
a normal  diet  ami  concluded  that  there  was 
no  essential  diffei'ence  in  the  average  calcium 
content  of  the  three  groups.  Their  experi- 
ments did  show  considerably  higher  calcium 
values  in  tho.se  organs  and  tissues  that  ordi- 
narily bear  the  brunt  of  tuberenlous  infection 

•Read  before  the  Jefferson  County  Medical  Society, 
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Figure  1,  No.  54,014 — U.  H:  Male,  colored, 
age  14.  The  x-ray  shows  large,  conglomerate, 
calcified  lymphnodes  in  both  roots  with  diffuse, 
irregular  calcification  scattered  through  the  lung 
fields  indicative  of  a previous,  childhood,  diffuse 
tuberculosis  and  probably  a tuberculous  broncho- 
pneumonia. The  mantoux  tuberculin  test  was 
negative  on  one-tenth  and  one-milligram  of  tu- 
berculin. This  patient  is  apparently  well;  ex- 
amination of  the  chest  is  entirely  negative. 

sucli  as  spleen  and  lymphnodes.  hut  the 
aanount  of  (‘alcium  in  the  tuberculous  spleens 
and  lymphnodes  was  often  g-reater  in  animals 
that  did  not  iget  calcium.  This  indicates  a 
tendency  for  calcium  to  deposit  in  tubercu- 
lous lesions  even  though  thej^  are  active  and 
progre.ssive.  In  inhalalation  experiments  on 
tuberculous  guinea  jiigs  by  Gardner,  with 
calcium  carbonate  dust,  there  was  evidence  of 
increased  calcifieation  iii  the  dusted  animals 
as  compared  with  the  controls  which  ordi- 
narily show  no  calcification. 

Greisheimer  ami  Van  AVinkleg  investigated 
the  ])lasma  calcium  in  tuberculous  adults  se- 
lecting a group  of  55  patients  between  the 
ages  of  25  and  51,  in  the  moderately  advanced 
and  far  advancedi  stages.  All  were  on 
routine  sanatorium  treatment,  and  a few 
were  receiving  in  addition  calcium  lactate, 
cPd  liver  oil  or  lamp  and  sun  ex])osure. 
As  a result  of  their  Tnve.stiigations, 
they  conclude  that  thei’e  is  no  demineral- 
ization in  tuberculosis,  a.nd  that  cod  liver 
oil,  aTid  radiation  either  by  sun  or  lamp 
does  not  increa.se  the  pla.sma  calcium  even 
when  (dinieal  impnovemeid  is  (>vident.  'I’liere 
was  a tendency,  liowevei-,  for  higliei-  ealeiiim 
values  among  those  paticmis  who  drank  liberal 


(piantities  of  milk  regularly  than  those  who 
refused  it. 

Greisheimer  and  Arnold,;  ( arried  out  similar 
inve,stigations  in  (diildreu  with  negative  re- 
sults. Tho.se  children  on  ultra-violet  radia- 
tion showed  n/o  greater  increase  in  serum 
calcium  than  those  without  such  exposure. 
From  these  and  many  other  experiments  and 
analyses,  we  must  conclude  that  the  calcium 
content  of  the  blood  and  tissues  in  tubercu- 
losis show  very  little  depiarture  from  the  nor- 
mal and  that  calcium  therapy  is  based  on  a 
wrong  premise.  Notwithstanding  This,  we 
are  faced  with  the  inescapable  fact  that 
workers  in  lime  exhibit  a j)ractical  immunity 
to  tuberculosis.  Morbid  calcification  ai)pears 
to  be  brought  about  as  a result  of  chronic 
inflammation  and  is  more  prone  to  occur  i)i 
those  ti.ssues  that  normally  excrete  acid  such 
as  the  lungs  and  kidneys,  (’alcification  as  it 
occurs  in  tuberculosis  shows  no  essential  dif- 
fei-enee  to  ealeifieatiou  in  other  conditions. 
Aeeonliug  to  Wells,/’  Galeinaii  salts  are  laid 
down  ill  the  tubi'reles  iu  aeeordatiee  with  the 
universal  iirinciiile  that  iieei'otie  tissue's  or 
any  other  non-living  permeable  material 
whether  dead  tissue',  avasculai-  hyaline  e'-on- 
ueedive  tissue,  or  e.xtra neons  foreign  ma- 
terial, which  cannot  be  absorbed  will  bee-ome 
imiiregnated  with  calcium  salts.” 

In  a consideration  of  metastatic  calcifica- 
tion,g he  offers  the  opinion  that  the  carbon 
dioxide  of  the  blood  and  titsues  plays  an 
important  part  in  the  absorption,  transpor- 
tation and  deposit  iem  of  calcium  salts  sine-e 
in  this  condition  lime  .salts  are  deposited  in 
the  alveolar  avails  of  the  lung  (where  the 
carbondioxide  is  given  off  from  the  blood;) 
the  left  side  of  the  heart  and  the  pulmonary 
aa'ins  and  systemic  arteries  avhere  the  blood 
is  pioorest  in  carboiidioxide. 

in  the  routine  interpretation  of  roentgeno- 
grams of  the  chest,  ave  fre(}uently  observe  a 
diffuse  calcification  scattered  throughout  the 
lung  fields  avhich  must  be  taken  as  evidence 
of  a previous  diffuse  caseous  taiberculosis. 
Some  of  tins  cah-ification  is  irregular  in  out- 
line and  hence  is  in  all  probability  the  re- 
sult of  a .scattered,  tuberculous,  broncho  janeu- 
monia  that  has  resulted  from  a bronchogenic 
spread  from  ruptured,  caseous,  hilum  lypmh- 
nlodes.  (Pig.  1)  In  others,  the  diffuse 
calcification  is  uniformly  distributed,  sym- 
metrical in  outline,  and  hence  must  represent 
a hematogenous  or  lymphogenous  distribu- 
tion. (Fig.  11)  Calcification  as  observed  in 
the  roentgenogram  of  the  chest  mus  t be 
taken  to  represent  evidence  of  a past,  child- 
hood tuberculosis,  because  it  is  this  type  of 
lesion  {hat  favors  a deposition  laf  ealeliim 
salts. 

Healing  ordinarily  takes  place  by  absorp- 
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tion  of  the  exudative,  inflammatoi’y  reaction 
with  ciomplete  clearing — leaving  very  little 
evidence  of  its  ever  having  been  present.  Ap- 
parently when  caseation  supervenes,  if  re- 
sistance is  good,  this  favors  the  deposition  of 
calcimm  salts.  In  the  adult  type  of  tubercu- 
losis, one  rarely  sees  healing  by  calcification. 
This  may  be  due  to  two  reasons : first,  the 
pathological  process  is  characterized  by  infil- 
tration and  exudation  that  nnderg'oes  heal- 
ing by  absorption  of  the  inflammatory  pro- 
cess and  rejyair  by  fibrosis.  1 cannot  recall 
ever  having  seen  tuberculoss  in  the  adult  un- 
dergo a reparative  process  hy  the  dei)osition 
of  calcium  at  the  tubercidous  foci,  although 
we  have  followed  some  of  these  oases  for  ten 
years.  It  probal)ly  does  occur  very  slowly 
and  over  lonigi  ])eriods  of  time.  This  is  ex- 
emplified by  the  film  on  T.  J.  C.  (Fig.  Ill) 
This  patient  was  admitted  to  Waveidy  Hill 
Sanatorium  in  1916  at  the  ag(*  of  twenty-six. 
While,  at  the  institution  lie  had  36  pulniion- 
ary  hemorrliages.  He-x-i’ay  of  this  jiatient’s 
chest  eleven  years  later  shows  evidence  of  dif- 
fuse calcification  throughout  both  lungs 
nhich  must  be  considered  as  healing  by  cal- 
cification in  an  adult.  He-x-ray  four  years 
later  shows  no  discernible  increase  in  the  cal- 
cification over  that  observed  four  years  pre- 
viously. Numerous  cases  of  healed  miliary 
tuberculosis  as  manifested  by  diffuse,  sym- 


Figure  2,  No.  46,193 — J.  M:  Male,  white,  age 
11.  The  x-ray  shows  in  contrail  tc  figure  one 
no  massive  calcification  in  the  root,  hut  uni- 
form, symmetricaal,  shotlike,  calcified  densities 
scattered  throughout  the  lung  roots  and  lung 
fields  which  is  suggestive  of  a hematogenous  or 
lymphogenous  distribution  throughout  the  lung 
fields.  The  manloux  tuberculin  test  was  strong- 
ly positive  on  one-tenth  milligram  of  tuberculin. 


Figure  3,  No.  25,980 — T.  J.C:  Male,  white, 
age,  41.  The  x-ray  shows  irregular  calcification 
scattered  throughout  both  lung  fields  from  base 
to  apex.  This  represents  a very  unusual  type 
of  healing  in  tuberculosis,  that  is,  healing  by 
calcification  which  only  occurs  slowly  and  over 
long  periods  of  time.  The  patient  was  treated 
for  active  tuberculosis  in  1916;  he  had  fifty-six 
hemorrhages  while  in  the  institution. 

metrical,  calcified  areas  throughout  the  lung 
occur  more  frequently  than  one  would  su]i- 
pose.  We  have  film.s  on  twelve  such  cases. 
The  type  of  infection  has  UO'  influence  on  the 
extent  or  degree  of  calcification  as  Wells 
found  on  analyses  of  bovine  ami  humala,  tu- 
berculous lesions  that  the  calcium  content 
was  strikingly  parallel.  Sayers, ^ of  the 
United  States  Public  Health  Service  recently 
collected  a remiarkable  series  of  cases  num- 
hering  125  in  all  that  show  diffuse  caleifica- 
tion  through  the  lung  fields.  These  men  had 
formerly  worked  in  the  wheat  fields,  and  he 
Avas  able  to  isolate  an  Aspergillus  Niger  and 
A.  Fumigatus  Fisheri  from  their  nasal 
cavities.  He  ex]')ressed  the  opinion  that  such 
calcification  may  be  due  to  organisms  other 
than  the  tubercle  bacillus. 

Ju.st  why  calcification  occurs  so  promptly 
and  uniformly  in  children  and  is  seen  de- 
veloping so  infrequently  in  adults  is  not 
clear  unless  Ave  consider  it  on  the  basis  of  a 
patliological  concept  of  the  disease.  We  must 
consider  that  calcificatio])  takes  ])lace  ordi- 
narily in  lesions  that  are  ali’eady  healed.  We 
bave  observed  large,  fibi-ocaseous  tubercles 
in  adidts  that  Avere  avcII  circumscribed,  and 
IniA'c  fiolloAV(“d  the.S(‘  for  four  ami  sifx  years 
respt'cti V(‘ly,  and  have  seen  no  Icmiency  for 
(alcium  to  become  'deposited  in  this  area  al- 
though it  must  b(>  eonsidercHl  as  an  arrested 
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proces.^  Calcium  certainly  plays  an  impor- 
tant part  in  the  igrovVing  and  develoi)ing 
child.  It  is  a growdh-promoting  factor  and 
since  we  see  calcification  developing  so  fre- 
quently in  tuberculous  lesions  in  childhood, 
it  would  indicate  calcium  should  be  avail- 
able in  excess  in  the  average  child’s  diet. 

Shernvanjo  in  an  investigation  of  calcium 
requirements  in  man  has  fixed  the  average 
minimum  at  0.45  gm.  per  man  per  day  in  an 
alnalysis  of  over  224  tyj)ical  American  diets. 
The  averaige  intake  of  calcium  exceeded  this 
requirement  biit  one  in  every  six  was  below 
the  indicated  standard.  While  calcium  may 
be  administered  in  the  form  of  calcium 
phosphate  in  ordinary  table  salt,  the  best 
a'nd  most  available  form  is  in  milk  and  milk 
prodncts.  For  the  above  reasons  an  abun- 
dant supply  of  milk  shoidd  be  a normal  con- 
stituent of  every  child’s  diet. 
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DISCUSSION 

T.  Cook  Smith:  I wish  to  discuss  this  very 

interesting  paper  from  the  standpoint  of  the 
rate  of  calcification  and  the  relation  of  calci- 
fication to  healing. 

Among  the  questions  which  are  unanswered 
at  this  time  is  the  one  relating  to  the  cause  of 
rapid  calcification  in  certain  people,  whereas 
many  others  do  not  calcify  at  all  while  under 
observation.  I have  in  mind  a child  who  showed 
marked  calcification,  by  x-ray,  of  the  cervical 
glands,  at  the  age  of  10  months.  At  the  same 
time,  there  was  an  active,  progressive  lesion  in 
the  pulmonary  fields.  This  and  other  similar 
experiences  bring  out  the  fact  that  calcification, 
although  indicating  healing  of  that  part  which 
is  becoming  calcified,  does  not  indicate  that  the 
patient  i.s  healing  all  of  his  lesions,  but,  on  the 
contiary,  the  disease  may  be  progressing  'in 
other  places.  Likewise,  soft,  unealcified  tuber- 


culous lymph  glands  may  be  found  close  by  cal- 
careous ones. 

is  becoming  increasingly  necessary  that  we 
pay  more  attention  to  x-rays  of  the  abdominal 
fidld  to  discover  calcifying  glands  Sn  that 
region.  Dunham  and  Smythe  have  shown  very 
clearly  that  an  appreciable  percentage  of  pa- 
tients with  positive  tuberculin  tests  have  cal- 
cifying glands  visible  by  x-ray  in  this  region. 

Let  me  again  express  my  appreciation  for  the 
unusual  series  of  x-rays  which  we  have  seen 
this  evening. 

George  A.  Hendon:  I would  like  tO  a«k  a 

question  in  regard  to  the  kind  of  calcibm  it  is 
that  is  deposited  in  the  lungs.  Is  it  carbonates, 
sulphates  or  oxide? 

Another  point  which  might  be  of  interest  is 
the  fact  that  we  have  two  kinds  of  calcium 
which  are  used  in  the  blood  stream,  diffusible 
and  non  diffusible. 

The  amount  of  calcium  estimated  in  the  bloou 
stream  is  normally  10  mg  to  each  100  c.c.  and  1 
am  ,iust  wondering  if  it  is  the  non-diffusible  that 
is  deposited  in  the  diseased  area. 

Jo8.  M.  Frehling:  Dr.  Miller  seems  to  hesitate 
to  offer  the  suggestion  that  cases  of  tuberculosis 
show  a deficiency  of  blood  calcium,  because 
the  work  of  several  investigators  tends  to  show 
that  the  blood  calcium  remains  fairly  constant. 
My  reason  for  mentioning  this  is  that  I believe 
it  has  been  quite  definitely  proven  that  the  blood 
calcium  has  a tendency  to  remain  constant  even 
though  a definite  deficiency  of  calcium  in  other 
parts  of  the  body  may  exist;  in  other  words, 
those  salts  which  seem  to  be  essential  to  life,  in- 
cluding calcium,  potassium,  phosphorus,  and 
magnesium,  maintain  a constant  level  of  con- 
centration in  the  blood  at  the  expense  of  the 
tissue  cells  and  that,  although  the  individual  cell 
may  become  markedly  deficient  in  one  or  more 
of  the  constituents,  a determination  of  the  con- 
centration in  the  iblood  may  be  normal.  Only 
when  the  cells  have  been  completely  depleted  of 
their  salt  content  will  the  concentration  in  the 
blood  begin  to  drop.  Therefore,  it  can  be  con- 
cluded that  a determination  of  the  blood  calcium 
cannot  be  considered  as  reliable  proof  that  a 
deficiency  does  not  exist. 

I.  T.  Fugate:  Dr.  Miller’s  films  and  excellent 

demonstration  is  very  interesting  indeed.  It  is 
through  this  type  of  report  and  discussion  that 
we  get  the  intricate  points  of  tuberculosis  which 
cannot  be  demonstrated,  except  through  x-ray 
study. 

I was  particularly  impressed  v/ith  the  number 
of  films  which  showed  an  immense  amount  of 
calcification  while  others  showed  such  a small 
amount.  This  certainly  is  to  be  interpreted  in 
ratio  to  ihe  patient’s  resistance  to  this  disease. 
'I'hrough  my  work  of  filming  many  of  the  ex- 
service  men  throughout  the  State  and  Southern 
Indiana  over  a period  of  years,  one  of  the  in- 
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casionally  encounter  a case  which  shows  marked 
calcification  often  times  extending  into  the  third 
lung  field  with  nothing  whatever  in  the  history 
which  could  be  interpreted  that  the  patient  was 
ever  sufferer  from  this  disease.  Probably  the 
best  explanation  ds  the  fact  that  these  patients 
had  suffered  from  puTmonary  tuberculosis  in 
childhood  which  was  entirely  overlooked. 

One  of  the  interesting  things  in  the  study  of 
this  disease  is  the  fact  that  often  times  you  will 
find  a chest  with  a minimum  amount  of  tuber- 
culous changes  without  calcification,  and  these 
types  of  cases  it  appears,  without  many  excep- 
tions, are  the  hardest  cases  to  bring  to  the  point 
of  recovery;  while  on  the  reverse  you  will  find 
a case  with  extensive  tuberculous  involvement 
with  a great  deal  of  calcification  which  will  carry 
on  with  reasonable  care  and  treatment  to  what 
is  apparently  fair  health  and  will  live  out  their 
expectancy. 

In  other  words  it  seems  that  the  cure  of  tu- 
berculosis resolves  itself  to  a great  degree  as 
to  whetner  or  not  the  patient  is  able  to  build  up 
a barrier  or  calcification. 

Oscar  O.  Miller,  (in  closing)  : Dr.  Smith 

brought  out  a very  interesting  point;  that  is  the 
length  of  time  reqiiii’ed  for  calcification.  This 
varies  from  five  months  to  several  years.  Cal- 
cification is  not  to  be  taken  as  always  indicating 
complete  healing. 

Dr.  Frehling  infers  that  I question  a defi- 
ciency of  calcium  in  the  blood  in  tuberculosis. 
I do;  and  if  experimental  data  means  anything, 
it  certaihly  shows  that  there  is  no  deficiency 
of  calcium  in  pulmonary  tuberculosis.  When 
one  investigates  the  question  of  dental  caries, 
no  more  caries  is  found  in  pulmonary  tubercu- 
losis than  in  non-tuberculous  individuals.  I am 
willing  to  admit  that  children  may  have  a 
normal  blood  calcium  level  and  yet  be  growing 
up  calcium  poor.  The  standard  requirements 
for  calcium  for  man  is  0.45  grams;  and  this  is 
ordinarily  available  in  the  average  diet,  in  fact, 
Sherman  found  an  excess  of  67  per  cent  in  cal- 
cium above  the  standard  in  the  diets  investi- 
gated by  him.  One  pint  ot  milk  contains  0.5 
grams  calcium  which  is  approximately  the  o\- 
mal  requirement. 

The  Value  of  Tuberculin  Tests. — The  Medical 
Research  Council  has  issued  a report  by  Dr. 
P.  D’Arcy  Hart  on  the  value  of  tuberculin  tests 
with  special  reference  to  the  Mantoux  intracu- 
taneus  test.  He  concludes  that  the  test  is  chief- 
ly of  value  when  negative.  All  that  a positive 
result  indicates  is  either  a past  or  a present  in- 
fection with  the  tubercle  bacillus.  A clear  dis- 
tinction must  be  drawm  between  tuberculous  in- 
fection and  tuberculous  disease.  More  than  90 
]>er  cent  of  the  ."dult  population  has  at  some 
time  been  infected  with  the  tubercle  bacillus  and 
overcome  the  infection  without  developing  tu- 
berculous disease. 


DIAUXOSIS  OP  DUODENAL  ULCER* 
Will  T.  Dowdall,  M.  D. 

Paducah. 

The  diagnosis  of  duodenal  ulcer  has  been 
made  accurately  only  within  the  past  few 
years ; that  of  igastric  ulcer  lias  been  for 
years.  There  are  approximately  three  times 
as  many  duodenal  ulcers  as  gastric. 

Hut  the  diagniosis  of  duodenal  ulcer  is  not 
made  by  the  history  alone,  which  is  directly 
opposite  to  Moynihan  who  in  these  words  ex- 
presses himself;  “It  is  therefore  not  neces- 
sary to  the  attaining  of  a diagnosis  that  any 
examination  of  the  patient  be  anade,  the  past 
history  is  everything,  the  physical  examina- 
tion is  relatively  nothing.” 

Each  case  has  to  be  thorouighly  observed, 
and  it  takes  three  day’s  hospital  i-outine  to 
lay  before  you  the  finding  so  as  to  render  the 
study  complete.  There  are  three  necessaiy 
jiroeedures. 

1.  History. 

2.  Physical  examination. 

3.  Roentgen  ray  interpretation. 

'One  imiiortant  part  in  the  history  is  to 
listen  and  let  the  patient  describe  their  own 
symptoms  and  give  their  complaints  in  their 
own  words.  Then  question  them  along  these 
lines. 

1.  Periodicity. 

2.  Pain. 

Location. 

Radiation. 

Character. 

Relation  to  food  intake. 

3.  Tenderness  and  soreness. 

4.  Nausea  and  vomiting. 

5 Constipation. 

6.  Belching. 

7.  "Weight. 

8.  X-ray. 

This  all  being  gone  through  you  are  read}^ 
for  the  general  physical  examination,  for 
without  it  you  cannot  make  your  diagnosis. 
Blood  pressure  is  taken,  for  in  arteriosclerosis 
we  sometimes  have  abdominal  pain.  Then  the 
temperature  and  pulse  for  signs  of  infection. 
Pupillary  reflexes,  the  size  and  equality  of 
the  pupil.  The  thorax,  the  abdomen  and  the 
pelvis  ; teeth,  nose  and  throat,  also  the  Aveight, 
and'  this  is  repeated  every  seven  days.  The 
rigidity  of  muscles,  tremors,  the  reflexes, 
blood  count,  sputum,  urine,  and  stools.  In 
case  there  are  any  chest  findings  the  same 
are  x-rayed  for  more  minute  study. 

The  blood  Was.sermaini  is  reported  and  if 
there  is  any  doubi,  tbe  spinal  fluid  is  taken 
for  fui-tber  stud.y.  The  stool  examination  is 
made  for  occult  blood,  parasites  and  blood. 

*Keail  liefoi-p  the  Arpri-ar-hon  f'oiuitv  Me()iciil  .Sneietv,  De 
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Cieiierally  tliis  <iii  important  cxamijiatioji 
in  tjliowmg  a diti'emitial  point  between  duo- 
denal ulcer  with  blood  in  tin;  stoots,  and  in 
gastric  there  is  more  trequently  liemate- 
mesis. 

At  times,  in  acute  cases  there  is  intestinal 
iiemorrhage  in  an  apparently  well  person 
with  an  acute  pallor,  and  an  evacuation  ut 
black  arterial  blood  and  bnii>ht  red  artmual 
blood.  Then  we  havi-  the  JAvald  meal  follow- 
ed by  the  gastric  analysis  showing  the  tree 
IICL.,  the  total  acidity  blood  and  occult 
blood. 

i\Ien  are  affected  by  duodenal  ulcers  more 
than  w'omen.  Most  people  are  suseejitible  be- 
tween the  ages  of  20  and  -lb  years,  lluo- 
denal  ulcers  cause  less  distress  than  gastric 
ulcers,  and  also  less  delay  of  the  stomach 
contents.  The  periodicity  occuring  at  regu- 
lar intervals,  generally  coming  on  for  years; 
one  case  has  had  it  for  the  last  twenty  years. 

Another  characteristic  is  the  hunger  jmin 
usually  appearing  in  from  two  to  four  houi-s 
after  the  food  intake,  also  the  sense  of  full- 
ness, distention,  gnawing  and  burning.  The 
whole  of  the  abdomen  may  pain,  but  gen- 
erally it  is  to  be  found  in  the  right  upjier 
jiart  about  one  inch  below  the  tip  of  the  ninth 
rib.  Food  or  liquid  relieves  the  pain,  pain 
comes  earlier  with  liquids  than  solids. 

Tenderness  and  soreness  are  in  the  mid'line, 
at  times  to  the  right. 

Vomiting  is  a syinplom,  but  in  duodenal 
ulcers  there  is  often  relief  from  one  vomitus; 
in  gastric  frequently  there  is  food  in  the 
vomiitus,  and  in  igall  blailder  infection  a cylic 
vomiting. 

The  referred  pain  is  nearly  always  epigas- 
tric not  going  to  the  scapula  as  in  gall  blad- 
der infection.  Another  point  is  that  pain 
comes  on  at  night,  the  patient  is  awakened 
between  (one,  two  a.  m.  They  frequently  have 
their  food  near  the  bed  within  reach  and  are 
I’elieved  by  food  intake.  Also  in  the  spiring 
and  fall  of  the  year  are  the  most  likely  times 
for  attacks,  and  these  last  from  two  weeks 
to  several  imonths. 

Mental  anxiety  and  physical  exhaustion  are 
also  predisposing  causes  as  a rule.  When  a 
diverticulum  is  found  it  indicates  a jierforat- 
ing  duodenal  ulcer. 

Patient  may  complain  of  sickness,  heart 
burn,  hyperacidity,  nausea,  and  pain  before 
vomiting,  of  black  stools  and  hematemesis — 
this  combined  with  a physical  examination 
sbowing  soreness  in  the  e])igastrium  or  just 
to  the  right  of  the  midline, rigidity  of  the  rec- 
tus, a report  of  increased  acidity  and  hyper- 
niotility  and  hypertonus  and  hvperperi.statsis, 
accompanied  with  a fluoroscopic  examination 
revealing  a deformed  duodenal  cap  or  bul- 
bus  duodoni  are  very  good  indications  of 
a duodenal  ulcer.  The  x-ray  is  a valuable  ad- 
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junct  for  when  the  ’ cap”  is  deformed  the 
diagnosis  is  almost  certain,  although  the  de- 
fect in  outline  may  bo  difficult  of  demon- 
stration, but  when  a normal  cap  is  seen,  a 
negative  diagnosis  is  the  rule. 

Another  is  the  speedy  appearance  of  the 
barium  contents  from  the  stoiiniach  to  the 
duodenal,  showing  hyiiermotility,  hyper- 
tonus and  hyperperistalsis.  Also  spasmodic 
bi'inr-glass  contraction  of  the  stomach  pro- 
duced by  duodenal  irritability  or  irritation. 
So  W'ith  rapid  clearance,  or  hypermotility 
may  occur  in  duodenal  without  obstruction, 
and  then  the  reserve  happens,  delay  occurs 
when  sjiasms  or  adhesions  or  large  indurated 
ulcers  stop  the  clearance. 

The  fliioroscope  often  reveals  an  enlarged 
aorta,  which  suggests  syphilis,  and  is  often 
confused  with  a simple  chronic  duodenal 
ulcer.  The  tender  spot  should  be  paljiated, 
while  the  ])atient  is  in  front  of  the  screen  so 
as  to  coincide  the  x-ray  defect  wifli  the  pain 
point. 

This  is  a good  illustration  of  an  error  in 
diagnosis;  H.  L.,  age  59,  was  admitted  to 
the,  hospital  i\Iarch  24th,  complaining  of 
pain  in  the  stomach  which  he  had  had  for  the 
last  fifteen  years.  Pain  made  worse  two  or 
three  hours  after  eating,  it  is  a gnawing  and 
burning  jwin  and  there  is  distress  and  dis- 
tention with  heartburn  and  belching.  Also 
nausea  and  vomiting,  tbe  latter,  however,  in 
cycles,  pain  is  relieved  by  food  intake. 

Frinalysis  shows  large  traces  of  albumin, 
with  a few'  hyaline  casts,  simtuni  negative, 
blood  Was.sei'inann  negative. 

Fwald  meal  followed  by  gasric  analysis 
shows  free  HCIj.,  .08%. 

Total  acidity,  .17%. 

Pile  ])i'e.sent. 

Occult  blood  present. 

Shows  a low  II'CL.  and  T.  A.  lactic  acid 
negative  Oppler-Boas  bacillus  negative,  (lu- 
aiac  tests  for  bloodi  .show  a large  trace. 
Stools:  Occult  blood  negative,  following  a 
meat-free  diet.  Bile  and  pulse  negative. 
Red  blood  count  4,500.000,  leucocytosis 
6000;  Tib.  80%;  blood  pressure  B10780ti= 
50  P.  P. 

Percussion  and  auscultation  of  che.st  neg- 
ative. Rectal  examination  show's  an  enlarged 
ju'o.state  nodular,  bilateral  and  moderately 
firm. 

Fluorosi'opy  and  oientengrams  of  the  sto- 
mach reveal  a persistent  filling-defect  imme- 
diately prc])yloi-ic  ami  on  le.sser  curvature 
opposite  defect.  Aptietite  good,  constipa- 
tion and  loss  ill  weight. 

lie  was  first  juit  on  the  .stomach  diet  with 
negative  result,  then  it  was  thought  on  ac- 
count of  the  filling-defect  that  a tenativc 
(liaaiiosis  of  cancer  was  made,  however,  not 
satisfied!  with  this  and  it  was  also  becoming 
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juure  dear  that  tlie  'patient’s  memory  was 
lault}',  forgot  the  clay,  the  dates  and  events 
of  the  day ; and  soon  tie  liad  no  idea  of  the 
time,  plaee  or  the  people  and  especially  at 
night,  he  was  talking  to  imaginary  people, 
his  wife  arrived  and  he  did  not  recognize  Jier. 
The  liabiuski  was  negative,  the  spinal  fluid 
was  taken  and  it  revealed  1U0%  Wasserinann 
plus  positive  and  the  diagnosis  was  dear. 
This  case  shows  in  spite  of  almost  all  tests 
and  positive  signs,  we  still  have  to  look  for 
syphilis. 

It  is  surprising  how  frecpiently  lues  is  the 
cause  of  the  so-called  duodenal  ulcer. 

Diagnostic  acumen  will  not  imj  'ove  as 
long  as  we  say  it  may  be  canter,  a gall  blad- 
der, an  appendix,  a syphilis  or  a duodenal 
ulcer.  The  diagnosis  will  be  accurately  reach- 
ed after  you  stud}'  the  case,  and  in  tke  case 
just  'given  shows  how  an  Exhaustive  study  is 
necessary  before  you  reach  the  right  diaig- 
nosis.  Dor  without  the  kiPJoial  fluad  we 
should  not  have  completed  our  study  and  ob- 
tained a correct  diagnosis. 

THOrilVLAXlS  AND  TREATMENT  OE 
( ’ H HON  1 C NEPIIK  IT  I S* 

Ijatta  Graves,  M.  D. 
iScottsvdilc. 

If  we  accept  the  truism  tliat  clironic 
nephritis  is  a progressive  and  incurable  dis- 
t'ase,  we  must  admit  that  our  present  methods 
of  a treatment  of  this  disease  is  deficient. 

Our  present  therapy  is  largely  symtoma- 
fic  and  is  based  on  our  knowledge  of  renal 
function  rather  than  on  anything  deeper. 

Preventive  treatiment  is  almost  non-exist- 
ent and  will  remain  so  until  mbre  is  known 
of  the  etiology  of  chronic  nephritis  and  par- 
ticularly of  the  factor  that  influences  the 
progressive  development  of  renal  lesions. 

Almost  all  of  the  medical  research  in  the 
past  has  been  restricted  chiefly  to  laboratories 
and  in  a less  degree  to  hospital  wards  where 
disease  has  been  studied  after  it  has  reached 
an  advanced  stage,  or  after  it  has  killed  the 
jiatient.  In  my  opinion  the  future  progress 
in  the  jn-evention  of  this  disease  does  not  de- 
]iend  on  research  work  under  these  conditions 
.so  much  as  it  does  on  observations  made  in 
the  earliest  stages  of  rhe  disease  when  its 
course  mcy  be  amenable  to  treatment. 

IMallory  believes  that  chronic  nephritis  i-* 
due  originally  to  a toxic  lesion  which  may  be 
of  several  varieties,  but  most  commonly  bac- 
terial. This  lesion  may  teiuninate  in  recovery, 
if  the  patient  survives,  or  more  gradual 
sclerosis  in  the  capsular  space,  glomeruli 
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or  blood  vessels  as  the  result  of  the  process 
of  repair.  Sc  lerosis  oi  tlie  kidney,  as  it  ap- 
pears at  nerrospy  is  tlie  sum  total  of  sclero- 
sis affecting  pans  or  the  whole  of  many  units 
of  the  kidney  and  is  tine  to  repeated  acute 
or  chronic  insults. 

Davis  cultured  the  tonsils  from  ten  cases 
of  nephritis  and  in  nine  toiind  hemolitic 
streptococci,  the  predominating  organism. 
Other  research  workers  have  injected  rabbits 
with  streptococci  from  cases  of  acute  ton- 
silitis  and  found  renal  lesions  in  more  than 
fifty  per  cent  of  their  cases. 

'I'hey  believe  these  organisms,  besides 
causing  acute  nephritis  also  produce  char- 
acteristic chronic  nephritis. 

Klotz  injectetl  various  strains  of  streiito- 
cocci  viridans  into  rabbits  and  was  able  to 
produce  a form  of  interstitial  neiihritis,  which 
subsequently  developed  into  a well  marked 
renal  sclerosis. 

As  a result  of  these  experiments  attempts 
have  been  made  to  treat  nephritis  by  the  re- 
moval of  all  possible  foci  of  infection. 

Billings  and  Watkins  report  a number 
of  cases  greatly  improved  after  tonsillectomy. 
Foci  of  infection  should  be  carefully  and 
2>ainstakingly  searched  for  and  removed,  if 
practicable.  Apical  'abscesses  of  the  teeth,  dil- 
igent examination  of  excessory  sinuses,  pros- 
tate, 'gall  bladder,  appendix,  cervix  uteri,  or 
any  chronic  suppuration  in  the  body  may  be 
the  source  from  which  the  kidney  becomes 
infected. 

There  is  only  one  time  to  cure  chronic  ne- 
phritis, namely,  before  it  starts.  Therefore 
the  jiro'pholaxis  must  be  directed  at  the  re- 
moval of  all  sources  of  infection  and  the 
diligent  and  efficient  treatment  of  acute  ne- 
lihritis  after  it  has  developed. 

The  number  of  people  wdth  acute  nephritis 
who  are  condemned  to  die  of  chronic  nephritis 
is  unnecessarily  too  high,  due  to  failure  of 
the  physician  to  recogTiize  the  absolute  neces- 
sity of  adequate  treatment  of  the  earlier  and 
less  marked  manifestations  of  the  disease. 

Recent  investigations  have  destroyed  our 
faith  in  many  of  the  older  methods  of  treat- 
ment, without  adding  man}^  new  aids,  on  the 
whole  the  patient  is  much  more  comfortable 
under  the  new  regime  and  the  life  expectancy 
will  be  greater  when  the  patient  is  treated 
along  the  line  of  pathological  physiology  of 
the  underlying  disease. 

All  patients  suffering  from  acute  respira- 
tory disease,  acute  infectious  diseases,  severe 
burns,  inirpuras,  etc.,  must  be  observed  clo.sely 
and  examined  carefully  so  as  to  find  and 
fontrol  incipient  kidney  involvement. 

A woman  known  to  have  chronic  nejihritis 
should  be  instructed  in  eontracepftive  methods 
to  prevent  pregnancy.  Stiegletz  has  shown 
that  very  few  of  these  women  go  to  term  the 
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average  time  of  delivery  being  seven  nionllis. 
There  is  a sixty  per  cent  fetal  mortality  and 
eighty  per  eent  of  all  these  patients  were 
classified  in  poor  or  bad  condition  six  mouths 
after  delivery. 

There  are  miiany  classifications  of  nephritis. 
Every  one  has  his  own  classification,  each 
more  eomjilicated  than  the  last,  as  the  kidney 
IS  made  up  of  many  different  structures,  any 
anatoiinical  classification  is  apt  to  be  complex 
and  as  the  pathological  picture  contains  so 
many  different  aspects  which  are  alvvaj’s 
changing,  it  is  apft  to  be  more  confusing  than 
the  anatomical  classification,  besides  it  takes 
an  autopsy  to  determine  exactly  the  type  of 
lesion  present,  obviously  it  is  then  too  late 
to  treat  the  patient  satisfactorily.  Kather  let 
us  look  to  the  functions  of  the  kidney  for  a 
.satisfactory  classification,  which  will  enable 
us  to  treat  the  nephritis  efficiently. 

The  functions  of  the  kidney  are  by  its  secre- 
tion or  excretion  to  maintain  an  equal  con- 
centration of  water  and  inorganic  material 
in  the  body  and  to  dispose  of  waste  or  useless 
material. 

The  kidney  secretes  two  cla.sses  of  sub- 
stances. No.  1.  Those  which  can  be  of  use 
to  the  body  as  water,  glucose,  salt,  bile,  hemo- 
globin (2)  Purely  wa.ste  products  as  urea  and 
allied  nitrogenous  substances.  To  prevent  tlie 
excretion  of  the  first  group,  the  kidney  es- 
tablishes a thresh-hold  sufficiently  high  to 
prevent  the  secretion  of  any  but  excess 
amounts  of  these  substances.  Since  all  of  the 
second  group  are  waste  products,  no  bearer 
is  necessary. 

I like  Browns  of  Saint  Bartholomew  Hos- 
pital, Se'eretary  ('lassification  of  Chronic 
Nephritis  which  is  as  follows: 

(Ij  Hydremic  Nephritis.  Roughly  cor- 
^•espondinlg  to  chronic  parenchymatous  ne- 
phritis. In  this  type  the  threshold  for  the 
excretion  of  useful  substances  salt  and  water 
is  raised,  therefore  an  eixeessive  amount  of 
these  substances  are  retained  in  the  body. 

(2)  Azotemic  Nephritis.  Gross  failure 

of  the  concentration  plower  of  the  kidney. 
Since  the  great  work  of  the  kidney  is  con- 
centration in  relation  to  the  nitrogenous 
waste  products,  as  urea  is  the  most  abundant 
of  these,  we  find  a fall  of  urea  in  the  urine 
with  a consequent  retention  in  the  blood. 
Cardio  vascular  changes  are  marked  in  this 
type.  rt*’ 

(3)  Mixed  Type.  Since  the  azotemic 
changes  proceed  more  slowly  than  the  hy- 
draemic,  the  former  gradually  alters  the  pic- 
ture so  that  the  hydraemic  gradually  merges 
into  the  azotemic,  if  not  dying  from  some 
inter-current  infection.  We  find  the  edema 
gradually  subsides.  The  blood  pressure  goes 
up,  the  heart  hypertrophies,  both  sodium 
chloride  and  urea  are  retained.  If  there  is 
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l)otli  urea  retention  and  edema,  the  ca.se  is  a 
nuxed  one. 

Hydraemic  Nephritis.  The  chief  symptom 
of  this  condition  is  the  presence  of  an  exces- 
sive accumulation  of  tlnid  in  the  body 
Existein’s  explanation  of  tins  renal  edema  is 
(1)  there  is  a serous  drainage  of  the  blood 
].j(roteins  into  the  urine  as  much  as  ten  per 
cent  of  the.se  may  be  lost  daily.  In  this  way 
there  is  a fall  in  the  osmotic  pressure  of  the 
blood  with  a consequent  retention  of  water 
by  the  ti.ssues.  (2)  Lipoids,  especially  chole- 
sterol tend  to  accumulate  in  the  blood  and 
ti.ssiie.s,  this  tends  to  increase  the  tissue 
edema.  In  the.se  cases  the  cholesterol  will  be 
iimich  aliove  normal  when  edema  is  present 
and  when  the  edema  subsides  the  blood  chole- 
sterol wall  become  more  nearly  normal. 
Epstein  advises  a high  protein  diet,  with  very 
little  fats.  This  will  greatly  i-ednce  the  edema 
1)3'  replacing  some  of  the  lost  blood  protein 
and  b3'  providing  large  quantities  of  urea  acts 
as  a natural  diuretic.  This  high  protein  diet  is 
only  applicable  when  there  is  no  urea  reten- 
tion. Here  McLeans  urea  concentration  test 
of  the  urine  is  of  value  in  determining  a be- 
tginning  urea  retention.  Even  before  the 
blood  urea  shows  much  change. , It  shows 
whether  given  a definite  amount  of  urea  to 
deal  with  the  kidne\'  is  able  to  do  a definite 
amount  of  work.  If  the  blood  urea  is  nor- 
mal and  iMcLean’s  test  figures  are  too  low,  it 
l)fix)bably  means  that  urea  retention  is  just 
beginning  and  Ej)stein’s  diet  is  not  indicated. 
In  case  of  no  urea  retention  a diet  which  in- 
cludes large  amounts  of  such  sid)stances  as 
meats,  eliicken,  bacon,  eggs,  fish  aiid  cheese 
will  often  give  dramatic  results,  however,  if 
the  patients  ityspeptic  .S3'mj)toms  interfere,  he 
ma3'  not  be  able  to  tolerate  this  diet  and  it 
nui3'  be  necessary  to  start  with  moderate 
amounts  of  protein  and  gradually  increase 
it.  In  favorable  cases  the  edema  begins  to 
disappear  and  marked  improvement  usualbv 
sets  in.  In  six  weeks  to  two  months.  This 
improvment  is  generalh’  accompanied  with  a 
.slight  increase  in  blood  pressure  and  a slight 
rise  in  the  blood  urea.  When  the  edema  dis- 
appears the  protein  contents  of  the  diet  should 
be  reduced  to  sixty  or  eight}'  gms  per  d'a\' 
and  the  carboly'drates  and  fat  increased  in 
proportion.  Salt  free  diet  when  the  blood 
chlorides  show  an  increase. 

The  worse  treatment  for  hv'dremic  nephidtis 
is  a poor  .slopp>'  diet.  Sou])S  are  harmful 
because  of  the  large  amount  of  fluid  and  large 
amount  of  niinei'al  salts  in  them,  causing  an 
extra  amount  of  work  to  be  thrown  on  the 
kidneys,  which  is  all  out  of  proportion  to  their 
food  value.  A badlv  nourished  patient  gen- 
erallv  goes  down  rapidl}'.  Anemia  and  edema 
become  extreme  and  death  soon  closes  the 
scene. 
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Tliere  are  three  kimls  ol'  (liuretio.s  used  in 
renal  eileiiKi,  wliieli  aet  (1.)  hy  vaso  ddation 
of  the  kiilney  vessels;  eat’leiu  aets  this  way 
and  may  aet  as  a direet  stimulant  to  the 
renal  epithelium.  (2)  inereased  cardiae 
efficiency.  Digitalis  is  an  example.  (3)  By 
inci’eas'ing  the  quantity  of  circulating  ilukl. 

(a)  increasing  absorption  of  water  trom  the 
intestines  by  giving  large  quantities  orally. 

(b)  Increasing  o.smotic  pressure  in  the  blood. 
Saline  diuretics  and  urea  act  this  way  by 
attracting  water  from  the  tissues  to  the  blood. 

Which  group  of  diuretic  is  indicated  in 
hydremic  neiibritis  1 The  vaso  dilators  and 
stimulating  diuretic.s  are  harmful  liecause 
they  br(‘ak  the  physiological  law  of  rest  to  all 
damaged  structures.  Diuretics  that  increase 
the  cardiac  efficincy  are  only  of  value  in 
eilema  associated  with  a broken  compensa- 
tion of  the  heart. 

Increasing  the  circulating  fluids  in  the 
blood  especially  if  the  fluid  is  withdrawn 
from  the  tissues  can  do  no  harm  and  may 
do  good.  Urea  is  an  example  of  this  type. 
Its  use  is  indicated  in  hydramic  nephritis, 
but  not  in  the  azotemic  or  mixed  type.  We 
give  it  in  15  gm  doses,  tlissolved  in  two  ounces 
of  water  twice  a ilay  for  about  a week  after 
you  rest  of  a day  or  so,  the  dose  is  repeated 
for  another  week.  It  is  non-trUie  and  its 
use  is  attended  with  no  bad  symptoms.  In 
favorable  cases  there  is  a gradual  disappear- 
ance of  the  dropsy. 

It  is  important  to  carry  out  various  kidney 
function  tests  from  time  to  time  for  no  rea- 
sonable therapy  can  be  carried  out  without 
a definite  knowledge  of  the  variations  in 
functional  capacity  of  the  kidney. 

Bennett  has  advanced  the  idea  that  the 
study  of  etiology  of  renal  edema  will  leave 
us  with  the  impression  that  pjathological 
chaniges  in  the  tissues  occur  other  than  those 
in  the  kidney.  This  is  the  idea  of  the.  use 
of  novasurol  and  euphyllin,  since  they  act  di- 
rectly on  the  tissues,  enabling  them  to  give 
np  their  water.  1 have  had  no  experience 
with  eunhyllin.  but  in  some  cases  nov.^iSurbl 
has  produced  good  re.sults.  In  giving  nova- 
surol it  is  necessary  to  first  raise  the  hydro- 
gen ion  concentration  of  the  blood,  this  is  ac- 
complished by  lUving  one  or  two  drams  of 
ammonium  chloride  on  each  of  two  days. 
Tpion  th(>  third  day  one-half  to  one  c.  c.  of 
novasural  is  injected  intramuscularly.  This 
is  repeated  in  two  or  three  days.  Recently 
O.  Donnell  and  Levin  have  published  an  ar- 
ticle in  the  -lournal  of  the  Aimerican  IMedical 
Association  in  which  they  advocate  the  use  of 
caleium  gluconate  in  this  condition  of  renal 
dropsy.  Their  rejmrts  .seem  (juite  encourag- 
ing. 

I usually  advise  these  patients  to  drink 
just  enough  water  to  make  them  comfortable. 


1 vei’y  seldom  use  the  skin  as  an  alternative 
method  of  excretion,  d'here  aia*  four  objec- 
tions to  its  use  which  greatly  override'  any 
advantages  that  it  posseses.  (Ij  Only  three 
grams  oi  nitrogen  can  be  eliminated  tlirough 
tbe  skin  while  eight  grams  can  be  eliminated 
through  the  bowels  (2)  Diaiphoresis  is  an  ex- 
hausting process  and  in  cases  of  cardiac 
deficiency  lias  lu'en  followed  by  eolla]).se  ami 
death.  McLean  reports  three  cases  of  such 
accidents.  (3)  When  sweating  is  profuse  the 
urine  becoanes  very  coiu'entrated  and  this 
throws  an  additional  strain  on  the  kidneys. 
(-1)  Withdrawal  of  so  much  fluid  without  a 
corresjiondingly  ri'inoval  of  organic  solins 
tends  to  concentrate  the  toxins  prest'iit  in 
the  kidneys  and  tissues. 

The  argument  may  be  advanced  that  after 
a hot  air  bath  the  patient  is  often  covere:! 
with  small  crystals,  these  are  chiefly  sodium 
chloride  and  not  urea. 

When  there  is  a large  increase  in  blood 
chloride  hot  air  baths  may  be  beneficial.  If 
the  tlilorides  are  the  chief  cause  of  edeiina, 
elimination  of  the  salt  breaks  the  vicious  cir- 
cle and  oftentimes  in  these  cases  a diuresis 
follows  the  diaphoresis. 

Sometimes  the  a.-cumulation  of  fluid  in  the 
abtlomen  and  chest  heeomes  so  great  that  me- 
chanical removal  is  necessary. 

The  bowels  should  be  kept  loose  with  some 
saline  purgative. 

In  very  obstinate  eases  decapsulation  of 
of  the  kidney  may  be  tried  if  the  following 
conditions  are  fulfilled.  (Ij  Persistence  oi 
(‘denia  for  three  months  in  sjiite  of  i areful 
medical  treatment.  (2)  Absence  of  urea  re- 
tention. (3))  Absence  of  eardio  vascular 
changes  but  too  much  must  not  be  expected 
of  the  operation. 

Azotemic  Nephritis  or  Chronic  Interstitial 
Nephritis.  In  this  variety  the  kidney  grad- 
ually loses  its  ability  to  excrete  nitroigei-ious 
waste  and  there  is  a tendency  for  nitrogen 
retention  in  the  body.  There  is  no  drug  treat- 
ment of  any  use  in  this  type.  With  reason- 
able care  more  or  less  good  health  may  be 
maintained  for  a number  of  years.  The 
treatment  is  largely  one  of  general  regime. 

Careful  dieting  is  most  important,  but 
eveiy  patient  has  different  requirements. 
The  jirincijile  of  the  treatment  must  be  to 
reduce  the  work  of  the  kidney  to  tlie  lowest 
])ossible  level  consistent  with  miaintenance  of 
good  nutrition.  It  is  important  to  run  blood 
non-])rotein  nitrogen,  blond  urea  and  l\lc- 
Lean’s  urea  concentration  test.  These  are 
the  only  methods  hy  which  intelliiri'iit  diet- 
ing can  be  carried  out.  If  they  show  the  ex- 
(-retory  power  of  the  kidiievs  is  good  the  diet 
may  be  richer  in  protein.  If  it  is  poor,  a low 
protein  diet  should  be  given  unless  it  is 
possible  to  give  at  least  40  gm  protein  per 


Jnnp, 


KExrrrKY  medical  jouenal 


353 


(lay,  the  patient's  g-eneral  lie'alth  will  suffer. 
In  advanced  conditions  it  may  be  necessary 
to  give  less  protein  but  usually  1 give  Von 
Noordens  diet  for  a week,  then  give  a diet 
containing  about  20  or  30  gin.  of  protein  and 
enoug’h  carbohydrates  and  fats  to  give  suf- 
fieient  calories.  Gradually  increasing  the  pro- 
tein content  as  the  patient  can  take  care  of 
same. 

The  prevailing  habit  of  cutting  down  the 
protein  ration  of  patients  suffering  from 
mild  chronic  changes  does  not  benefit  the 
patient  but  rather  makes  him  weak,  anemic, 
and  an  ea.sy  victim  of  any  intereurreut  in- 
fection. 'the  idea  that  red  meats  are  more 
harmful  than  white  meats  has  been  exploded 
long  ago.  In  fact,  any  patient  with  a marked 
renal  deficiency  must  be  careful  not  to  was 
what  little  ability  he  has  to  handle  protein. 
He,  above  all,  must  eat  only  such  iirotein  a.‘ 
are  most  effectivp  in  replacing  his  body 
protein,  therefoia*  meats,  eggs,  fish,  fowl  and 
milk  jiroducts  are  the  ideal  protein  for  him 
becanse  tlu'y  meet  his  recpiirements  to  the 
greatest  degree.  1 do  not  recommend  these 
in  unlimited  amounts  but  only  in  a (piantity 
sufficient  to  replace  tissue  waste  in  the  body. 
Withholding-  salt  is  not  indicated  as  a rule 
in  azotemie  nep'hritis. 

There  should  be  no  attemjit  to  check  the 
polyuria  found  in  this  condition.  Polyuria 
is  a compensatory  iinechanism  which  the 
kidney  has  adajited  to  make  up  its  in- 
ability to  vary  the  output  to  the  intake*.  It 
is  not  an  evidence  of  good  ability  to  excrete 
water  but  rather  it  is  just  the  opposite.  A 
certain  ainount  of  water  must  l>e  put  out 
daily  to  remove  the  waste  jeroduet.  The 
water  excreting  mechanism  is  reduced  in  ef- 
ficiency and  must  woyk  day  and  night  to 
put  out  sufficient  urine.  When  the  kidney 
loses  its  power  to  vary  tin*  output  to  the  in- 
take the  terminal  stage  is  reached.  It  may 
be  po.ssible  for  awhile  to  carry  on  by  means 
of  the  polyuria  and  increased  blood  pressure 
but  it  is  in  a precarious  condition.  Water 
should  be  allowed  freely  and  alcohol  for- 
bidden. No  attem))t  should  b(*  made  to  lower 
the  blood  pressure. 

Uremia.  There  arc*  various  cla.ssifications 
by  the  many  different  writers,  but  as  a basis 
of  my  discussion  I am  making-  my  cla.ssifica- 
tion  in  two  groups. 

(1)  Penal  Uremia.  (2)  Urinary  poi.sons. 
In  the  former  we  have  increa.sed  blood'  pres- 
sure, eclamptic  attacks,  mental  di.sturbances. 
paralysis,  disturbances  sensation  and  amau- 
rosis. 

In  the  latt(*r,  stupor,  coma,  some  mental 
distnrbanee,  ])(*i’iod ieity  of  pnls(>  ;md  eendi- 
tions  in  g(*n(*ral  nf  chi-onic  nrenua. 

W(*  may  ha\'e  erlamjclie  ni'cmia  oeenr- 
ring  independent  of  impaired  kidney  func- 


tion when  it  is  associated  with  glomerulo- 
nephritis !cr  in  the  .second  stage  glomerulo- 
nej^hritis  or  with  benign  hypertention. 

Treatment ; In  tlie  phlethoric  individuals 
of  this  type  500  c.c.  of  blood  or  more  should 
be  removed,  followed  by  lundjer  puncture 
igoverning  the  a.mouut  of  cerebrospinal  fluid 
by  the  pressure.  Twenty  to  forty  c.  c.  may 
be  removed. 

Chloral  Hydrate  is  sometimes  given  by 
rectuiih.  The  P.  S.  P.  test  should  be  done 
and  unless  the  output  is  below  -10%  in  two 
hours  it  is  not  likely  that  the  urea  will  be 
increased.  Mercurials  are  given  in  most  in- 
stances, absolute  (puetness  and  a darkened 
room  is  the  best  for  the  patient. 

True  uremia  is  the  form  associated  with  the 
{*ikL  state  of  nephritis,  i)rodueed  by  the  reten- 
tion of  waste  pi-odnets  of  niti-ogenous  me- 
tabolism represented  chiefly  by  non-prnt(  in 
nitrogen,  urea  and  creatinin  in  the  blood. 

(Lower  tin*  j)rotein  intake,  spare  the  body 
protein  by  high  earbohydrat(*  diet,  increa.s(* 
the  fluid  intake  and  give  glueo.se  ld%  solu- 
tion by  ])iUctoelysis. 

Venesection  should  be  done  only  after  a. 
careful  consideration  of  the  condition  j)resent. 
Anemia  and  weakness  are  u.sually  pr(*sent  and 
in  this  ease  venesection  would  do  more  harm 
than  good.  Increase  elimination  through  the 
bowels  and  .skin. 


Behavior  of  Monocytes  in  Tuberculosis  in 
Children. — Reilly  studied  thirty-two  tuberculous 
and  five  non-tu'berculous  girls  by  Sabin’s  supra- 
vital bloodstaining  technic  for  monocytes  from 
May  until  October  with  repeated  examinations. 
The  patients  had  mainly  hilar  node  lesions. 
Percentages  and  actual  numbers  of  lymphocytes 
and  monocytes  were  computed.  A comparison 
was  afforded  toy  simultaneous  Wright’s  staining, 
which  is  inferior  in  picking  out  monocytes.  In 
clinically  active  tuberculosis  the  results  of  supra- 
vital staining,  as  judged  by  the  ratio  of  mono- 
cytes and  actual  numbers  of  moncytes,  corro- 
borated this  clinica  impression  of  activity  in 
62.5  per  cent  of  the  patients.  The  ratio  of 
monocytes  to  lymphocytes  corroborated  the  im- 
pression of  clinical  inactivity  in  92.3  per  cent  of 
the  patients,  while  the  actual  number  of  cells 
corroborated  this  impression  in  only  76.9  per 
cent.  The  method  is  somewhat  tedious  and  time 
consuming,  and  not  practical  except  for  a large 
number  of  patients.  Results  confirm  the  ob- 
servation that  in  active  tuberculosis  the  mono- 
cytes iiu-i(*ase  in  number  and  the  lymphocytes 
decrease,  while  the  reverse  holds  true  when  in- 
activity set  in. 
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SHALL  WE  CONTINUE  TO  PERPET- 
UATE FEEBLEMINDEDNESS?* 

II.  C.  Clark,  M.  D. 

Fialmoutli. 

When  we  undertook  to  write  a paper  icn 
the  feebleminded  of  all  types,  we  believed  we 
could  write  to  the  Feebleminded  Homes  in 
each  state  and  find  out  how  many  feeble- 
minded of  all  grades  there  were  in  these 
homes,  and  in  the  counties  of  each  state ; also 
the  number  of  these  mentally  deficient  typics 
that  had  been  sterilized.  We  very  soon  learn- 
ed that  there  were  at  least  seven  to  ten  times 
as  many  of  these  unfortunate  beings  outside 
of  in.stitutions  in  each  state  as  there  were  in 
the  institutions. 

We  have  been  surprised  to  learn  from  each 
commissioner  of  the  feebleminded  that  very 
few  had  been  sterilized  on  account  of  this 
mental  deficiency  in  each  state  where  a law 
exists  permitting  such  an  operation.  Attempts 
to  sterilize  these  feebleminded  individuals 
were  met  by  objections  from  relatives,  and, 
in  sotme  instances,  the  physicians  were  en- 
joined by  a process  in  court. 

Some  of  these  injunctions  have  been  sus- 
tained and  the  law  declared  uncon.stitutional. 
However,  we  believe  this  was  where  the  sub- 
jects were  criminals.  In  Indiana,  they  de- 
manded a trial  bj^  juiy,  which  was  refused 
them,  and  appro)ximjately  600  were  sterilized. 
An  injunction  was  then  filed  and  sustained; 
it  was  carried  to  the  Court  of  Appeals  and 
confirmed  on  two  grounds : — First,  the  pun- 
ishment was  cruel,  second,  that  it  denied  the 
• individual  the  right  of  trial  by  jury.  And 
so  in  that  state,  there  is  nothing  being  done. 

There  was  a bill  up  in  the  Legislature  at 
its  last  session  perfecting  the  law,  which  as 
yet  has  not  been  put  on  the  statute  book.  The 
truth  is  that  there  is  doubt  in  the  minds  of 
many  folks  about  whether  or  not  every  crim- 
inal who  is  mentally  abnormal  should  be 
sterilized.  The  law  does  net  include  the 
feebleminded  and  we  believe  if  it  had  been 
applied  to  these  individuals,  it  would  be  in 
operation  today. 

The  Indiana  Marriage  Law  prohibits  cou- 
sins and  idiots  from  getting  married.  (We 
mention  Indiana  because  of  that  state’s  proxi- 
mity to  ns)  and  the  mistake  they  made  was 
by  not  sterilizing  600  feebleminded  instead 
of  criminals  only.  The  re.st  of  the  states  have 
replied  to  my  letters,  aiwl  the  results  show 
that,  with  few  exceptions,  they  have  neglected 
to  have  their  feebleminded  treated. 

The  State  of  Washingt-m  has  treated  twen- 
ty idiots.  No  change  iii  mentality. 

New  Haiiipsliire  lias  had  tiiirteeii  trealed 
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and  there  has  been  no  change  mentally  oi 
morally. 

JMaine  has  treated  two  since  the  law  went 
into  effect  January  1,  1926.  It  is  too  soon, 
of  course,  to  hear  a report  on  change  as  to 
mentality. 

Wisconsin  has  a law  forbidding  cousins 
and  idiots  to  marry.  They  also  have  a law 
that  permits  the  sterilization  of  criminals  and 
idiots.  One  hundred  and  sixty  have  been 
treated,  40  of  whom  vvere  idiots  and  morons. 
This  has  been  within  the  last  three  years  and 
no  change  mentally  or  morally  has  been 
noted. 

Minnesota  has  marriage  laws  that  forbid 
cousins  or  feebleminded  from  marrying.  They 
also  have  a sterilization  law.  In  this  state, 
seven  idiots  and  morons  have  been  treated. 
Their  law  became  effective  in  1925.  The  policy 
of  the  B'oard  of  Control  is  to  sterilize  only 
those  who  are  able  to  support  or  partly  sup- 
port themselves  at  their  homes,  and  allow 
them  their  freedom  after  sterilization. 

We  have  not  contended  for  sterilization  of 
low  grade  idiots  or  imbeciles  in  the  public 
state  home  for  these  folks,  but  advise  it  for 
those  only  whose  hehavior  history  would  in- 
dicate that  thej'  could  then  be  relea.sed  into 
the  community  without  becoming  delin- 
(pients. 

California  has  a Marriage  Law  forbidding 
idiots,  imbeciles  or  cousins  to  marry,  and  a 
law  j.  •■rmitting  the  sterilization  of  these 
feebleminded  groups.  Wisconsin  reaches  not 
the  low  grade  idiots  or  morons  within  the  state 
home,  but  those  who  are  permitted  to  have 
freedom  in  their  own  homes  and  partly  or 
entirely  make  their  own  living  and  associate 
with  other  folks  after  the  treatment.  There 
is  no  danger  then  of  their  begetting  off- 
spring. Oalifomia  ha.s  sterilized  982,  but 
only  2 of  this  number  were  of  the  criminal 
type  and  were  benefitted  mentally. 

The  feebleminded  individuals  who  are  not 
in  .state  institutions,  but  are  living  in  their 
own  homes,  .scattered  all  over  this  land  of 
ours  receiving  support  from  the  state, — these 
individuals-  should  be  sterilized  before  they 
become  either  entirely  or  in  part  a charge 
upon  the  state. 

The  responsibility  for  the  creation  of  such 
a breed  of  feebleminded  folks  goes  back  to 
oiir  marriage  laws.  In  our  own  state  of  Ken- 
tucky, the  laws  should  be  so  amended  that 
parties  applying  for  a marriage  license 
.should  be  coitnpelled  to  publish  tlieir  inten- 
tions thirty  days  before  receiving  their  mar- 
riage license.  In  addition,  the  County  Clerk 
should  be  reijnired  to  give  bond  for  the  faith- 
ful performance  of  his  duty  in  the  matter 
In  my  own  county  within  the  last  two  weeks, 
the  mother  of  an  eleven-year-old  giid  secured 
a marriage  license  for  this  child  who  was  not 


June,  1932] 


KENTUCKY  MEDICAL  JOTJKNAL 


355 


present  herself.  We  knev/  two  brothers  in 
this  county  who  married  their  own  first 
cousins  in  1382.  Seventeen  children  were 
born  to  these  unions.  There  are  but  five  of 
this  niunher  who  are  physically  and  mentally 
normal.  All  the  others  are  mentally  and  phy- 
sically deficient  and  four  adults  ha,ve  the 
minds  of  two  or  three  year  old  children,  i 
could  go  further  in  tracing-  this  family  to 
where  there  has  been  three  or  four  marriages 
between  the  children  of  these  brothers,  and 
these  in  turn  beigot  other  defectives.  This  is 
too  horrible  to  think  of,  yet  it  must  not  be 
•put  aside  any  longer,  but  should  be  shown  on 
the  screen.  It  is  no  worse  than  many  of  the 
demoralizing  pictures  displayed  every  night 
in  some  of  the  picture  shows. 

We  know  a moron  married  ti!>  a womaii  of 
the  same  type,  and  they  have  five  idiotic 
children  brought  in  by  sanction  of  our 
State  law,  or  rather  by  the  indifferent  use 
of  authority  invested  in  our  county  clerks. 
It  is  a shame  and  public  disgrace  thai, 
through  careless  exercise  of  duty  to  humanity, 
such  marriages  take  place. 

This  problem  is  being  brought  to  the  front 
in  every  state  in  the  ITnion,  we  have  founo 
from’  our  correspondence  with  health  boards 
There  are  .some  feebleminded  children  ih 
families  of  good  stock  from  unknown  cau.se. 
But,  we  have  been  intimately  ac(iuainted  with 
affairs  in  our  county  and  among  our  pa- 
tients, and  we  know  that  you  get  what  you 
breed  from.  We  hope  to  see  the  time  when 
'a  certificate  of  health  is  re(piired  for  the 
•man  and  woman  before  a marriage  license 
can  he  Issued,  and  this  certificate  should  be 
made  by  a physician  other  than  the  family 
doctor.  Ten  days  should  he  allowed  for  the 
doctor  to  make  a report  of  his  findings  to 
the  Court,  which  report  should  be  attached 
to  the  license  before  it  conld  he  issued  to  the 
contracting  parties.  " 

There  are  too  many  feebleminded  being 
born.  In  Kentucky,  we  have  460  in  the  state 
.school,  and  more  than  two  thousand  wait- 
ing to  be  admitted  as  soon  as  there  is  room 
for  them.  Making  an  estimate  from  tliose 
we  have  found  in  our  county  (46)  (with  none 
in  the  state  house),  w-e  must  have  5,000  in 
the  State  outside  of  the  Feebleminded  Insti- 
tute, who  are  drawing  in  many  ways  from 
the  county  and  the  state.  Mo;t  of  this  number 
.should  be  sterilized  before  becoming  a more 
.serious  public  charge.  If  this  were  done,  in 
a few  years,  the  feebleminded  folks  would  he 
scarce. 

There  are  plans  in  another  state  to  build 
three  more  homes  for  mentally  deficients  of 
all  types.  They  have  the  ])ians,  s])ecifica- 
tions  and  money-- oidy  waiting  for  the  loca- 
tions to  be  settled.  Do  yon  not  think  it 
would  be  of  far  more  lasting  good  to  i)erfect 


their  marriage  laws  and  sterilize  most  all 
of  the  morons  and  other  feebleminded  and 
stop  the  breed.  Th^y  could  use  their  money 
in  a better  w-ay,  nameh  to  pa-event  the  pro- 
duction of  this  imiserable  class  of  humanity 
•by  forbidding  the  issuance  of  a marriage 
license  to  all  of  unsound  mind  and  body, 
and  those  of  close  blood  kin.  This  Avou,ld 
reduce  taxation  and  wmuld  soon  have  one  of 
the  greatest  blots  on  humanity  removed. 

This  crime  of  indifference  brings  sorrow 
and  suffering  to  parents,  and  to  the  mother 
especially  who  has  been  weighted  down  and 
hampered  by  having  to  care  for  helpless 
feebleminded  children  because  she  was  first 
cousin  to  her  husband  or  bv.cau.se  he  w-as 
mentally  deficient. 

The  physician  who  loves  and  honors  his 
I)i-ofession  has  always  had  to  bear  the  brunt 
of  the  fight,  1 know,  but  he  must  shoulder 
this  responsibilitj"  of  seeing  to  it  that  when 
another  legislature  meets,  a bill  will  be  intro- 
duced and  jiassed  that  w-ill  remove  this  curse 
from  our  beloved  state.  A united  profession 
has  given  us  the  best  code  of  health  laws  on 
earth.  We  must  so  im])i-ess  the  importance 
of  the  feebleminded  problem  upon  the  minds 
of  our  people  that  they  can  see  tlie  enormity 
of  the  crime  we  have  been  guilty  of  by  allow- 
ing it  to  fa.sten  itself  uj)on  us  so  that  tC'day  it 
is  more  dangerous  to  us  than  almost  any 
problem  we  have  to  solve.  We  i)o.ssess  tiie 
key  that  will  solve  the  problem  in  prevention. 
We  are  interested  in  the  care  of  those  we 
have,  but  want  to  curtail  their  propagation 
by  sterilization. 


Angioma  Venosum  Racemosum  of  Pia  of 
Spinal  Cord — Lassen’s  patient,  aged  71,  had  had 
for  five  years  mild  but  increasing  symptoms  of 
a nervous  disorder,  diagnosed  as  tabes  dorsalis. 
Symptoms  of  compression  of  the  spinal  cord  then 
appeared,  with  signs  of  ascending  paralysis,  and 
death  soon  occurred.  Necropsy  showed  an  ex- 
treme dilatation  and  inter-twining  of  the  sub- 
arachnoid vessels,  mainly  on  the  posterior  side 
of  the  ^inal  cord,  from  intumescenti'a  lumbalis 
'into  the  thoracic  region  and,  less  intensively,  to 
the  lowest  cervical  vertebra.  Histologically  the 
changes  seemed  to  consist  of  a hypertrophic 
thickening  of  the  walls  of  the  vessels  resem- 
bling the  primary  stages  in  the  formation  oi 
varices  elsewhere.  Corresponding  to  the  ex- 
tent of  the  extramedullary  changes  there  were 
in  the  spinal  cord  extraordinarily  marked  de- 
generative processes  in  the  nerve  tracts  in  the 
white  matter  together  with  pathologic  increase 
of  the  blood  vessels  in  both  the  gray  and  the 
white  matter.  While  tabes  dorsalis  could  not  be 
excluded,  the  main  diagnosis  was  angioma  veno- 
suni  racejiiosum  of  the  pia  of  the  spinal  cord. 
No  syphilitic  stigmas  were  found  in  the  organs. 
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MANAGEMENT  OF  CARCINOMA  OF 
THE  BREAST* 

Chakles  D.  Enfield,  M.  D. 

Louisville. 

There  has  l)een  Very  little  change  in  the 
surgical  approach  to  cancer  of  the  breast  in 
the  past  thirty  five  years.  The  radical  opera- 
tion devised  by  llalsted  and  Willy  Meyer  is 
employed  almost  unchanged  by  nearly  all 
surgeons.  Attempts  to  devise  a imore  radical 
procedure,  as  that  of  the  Swedish  surgeon 
who  am2)utates  the  arm,  the  clavicle  and  the 
scapida,  as  well  as  the  ij<eetoral  muscles,  have 
not  shown  sufficiently  improved  results  to 
gain  acceptance  either  by  surgeons  or  pa- 
tients. The  ])resent  radical  surgical  proce- 
dure suffices  to  cure  every  case  in  which 
tlu'  dis(>ase  is  in  fact,  and  not  imMady  appai-- 
enlly,  coul'iiied  to  the  bi’east.  The  percen- 
tage of  cases  coming  to  operation  at  this  stage 
is  very  small,  estimated  at  from  eight  to 
twt'lve  per  cent,  and  will  remain  small  no 
matter  liow  iiuudi  cancer  education  may  im- 
prove the  statistics  in  regard  to  cancer  else 
where  in  the.  body;  since  breast  cancer  me- 
tastasizes very  early  though  the  metastases 
may  not  become  evident  clinically  for  many 
months  after  the  implantation  has  occurred. 
In  this  connection  it  sliould  be  emphasized 
that  repeated  or  unduly  vigorous  examina- 
tions 'O'f  suspicious  breast  le.  ions  sliould  be 
carefully  avoided ; likewise  anything  in  the 
nature  of  a massage  or  uniu'cessary  manipula- 
tion, as  these  jirocedures  undoubtedly  tend 
to  detach  cancer  cells  which  may  give  rise  to 
distant  implants.  Over  forty  jier  cent  of 
axillae  which  contain  no  paljiable  glands  do 
show  microscopic,  cancer  implants  when  the 
material  removed,  at  operation  is  examined 
carefully  (Lee).  Better  and  more  Avide- 
sjircad  cancer  education  will  no-  doubt  result 
in  a greater  number  of  jiatients  presenting 
themselves  in  the  operable  stage,  but  it  will 
not  remove  or  lessen  the  necessity  of  other 
measures  to  serve  as  adjuvants  to  surgical 
axtirpation  even  in  the  apparently  early  case. 

A quotation  from  the.  dejiartment  of 
Queries  and  Minor  Notes  in  the  Journal  of 
the  American  Medical  Asso'eiation,  February 
27th,  1932,  may  be  taken  as  representing  the 
concensus  of  opinion  as  to  the  preferable 
method  of  handling  operable  breast  cancer 
today.  “Preoperative  irradiation,  originally 
advised  on  the  basis  that  a ])reliminary  IjAnii- 
]>hatie  block  is  produced,  is  no  longer  advised. 
PostO])crative  irradiation  beginning  about 
ten  days  aft(U‘  operation,  is  necessaiw  and  is 
undoubtedly  responsibh'  for  the  relatively 
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high  percentage  of  present  day  cures.’’ 

Preoperative  irradiation  has  fallen  into 
disrepute  imrhaps  more  for  reasons  of  policy 
than  because  it  is  entirely  lacking  in  value. 
For  instance  one  report  froaii  Memorial  ilos- 
13(ital  on  a series  of  breast  cases  operated  some 
years  ago  which  had  i-eceived  X-ray  treat- 
ment only  before  surgieal  interference  showed 
five  per  cent  more  five  year  survivals  than 
similar  series  treated  by  surgery  alone.  The 
objections  are  that  such  treatment  interposes 
a delay  lof  ten  days  to  six  Aveeks  and  that, 
if  decrease  occurs  in  the  size  of  the  groAvth 
during  treatment,  the  patient  miay  elect  to 
forego  surgery,  a decision  certain  to  be  re- 
gretted both  by  the  patient  and  the  surgeon. 
Pfahler,  avIio  has  advocated  preoperative 
X-radiation  more  strongly  than  any  one  in 
this  eountiy,  reports  in  a large  series  of 
cases  improvement  in  five  year  survivals  of 
fifty  per  cent  where  intmisive  radiation  was 
used  both  before  and  after  operation.  In 
rajudly  growing  medullary  carcinoma  it  has 
seemed  to  us  on  several  occasions  that  an  in- 
tensive course  of  radiation  before,  as  well 
as  after  operation,  has  resulted  in  a survival 
considerably  be.>^ond  the.  e.xpectations  of 
either  the  surgeon  or  thC'  radiologist.  Like- 
wise, the  late  case  with  open  ulceration,  Avhich 
has  lU'ogres.sed  far  be3UAnd  the  stage  of  being 
operable  in  the  sense  that  thei'o  is  an^'  ho|)iC 
of  cure,  can  frequently  be  iiiiiiproved  suffi- 
cieutlj'  to  permit  a ma.stectomy  and  thus  r(>- 
lieve  the  patient  and  her  fa>mily  of  the  dis- 
tre.ss  incident  to  a foul  discharging  ulcer.  In 
both  these  types  heavy  dosage  can  be  admin- 
istered since  the  skin  areas  to  be  sa-^rificed 
can  be  as  a ])ortal  of  enti’A'  for  very  large 
amounts  of  X-ray.  , 

It  is  calculated  that  from  ten  to  fifteen 
erythema  doses  of  radiation  are  necessary  to 
destroy  the  usual  t.v])0  of  scirrhus  cancer  of 
the  breast  and  this  fact  has  been  made  an 
largument  for  the  futility  of  all  postopera- 
tive or  i)reoperative  radiation  from  external 
sources,  since  at  miost  some  five  or  six  erj’’- 
thema  doses  can  be  delivered  to  a breast 
tumor  Avithout  i)ernianent  skin  daimage.  The 
argument  is  fallacious  for  two  reasons.  A 
cancer  cell  can  be  rendered  innocuous  as  far 
as  producing  metastasis  or  recurrence  is  con- 
cerned by  a considerably  less  dose  than  is  re- 
quired to  kill  it.  A deposit  of  living  cells 
ma.v  be  so  starved  and  pinched  through  inter- 
ference Avith  blood  suppl.v  and  fibrosis  that 
it  is  rendered  harmless.  The  Avork  of  EAving 
indicates  that  the  beneficial  effects  of  radia- 
tion in  cancer  therapy  are  more  often  attribu- 
table to  tlu'se  indirect  effects  than  to  direct 
destructive*action. 

It  is  with  1h(‘  hope  of  I'cmhu-ing  hannlcss 
an.v  microscopic  deposits  of  carcinoma  cells 
in  the  operative  field  aiud  adjacent  lymphatic 
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drainage  areas  that  prux)hylaetie  postopera- 
tive X-radiatioii  is  employed,  it  sliould  be 
begun  as  soon  as  possible  alter  operation  and 
should  be  rather  intensive,  just  short  of  a 
dose  which  will  cause  pleural  irritation  or 
pulmonary  fibrosis.  This  undesirable  com- 
plication seen  quite  frequently  some  years  ago 
during  the  first  enthusiasm  over  high  voltage 
therapy,  is  now  chiefly  lof  historical  interest 
and  can  always  be  avoided  by  slight  modifi- 
cation in  dosage.  It  is  my  practice  to  give  at 
six  week  internals  two  series  totaling  one 
hundred  and  sixty  per  cent  of  an  erythema 
dose  over  the  entire  area  from  mastoid  to 
costal  miargin  and  from  the  opposite  sternal 
margin  to  the  opposite  side  of  the  spine,  it 
has  been  our  good  fortune  to  see  no  local 
recurrences  in  the  scar  or  adjoining  skin 
areas  in  eases  so  treated  during  the  past  ten 
years.  liecurrences,  when  there  have  been 
ail}’,  in  these  eases  have  •been  skeletal,  pul- 
inonary,  abdominal  or  cerebral,  but  not  local. 

On  theoretical  grounds  it  would  apiiear  to 
be  excellent  practice,  and  the  experience  of 
those  surgeons  who  have  employed  the 
method  prove  that  it  is,  to  bury  fully  screen- 
ed radium  or  gold  emanation  tubes  in  the 
'axilla,  alonig”  the  sternal  margin  of  the  ribs 
in  the  intercostal  spaces,  and  perhai)s  below 
the  clavicle  at  the  time  of  operation.  Tbese 
applicators  should:  be  carefully  placed;  th(> 
dosage  should  be  calculated  by  one  thorough- 
ly familiar  with  the  physics  and  therapeutics 
of  radium;  and  for  the  best  results  the  ap- 
plication should  be  made  routinely  in  all 
cases  operated  for  carcinoma  of  the  bi'cast 
even  if  there  are  no  visible  or  palpable  de- 
posits in  the  axilla.  If  radium  element  is 
used,  a number  of  small  applicators  will  be 
required  containing  amounts  of  radium  on 
the  order  of  1.5  mg.  to  5 mg.  This  type  of 
radium  api^lication  should  not  be  considered 
to  obviate  the  need  for  postoperative  x-ray. 
It  is  suggested  that  for  the  operable  scirrlms 
breast  carcinoma  today  the  ideal  routine  ap- 
proach consists  of : 

(a)  Kadical  surgery 

(b)  Kadium  or  emanation  placed  as  indi- 
cated in  the  wound  at  the  time  of  operation 
even  if  the  disease  appears  to  be  confined  to 
the  breast 

(c)  Rather  intensive  postoperative  x-ray'. 

It  is  generally  considered  that  cases  pre- 
senting at  the  first  examination  involved 
supraclavicular  nodes,  fixation  of  the  tumor 
to  the  chest  wall,  chest  or  bone  involvement 
(as  determined  by  x-ray  diagnostic  examina- 
tion) are  ino])erable  from  the  standpoint 
of  the  radical  operation  ])erformed  with  hope 
of  cure,  h’or  this  reason  every'  patient  with 
cancer  of  the  breast  should  have  the  chest 
x-rayed  before  the  course  of  treatment  is 
decided  upon.  If  there  are  any  places  sug- 
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gestivc  of  early  bone  involvement,  the  sus- 
picious areas  sliould  be  examined  very  care- 
fully with  a view  to  ruling  out  such  a pos- 
.iilulity.  'Cases  classed  as  inoperable  for 
these  reasons  connected  with  the  progress  of 
the  growth  itself  or  for  other  reasons  per- 
taining to  the  general  phy'sical  condition  of 
the  patient  should  be  treated  primarily  and 
entirely  by  radiation  methods.  Particularly 
in  older,  i-ather  undernourished  patients  with 
slowly  growing  types  of  carcinoma,  the  prog- 
nosis as  to  cure  in  the  inoperable  eases  treat- 
ed solely  by  external  radiation  is  not  goml, 
but  the  outlook  -as  to  relief  of  symptoms  and 
recession  of  the  -growth  is  excellent,  so  that 
many  of  these  patients  may  liVe  out  their 
exiiectancy  and  die  of  intercurrent  diseases 
in  spite  of  the  existence  of  a technically  in- 
operable breast  cancer. 

In  patients  who  have  had  no  postoperative 
radiation  the  most  freipient  type  of  recur- 
rence is  the  carcinomatous  nodule  in  the  sear 
lOr  in  the  skin  adjacent  to  the  scar,  or,  more 
rarely'  on  the  op]iosite  side  of  the  chest,  on 
the  abdomen,  or  even  the  thigh. 

The  individual  nodule  y'ields  readily  to 
adequate  doses  of  either  x-ray  or  radium. 
They'  should  be  treated  because  they'  are  often 
painful  and,  if  left  untreated,  tend  to  break 
down  and  ulcerate.  Also-  their  -presence, 
though  not  menacing  in  itself,  is  filled  with 
sini.ster  significance  to  the  patient  and  active 
treatment  measures,  are  necessary  to  her 
peace  of  mind  even  if  there  were  no  other 
reason  for  the  vigorous  attack. 

Another  oo-mnion  tyqie  of  local  I'ccurrence 
is  the  invasion  of  the  costochondral  cartilage 
with  production  of  a tumor  ma.ss  of  hard,  al- 
iiiiiost  bony'  consistency,  frequently  as  large  as 
the  end  of  a lemon.  They  d-o-  not  y'ield  to 
treatment  as  readily  as  the  skin  recurrence 
but,  if  treated  vigorously,  are  promptly  re- 
duced in  size  or  driven  away  entirely  and 
prevented  from  ulcerating.  Occasionally  these 
lesions  may'  bi-eak  -down  to  the  point  of  fluc- 
tuation so  that  there  is  a temptation  on  the 
part  of  the  surgeon  to  open  and  drain  them, 
tinder  vigorous  radiation  treatment,  the  fluid 
absorbs  and  the  area  again  becomes  firm. 

Metastasis  to  the  opposite  breast  which  oc- 
casionally occurs  is  -iirobably  always  best 
treated  by  i-adiatiiO-n  if  either  pain  or  rapidity 
of  growth  call  for  treatment  at  all  since 
there  is,  of  course,  no  outlook  froiin  further 
surgery  under  the  circumstances. 

l^robably  by'  far  the  most  common  metas- 
tasis is  carcinomatous  -deposit  in  the  spine 
or  jielvis,  more  usually  the  dorsal  or  lumbar 
spine,  but  occasionally  the  cervical.  We  have 
among  our  cases  one  instance  of  pathological 
fracture  Avith  forward  dislocatiion  of  the  first 
cervical  ujAon  the  second  as  well  as  several 
instances  of  metastasis  in  the  dorsal  and  lum- 
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bar  regions.  Many  ol‘  lliese  patients  liave  beeji 
treated  suecessfiilly  so  far  as  the  individual 
lesions  wei’e  eoneerned.  The  invio-lved  bones 
ean  be  eaused  to  recoleify,  the  pain  eata  be 
markedly  relieved  and  the  integrity  and  ap- 
parently the  strength  of  the  involved  bone 
ean  be  restored  almost  to  normal.  Nat- 
urally no  hope  exists  of  euring  the  disease 
after  bone  metastasis  has  occurred  although 
aptP^i'tJiitly  in  occasional  instances  of  which 
every  radiologist  of  wide  experience  has  one 
or  two  in  his  files,  the  disease  does  not  return 
for  some  years.  Any  pain  in  the  nature  of 
“ lumibajgio,  ” ’ sciatica,  per^stent  (low  iback 
pain,  pain  of  any  kind  which  might  be  traced 
to  the  spinal  nerves  and  which  does  or 
does  not  conform  to  any  of  the  common  types 
of  pain  in  that  region  should  be  assumed  in 
a patient,  who  is  known  to  have  had  a cancer 
of  the  breast,  to  be  due  to  a vertebral  me- 
tastasis and  should  recei\te  the  benefit  of 
yi|gorous  x-ray  treatment  even  thouigh  no 
bone  involvement  can  be  demonstrated.  X-ray 
tliagnosis  of  bone  metastasis  depends  primar- 
ily upon  the  loss  of  calcium  from  the  bony 
structure  and  this  must  occur  in  considerable 
degree  before  it  can  be  visualized  in  the  spine. 
Consequently  when  the  metastasis  can  be 
diagnosed  by  x-ray  it  is  possibly,  as  metas- 
tases  go,  fairly  old.  Less  commonly,  bone  de- 
posits are  seen  in  the  femur  and  may  produce 
pathological  fracture;  stilt  less  commonly  the 
humerus  and  other  bones. 

Cerebral  imetastasis  is  apparently  fairly 
common.  It  presents  all  the  diagnostic  char- 
acteristics of  brain  tumor.  Radiation  treat- 
ment, while  hopeless  from  the  standpoint  of 
cure,  vdll  usually  relieve  the  headache  to 
.some  extent  and  may  produce  rather  marked 
palliation.  This  depends  in  metastatic  car- 
cinoma as  in  primary  brain  tumors  veiy 
largely  on  the  radio  .sensitivity  of  the  tumor. 

Pulmonary  metastasis  is  a fairly  frequent, 
verj"  distressing  and  usually  cerminal  in- 
cident. There  is  believed  to  be  little  hope  of 
even  allevijaiting  symptoms  by  radiation 
treatment ; however,  the  distressing  coulgh 
is  sometimes  checked;  the  dyspnea  may  be 
relieved  for  a time  and,  as  in  the  case  of 
other  metastatic  deposits,  there  appears  in 
every  large  series  an  occasional  case  of  an 
apparently  cured  individual  who  at  one  time 
had  a pulmonary  metastasis. 

Late  and  usually  terminal  meta.stases  may 
appear  in  the  liver,  in  the  uterus,  and  indeed 
throughout  the  entire  abdomen. 

Surgery  alone  apparently  reached  its  limit 
in  the  attack  on  carcinoma  of  the  breast 
some  twenty  or  twenty-five  years  ago  al- 
though, as  is  usually  the  ease,  statistics  can 
be  found  to  support  almost  any  contention 
one  wislies  to  make.  It  seemed  evident  from 
a study  of  large  series  of  cases  reported  from 


institutions  of  irreproachable  reputation  as 
well  as  from  the  personal  e;xperience  of  sur- 
geons and  radiologists  that  properly  admin- 
istered postoperative  x-radiation  has  resulted 
in  a material  and  considerable  improvement 
in  the  number  of  five  year  survivals,  it 
should  be  pointed  out  that  there  are  at  least 
as  many  possibilities  lof  incompetent,  ineffi- 
cient, and  consequently,  more  or  less  useless 
x-ray  therapy  as  there  are  of  incompetent  or 
inefficient  surgery.  Much  of  the  conflict  in 
the  huge  mass  of  statistics  on  breast  cancer 
no  doubt  results  from  the  fact  that  cases  were 
classified  simply  as  having  had  or  not  hav- 
ing had  postoperative  radiation.  Where 
statistics  are  taken  only'  from  workers  or 
institutions  where  it  can  fairly  be  assumed 
that  the  radiation  was  efficientlj-  adminis- 
tered, much  of  the  apparent  conflict  disap- 
pears. 

Of  recent  years  the  addition  to  the  priogram 
of  radium  placed  in  the  wound  seems  to  have 
produced  a further  and  definite  improvement 
in  statistics.  This  procedure  has  been  fol- 
low to  a greater  and  more  general  extent  in 
England  and  upon  the  continent  than  has 
been  the  case  in  this  countiy. 

FORUM 

WHAT  OTHERS  THINK  OF  US 

Helena,  Arkansas, 
April  22,  1932 

Dr.  G.  G.  Altman, 

Louisville,  Ky. 

My  dear  Doctor: 

I have  just  read  your  article  “The  Difficulties 
in  the  Diagnosis  of  Empyema  and  Surgical  Con- 
siderations” in  the  April  issue  of  the  Kentucky 
Medical  Journal. 

To  my  mind  this  Journal  is  the  outstanding 
of  all  journals  I have  ever  read.  The  articles 
were  well  printed  and  readable,  the  arrange- 
ment good,  the  variety  of  the  articles  were  such 
as  to  appeal  to  every  physician’s  and  surgeon’s 
need  and  taste.  To  me  it  is  the  most  helpful 
medical  magazine  I have  read  recently  for  the 
general  practitioner  in  as  much  as  it  was  within 
his  ability  to  understand  and  comprehend  all 
the  articles. 

Major  articles  in  the  American  Medical  Asso- 
ciation Journal  are  entirely  scientific  and  over 
his  head.  I read  the  editorial  about  Dr.  Gos- 
sett’s book  “What  the  Public  Should  Know 
About  Childbirth.”  I ordered  it  immediately 
and  it  is  excellent.  But  the  title  should  be 
changed  to  what  “The  Doctor’s  Should  Know 
and  Does  Not  Know  About  Childbirth.”  It  is 
well  written  book  and  should  be  in  every  doctor’s 
library  and  waiting  room. 

Sincerely  yours, 

J.  B.  ELLIS,  M.  D. 
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NEXT  MEETING  LOUISVILLE 
OCTOBER  3,  4,  5,  6,  1932 


COUNTY  SOCIEiY  REi*0RTS 

Bourbon:  The  Bouibon  County  Medical  So- 

ciety met  Thursday  evening,  April  21st,  11132 
at  eight  p.  m.  The  meeting  was  held  in  tne 
County  Court  Room  in  Raris. 

The  following  memoers  were  present;  Drs. 
J.  C.  Hart,  C.  G.  Daugherty,  J.  A.  Orr,  J,  T. 
VanSant,  W.  B.  Hopkins,  B.  N.  Pittinger,  D. 
Oiberdorfer,  R.  M.  Biemker. 

Visitors:  Dr.  Alfied  Priedlander,  Cincinnati, 

Ohio;  Drs.  Ernest  Bradley,  John  W.  Scott,  Carl 
P'ortune,  C.  A.  Vance,  J.  W.  Chambers,  Darrah, 
Penny,  Lexington;  Drs.  Martin,  Reese,  McDowell 
and  Moore  of  Cynthiana.  Dr.  L.  H.  Henry  of 
North  Middetown  and  Dr.  Calhoun  of  Millers- 
burg. 

The  minutes  of  the  preceding  meeting  were 
read. 

The  Society  signed  a list  of  suggested  orders 
to  be  used  by  the  Visiting  Nurse,  such  orders 
to  be  followed  until  the  physician  arrives  and 
makes  necessary  changes. 

Dr.  Alfred  Friedlander,  Cincinnati,  read  a 
paper  on  “Coronary  Thrombosis.””  Illustrated 
by  lantern  slides. 

The  discussion  was  opened  by  Dr.  John  Scott, 
Lexington,  and  Dr.  Ernest  Bradley,  Lexington. 
Followed  by  Dr.  Carl  Fortune,  Lexington,  Dr. 
L.  R.  Henry,  North  Middletown,  Drs.  C.  G. 
Daugherty,  J.  A.  Orr  and  closed  by  Dr.  Fried- 
lander. 

Dr.  Charles  Vance,  Councilor  for  this  dis- 
trict made  a short  talk.  Meeting  adjourned. 

MILTON  J.  STERN,  Secretary. 


Harrison:  The  Harrison  County  Medical  So- 

ciety held  its  regular  monthly  meeting  April 
the  4th,  at  the  Harrison  Memorial  Hospital. 

Members  and  visitors  present:  Drs.  Mcllvain, 
N.  W.  Moore,  Todd,  Ball,  Blount,  Martin, 
Reese,  Wood,  Wyles,  Carr,  Wells,  W.  B.  Moore, 
McDowel  and  Smiser. 

Drs.  Charles  Dougherty,  Orr  and  Stern,  of 
Paris.  Dr.  Armstrong,  Dr.  Ray  and  Dr.  Thomp- 
son of  Lexington.  Drs.  Mclntire  and  McKim 
of  Cincinnati. 

The  meeting  was  called  to  order  by  the  Presi- 
dent, Dr.  Mcllvain  and  the  reading  of  minutes 
of  the  last  meeting  was  omitted. 

Dr.  Mclntire  read  a paper  on  “Diagnosis  of 
Brain  Tumors,”  illustrated  by  lantern  slides  of 
specimens.  Drs.  Daugherty,  Thompson  and 
Scott  discussed  this  paper. 

Dr,  McKim  read  a paper  on  “Don’ts  in  Uro- 
logy.’” This  paper  was  discussed  by  Drs.  N.  W. 
Moore,  Scott,  Daugherty  and  Mclntire. 

The  meeting  adjourned. 

This  was  one  of  the  most  enjoyable  and  in- 
structive meetings  the  Harrison  County  Medical 
Society  has  held  in  a long  time. 

W,  B.  MOORE,  Secretary. 
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Scott: . The  Scott  County  Medical  Society 
met  on  'J  hursday  evening,  May  5th,  at  7 o’clock 
for  their  regular  monthly  meeting.  The  follow- 
ing members  were  present;  Drs.  H.  H.  Roberts, 
president;  S.  S.  Amerson,  secretary  and  treas- 
urer; L.  F.  Heath,  vice-president;  D.  B.  Know, 
E.  A.  Anderson,  P.  H.  Crutchfield,  Chas.  W. 
Stephens,  A.  E.  Higginbotham,  etc. 

At  6 o’clock  the  members  met  at  the  Lancaster 
Hotel  for  dinner.  This  has  been  adopted  as  a 
i-egular  event  for  each  meeting.  It  ibrings  the 
members  together  for  a social  half  hour  before 
the  regular  meeting.  The  dinner  was  quite  a 
succes.s  and  all  enjoyed  this  most  delightful  af- 
fair. 

Di'.  E.  A.  Andei'son  lead  a paper  on  “'The 
Prevention  and  Treatment  of  Cance’-.’’  This 
paper  presented  some  very  valuable  suggestions 
and  was  most  interesting,  covering  the  field  and 
laying  stress  upon  the  necessity  of  the  periodical 
examination  and  careful  attention  of  every  con- 
dition that  may  lead  to  the  most  serious  condi- 
tion to  which  the  world  is  now  being  afflicted. 
The  paper  wah  thoroughly  discussed  iby  all 
present. 

The  Scott  County  Medical  Society  is  thor- 
oughly awake  and  is  doing  splendid  work,  both 
medical  and  civic.  'I'he  next  regular  meeting 
Dr.  W.  O.  Claxon  will  present  a paper  on  the 
subject  of  “Pyorrhea  and  Trench  Mouth.” 

It  is  planned  to  have  an  “All  Day”  meeting- 
sometime  during  the  summer,  with  chicken  din- 
ner and  all  the  “fixings.” 

H.  H.  ROBERTS,  President, 

S.  S.  AMERSON,  Secretary. 


Grant:  'the  Grant  County  Medical  Society 

met  at  the  office  of  the  Health  Department  at 
Williamstown,  Kentucky,  April  20,  1932  with 
the  following  members  present:  J.  W.  Aber- 
nathy, J.  J.  Marshall,  J.  L.  Price,  J.  D.  George, 
N.  .H.  Ellis,  W.  J.  Zinn,  C.  M.  Eckler,  C.  D. 
O’Hara  and  C.  A.  Eckler 

The  Secretary  being  absent  at  this  time.  Dr. 
C.  M.  Eckler  was  elected  Protem.  The  meeting 
was  called  to  order  by  Dr.  J.  W.  Abernathy, 
president. 

The  usual  business  of  the  meeting  was  dis- 
pensed with  at  this  time  in  the  Secretary’s  ab- 
sence, and  the  topic  of  the  evening  “Rheu- 
matism” was  now  taken  up.  Discussion  was 
opened  by  C.  M.  Eckler,  outlining  the  different 
types  as.  Acute  Rheumatic  Fever,  Non-Specific. 
Arthritis,  various  forms,  and  Gonorrheal. 

Next  Dr.  J.  L.  Price  talked  on  the  Etiology, 
says  almost  always  infectious.  The  streptococcus 
hemolytica  nearly  constant  in  all  cases.  He 
emphasized  heat  treatment,  sun,  electricity,  and 
vaccine,  cited  the  article  in  the  Country  Gentle- 
man iby  Paul  DekruTf,  stressing  the  activity  of 
the  streptococci  hemolytic  germ.  Scarlet  Fever, 
Rheumatic  Fever,  Child-bed  Fever,  Blood  Poison, 


Red  Sickness  of  Russia  and  China,  very  pre- 
valent, thousand  dying  annually,  due  to  this 
germ.  The  point  of  election  for  entrance  into 
the  human  body  is  the  throat. 

Dr.  J.  J.  Marshall,  thinks  it  one  of  the  most 
important  subjects  before  the  medical  society. 
He  brought  out  the  point  of  heredity  playing  a 
part  in  the  role  of  this  disease.  He  recom- 
mended numerous  local  applications  in  the  in- 
flammed  area  as  analgesique  balm  for  instance. 

Dr.  J.  D.  George’s  experience  with  vaccine  has 
been  satisfactory.  He  uses  rheumatic  serum 
put  up  by  Parke  Davis  & Co.  known  as  Phyla- 
cogens. 

Dr.  N.  H.  Ellis  uses  salicylic  acid,  one  ounce 
in  thirty  teaspoonfuls  of  water  adds  soda  to  dis- 
solve it,  and  give  it  freely. 

Dr.  C.  D.  O’Hara  stressed  heart  complications 
in  children  and  adults. 

Dr.  Abernathy  stressed  the  importance  of 
diagnosis  and  treatment  and  that  it  was  not 
always  easy.  He  uses  sodium  salicylate  to 
the  point  of  toleration,  gives  morphine  and 
Codine  for  pain.  He  uses  local  applications  es- 
pecially liquid  analgesique  balm. 

At  this  time  Dr.  C.  A.  Eckler  arrived  and  read 
the  minutes  of  the  previous  meeting  and  the 
communications  and  correspondence  after  which 
the  program  was  continued. 

Dr.  Price  reporting  a case  of  rheumatism 
cured  by  removing  the  patient’s  teeth  when 
everything  else  failed. 

Dr.  C.  D.  O’Hara  gave  a new  line  of  thought 
to  the  Society  on  the  subject  of  what  the  ortho- 
pedics formerly  called  flatfoot  but  now  after 
.studying  thoroughly  this  condition  they  no 
longer  used  this  term  but  signify  weak-foot, 
because  the  condition  exists  at  times  when  the 
arch  is  not  broken  and  no  condition  of  flatfoot 
exists,  consequently  the  term  flat-foot  is  a 
misnomer.  This  talk  was  appreciated  by  the 
Society. 

Subject  fofl  next  meeting,  ‘jCancer  As  It 
Relates  To  The  General  Practitiqner.”  Dis- 
cussion opened  by  Dr.  A.  D.  Blainee. 

C.  A.  ECKLER,  Secretary. 


BOOK  REVIEWS 

WHITE  HOUSE  CONFERENCE,  1930, 
A publication  of  White  House  Coufereuce  oii 
Child  Health  and  Protection  : The  key  volume 
to  all  the  reports  of  the  White  House  (Confer- 
ence on  Child  Health  and  I’rotection.  Con- 
tains the  leading  s])eeches  delivered  at  the 
Conference  and  ah.stracts  of  the  Committees’ 
reports  with  their  reco)nmendations.  An  in- 
valuable source  hook  and  guide  for  all  those 
whose  chief  concei-n  is  the  Avelfare  of  chil- 
dren. Board  edition,  50  cents.  Cloth  edition, 
S2.00.  White  House  (Conference  on  Child 
Health  and  Protection.  Interior  Building-, 
Washington,  D.  C.,  Publishers. 
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THE  PROGRAM 

P’or  two  reasons  it  has  seamed  desirable  to 
select  and  publish,  in  advance  of  the  full 
jirogram,  subjects  for  discussiorn  at  the  Eigh- 
ty-Second Annual  Meeting  of  the  Kentucky 
State  Medical  Association,  whicih  will  con- 
vene at  the  Brown  Hotel,  Louisville,  Octo- 
ber 3rd-6th. 

In  the  first  place,  this  affords  members  of 
the  Associatio/n  opportunity  to  choose  the 
particular  topics  in  which  they  are  severally 
most  interested  and  to  familiarize  themselves 
with  the  latest  and  best  literature  on  the 
various  subjects  of  their  choice.  Secondly, 
it  is  hoplecl,  in  this  way,  to  encourage  wider 
and  more  general  discussio'n  than  would 
otherwise  be  the  ease.  Observation  and  ex- 
perience have  coimbined  to  convince  us  that 
many  jieople,  who  are  averse  to  speaking  ex- 
temporaneously, will  willingly  express  them- 
selves, if  given  time  to  familiarize  themselves 
beforehand  with  the  subject  to  be  discussed. 

Members  of  the  Association  ,vho,  while  de- 
siring to  refresh  their  memories  on  any  jiar- 
ticular  topic  in  the  list  published,  are  yet 
at  a loss  as  to  where  to  find  the  literature 
needed',  W'ould  do  well  to  consult  the  index 
volumes  of  the  Kentucky  Medical  Journal 
and  of  the  Journal  of  the  American  Medical 
Association.  Both  of  these  periodicals  eotn- 
tain  bibliographies  dealing  with  almost  every 
subject  known  to  medical  science. 

At  practically  every  annual  meeting, 
there  are  i/;i  attendance  members  who  talk, 
with  authority  and  brilliancy,  without  seem 
ing  prejra ration.  The  truth  probably  is, 
however,  that  in  the  vast  majority  'of  cases 
hours  of  study  have  been  devoted  to  the 
subject,  previous  to  the  discussion. 

And  this  is  as  it  should  be.  Even  a case 
report,  when  accurately  described,  with  eaidi 
symptom  carefully  moted  and  recorded,  be- 
comes a ])ermanent  contribution  to  medicine. 
The  Journal  is  always  willin<>’  and  glad  to 
publish  any  such  contribution  from  a member 
of  the  Associatio/n.  Tn  the  medical  iirofession. 
probably  more  than  in  any  other,  leadership 
can  be  retained  onlv  by  that  diligmit  applica- 
tion so  necessary  to  keepina'  abreast  the 
times.  Ill  no  othei-  pi’ofe.ssion  is  jirogress 
inijaking  such  rapid  strides,  and.  so.  in  no 
other  jirofession  is  success  so  dependent  upon 
keeping  fully  in  step  with  this  progress. 


OUR  ADVERTISERS  AxND  EXHIBITORS 

The  Journal  is  the  official  oigan  of  the 
Kentucky  State  .Medical  Association  and  its 
con.stituent  local  societies.  Its  pages  carry, 
during  the  year,  complete  reports  of  proceed- 
ings of  the  State  origanizatiom,  including  full 
text  of  all  addresses  made  and  all  papers 
read.  In  its  columns  is  also  carefully  chron- 
icled every  paper  read  before  any  of  the 
county  societies.  Not  a single  one  is  omitted, 
hn  short,  each  twelve  numbers  constitutes  an 
unabridged  and  authoritative  record  of  the 
organized  activities  of  the  medical  jjrofession 
in  Kentucky  during  the  period  covered. 

The  great  bulk  of  tihe  cost  of  this  exceed- 
ingly valuable  service  to  the  physicians  of 
the  State  is  borne  by  the  advertisers  im  the 
columns  of  the  elouRNAL  and  the  exhibitors 
at  the  imeetinigs  of  the  Association.  For 
.several  years  past,  the  gross  income  from  ad- 
vertising has  annually  almost  approximated 
a sum  sufficient  to  covmr  eo.st  of  publisihiing  the 
Journal,'  while  fees  from  exhibitors  at  the 
annual  meetings  have  largely  contributed  to 
defraying  the  exjienses  of  the.se  imeetings,  in- 
cluding full  stenographic  reports  of  the 
proceedings  of  both  the  general  .se.ssions  and 
the  House  of  Delegates. 

It  has  always  been  and  still  is  fhe  policy 
of  the  Journal  to  .scrutinize  carefully  all 
advertisements  offered  for  insertion  in  its 
columns.  No  advertisement  is  accepted  until 
thorough  investigation  is  made,  both  of  the 
merits  of  the  product  offered  for  .sale  and  of 
the  reliability  of  the  finm  or  individual  .seek- 
ing to  advertise  it.  So  scrupulously  careful 
is  the  Journal  in  this  reganl  that  it  guaran- 
tees every  article  wtliose  advertisement  it  car- 
ries and  stands  both  ready  and  willing  to  re- 
imburse the  purchaser  of  any  such  article 
for  loss  incurred  by  reason  of  the  article  fall- 
ing below  advertized  specifications. 

These  facts  should  furinsh  tfhe  members  of 
tlie  Kentucky  State  Medical  Association  a 
double  incentive  to  patonize,  whenever  and 
wherever  [iracticable,  advertisers  in  the 
Journal  and  exhibitors  at  the  meetiims  of 
the  Association.  In  buying  from  adver- 
tisers. they  are  protecting  themselves  again.st 
(iiiestionable  jiroducts  and,  at  the  same 
time,  minimizini--  the  cost  to  themselves  of 
maintainimi'  their  official  organ,  b\'  in- 
creasing its  adverti.sing  value.  In  iiatroniz- 
ing  exhibitors,  they  are  not  only  assured  of 
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l)rodut'ts  of  approved  value,  but  are,  also, 
assuring-  that  elxhibits  at  meetings  of  the  As- 
sociation will  continue  to  measure  up  to  the 
highest  standards  of  excellence  and  be  of  the 
largest  possible  variety. 

Patronize  your  advertisers  and  exhibitors 
to  the  fullest  exteint  of  your  needs  in  tiheir 
respective  lines  and  have  the  members  of 
your  families  do  likewise.  Mention  the  JouR- 
XAL  in  purchasing  froni  either.  Between  you 
and  them  is  a community  of  interest  which 
fiieither  can  afford  to  overlook.  In  helping 
each  other,  you  are  both  helping  yourselves. 


AT  THE  CLUB 

PTom  over  mountain  peaks  a stranger  node 
Posthaste,  dismounting  by  that  wmiting 
door 

Of  his  and  mine  and  those  who  with  us  ow’ed 
Good  fellowship  to  me.i  unknow-n  before. 

‘AYhence  come  you,  fellow-stranger,  host  and 
guest  ^ ’ ’ 

(Such  trinity  may  often  here  be  one) 

“I  come  on  mission  from  the  stricken  West, 
To  ask  again  from  Mam  what  Christ  begun. 

I 

“.Aly  forebears  climbed  the  heights  with  eager 
feet. 

That  inland  spaces  to  our  kind  be  free. 
And  took  w-ith  them  the  spirit  of  the  fleet 
AVhich  Spain’s  Armada  met  upon  the  sea. 

“Yet  Philip’s  power  was  impotence,  compared 
With  economic  Titan  threatening  now 
The  breed  that  never  his  ambition  dared 
Again  to  strike.  Undaunted  is  our  brow'. 

“But  Kent  again  A Moi!  to  Dorset  calls. 

The  cry  resounds,  Northusmberland  to 
Wales, 

As  Plngland,  all,  was  summoned  to  her  walls 
Against  the  moment  when  she  saw  those 
sails. 

“So  I am  her«.  My  sires  pursued  the  sun 
Beyond  its  gloried  settlrig,  but  ’tis  gone — 
I turn  to  w'here  it  rises,  knowu'.g  one 

For  us  shall  be  the  sunset  ajid  the  dawn.” 

Well  come,  my  friend ! 1 did  not  mean  to  be 
Inquisitive  upon  your  steps.  But,  now 
That  you  have  told)  those  days  are  brought 
to  me 

Again.  To  you  and  to  your  guest  I bow. 

Duane  Edwin  Fox. 

To  Dr.  Arthur  T.  McCormack, 

Cosmos  Club,  Wa.shington,  D.  C. 

May  17-18,  1 932. 


PUBLIC  ADDRESS,  ANNUAL  MEETING 

We  are  most  fortunate  in  securing  Dr.  John 
Lovett  Morse  of  Boston  as  our  guest  speaker 
for  the  meeting  of  the  State  Medical  Associa- 
tion. Dr.  Morse  is  the  president  of  the  newly 
organized  American  Academy  of  Pediatri- 
cians and  has  had  about  every  ihonor  that 
pediatrists  could  confer  upon  him.  He  is  a 
delightful  speaker  with  a keen  incisive  wit 
that  brings  the  ready  smile  and  yet  he  is  very 
sane  with  that  wholesome  common  sense  that 
is  so  rare  now  and  always. 

It  will  be  great  priyilege  to  hear  sucih  an 
outstanding  man  as  Dr.  Morse  who  has  en- 
deared himself  to  the  Southern  pediatricians 
by  his  many  visits  to  the  Southern  Medical 
Association. 

Philip  F.  Barbour 


COURAGE 

To  the  new  members  of  the  profession, 
fresh  from  college  and  interneship,  the 
Journal  extends  cordial  greetings  a n d 
hearty  welcome. 

You  are  entering  a seemingly  overcrowded 
field  at  a time  of  unprecedented'  economic 
depression  and  financial  stress.  The  country 
as  a whole  is  (facing  a situation  without 
parallel  in  its  history;  in  the  South,  condi- 
tions may  be  likened  somewhat  to  those  fol- 
lo\Ving  the  War  Between  the  States  and  dur- 
ing the  Reconstruction  period. 

In  such  circumstances,  the  pathway  before 
you  will  not  be  an  easy  one  to  travel.  The 
struggle  will  be  difficult  for  a while,  at  least ; 
but  the  present  outlook  should  not  be  per- 
mitted to  di.scourage  you.  When  the 
present  leaders  of  the  profession  in  Ken- 
tucky shall  have  passed  on,  it  is  you  who 
will  then  be  called  upon  to  take  their  places. 
To  you  from  failing  hands  the  torch  will  be 
thrown ; yours  to  hold  it  high.  The  courage 
with  which  you  face  the  problems  of  today, 
the  fidelity  with  which  you  presently  meet 
your  obligations  to  the  profession  and  to 
humanity  will  determine  your  fitness  to  as- 
sume and  properly  discharge  the  larger 
duties  to  devolve  upon  you  tomorrow.  The 
enviable  position  which  the  profession  in 
Kentucky  now  holds,  particularly  in  preven- 
tive medicine  and  public  health,  would  not 
have  been  possible,  had  McMurtry,  M'cCor- 
raaek,  Mathews,  Gross,  Yandell  and  other 
young  mien  entering  the  field  of  medicine 
shortely  after  the  close  of  the  War  Between 
the  States,  lost  heart  because  of  the  condi- 
tions then  obtaining.  We  as  a profession  are 
where  we  are  today  because  they,  during  all 
the  dark  days  of  Recomstruetion,  faltered  not 
nor  doubted,  but  carried  on  with  a loyalty 
and  a courage  which  brooked  no  obstacles. 
We  cannot  too  strongly  commend  them  to 
you  as  exemplars. 
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ORIGINAL  ARTICLES 

rNrNlTP]D  AND  DELAYED  UNION  OF 
FHACTUKES'' 

William  Sneed,  M.  D. 

Surg'ieal  Department  of  Cornell  University, 
New  York  City 

^lueh  has  been  written  in  regard  to  this 
subject  and  many  surgeoins  have  shown  beau- 
tiful results  in  a vast  number  of  cases  by 
several  mjethods  of  procedure.  Due  to  over- 
enthusiasm or  trying  to  emphasize  the  par- 
ticular method  that  they  have  been  using, 
they  have  largely  failed  to  mention  the  bad 
results,  or  the  pitfalls  that  one  is  liable  to 
have  by  one  or  all  of  these  methods  combined. 

In  a discussion  of  this  subject,  we  will  en- 
deavor to  give  you  as  briefly  as  possible,  not 
only  some  of  our  good  results  but  some  of  the 
troubles  that  we  have  had  and  stress  some 
lihases  where  too  little  mention  has  beein! 
made. 

The  skeleton  is  divided  into  long,  short, 
flat  and  irregular  bones.  The  long  bones  are 
the  ones  that  we  will  discuss  more  fully. 
Fractures  of  the  skull  and  of  the  face  will 
not  be  discussed  at  all  in  this  article  and  we 
will  only  make  a few  remarks  about  the  short 
and  irreignlar  bones,  such  as  the  tarsal, 
carpal  and  spine.  The  tarsal  and  carpal 
bones  in  the  main  liave  a poor  blood  supply 
and,  with  the  exception  of  the  os  calcis,  a 
large  part  of  their  nourishment  comes  from 
the  synovial  fluid.  In  non-unicCn  of  any  of 
these  bones,  one  of  three  procedures  is  indi- 
cated— removal,  reforming  and  ankylosis,  or 
a wedge-shaped  bone  graft,  depending  upon 
the  pathological  condition  of  Ihe  bone  at  the 
time  of  operation  and  as  to  whether  it  is 
feasible  to  save  the  bone,  thereby  maintain- 
ing cosmetic  and  functional  results. 

In  a discussion  of  delayed  union  in  the 
long  bones,  physiotherapy,  weight-bearing, 
injection  of  calcium  salts  and  dietary  meas- 
ures are  resorted  to  and,  as  a rule,  good  re- 
sults are  obtained  by  all.  We  offer  for 
your  consideration  a diet  work>?d  out  by  Dr. 
N.  Kugelmass,  who  is  associated  with  Dr. 
Fred  Bartlett  of  New  York  at  the  Fifth 
Avenue  Hospital  and  has  also  worked  with 
me  for  several  years  at  the  Hospital  for 
Ruptured  & Crippled.  We  think  that  this 
diet  and  medication  is  of  (great  value  in 
both  the  treatment  of  delayed  and  non- 
union. 

In  cases  of  non-union,  ic  is  necessary  that 
the  cause  be  carefully  gone  into  and  a diag- 
nosis of  the  underlyinig  factors  be  made  and 
in  many  instances,  preopera  tiv'e  and  post- 

*Read  before  the  Jefferson  County  Medical  Society  Feli- 
ruary,  15th,  1932. 
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Figure  1 

operative  care  is  just  as  essential  as  the  se- 
lection of  the  proper  operation.  In  non- 
union of  healthy  individuals  where  a check- 
up is  made  from  every  standpoint ; that  is, 
blood,  circulation,  x-ray,  etc.,  and  where  tis- 
sues appear  normal  in  every  respect,  with 
the  exception  that  the  bones  have  failed  to 
unite,  a removal  of  the  fibrosed  bone  and 
an  onlay,  inlay,  periosteal  bone  chips  or 
inter-anedullary  graft,  depending  upon  the 
bones  under  consideration  will,  as  a rule  with 
immobilization  in  proper  alignment,  give  ex- 
cellent results  in  the  hamds  of  a competent 
man  relgardless  of  which  method  is  used. 

The  circulation  and  position  of  the  mem- 
ber should  always  be  given  careful  considera- 
tion. We  wish  to  mentiom  several  cases  of 
different  tyjies  which  have  come  under  our 
observation. 

Case  1.  A man  40  years  of  age,  sustained 
a fracture  of  the  lower  end  of  the  radius 
1^2  inches  above  the  wrist.  It  was  reduced 
within  a few  hours  after  fracture,  mailtn 
tained  in  position  and  was  still  in  good  posi- 
tion when  first  seen  four  months  after  in- 
jury. X-k’ay  showed;  no  callus  formation. 
Fragments  could  be  moved  slightly  and  ^with- 
out pain.  Wasserniann  was  four  plus. 
Active  antileutic  treatment  was  instituted. 
Bone  operated  upon  three  weeks  after  treat- 
ment was  begun.  The  lower  end  of  the 
radius  was  fouind  to  have  undergone  yellow 
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Figure  2 

(leg’enei'ation.  The  bone  was  soft  enougih 
to  cut  easily  with  a Bard  Barker  knife 
aiid  while  cutting,  it  felt  like  there  were 
little  grains  of  sand  iln  the  bone.  The  proxi- 
mal fragment  was  apparently  a normal  bone. 
A sliding  bone  inlay  was  none,  immobiliza- 
tion, anterior  and'  posterior  splint,  diathermy 
and  continued  active  antileutic  treatment. 
Good  bony  union  was  obtained  in  ten  weeks. 
There  was  no  loss  of  function.  This  is  one 
instance  where  syphilis  was  obviously  the 
cause  of  non-union  and  we  will  admit  that 
i|n  our  experience,  syphilis  rarely  causes 
non-union  of  bone,  except  in  tabetic  or  ter- 
tiary cases. 

Case  2.  A boy  12  years  of  age,  gave  a 
history  of  fracturing  the  right  tibia  at  the 
age  of  21  months.  At  the  time  of  fracture, 
the  child  was  apparently  in  excellenit  health, 
i-obi;st  and  strong,  as  per  the  mother’s  his- 
tory. The  fracture  was  reduced  within  a few 
hours,  ])erfect  reduction,  no  callus  formation. 
Patient  Avas  in  St.  Luke’s  Hospital  in  New 
York  for  2VL>  years.  He  had  two  closed  and 
two  open  operations  before  coming  to  me 
some  five  years  ago.  Operated  upon  five 
years  ago  at  the  Fifth  Avenue  Hospital, 
with  removal  of  a fibrosed'  bone  Avhich  Avas 
so  dense  that  it  was  hard  to  cut  Avith  ;iln 
Albee  saw.  A sliding  bone  inlay  graft  with 
some  spongy  bone  was  placed  in  the  dead 
space,  afterwards  immobilization  and  phy- 


siotherapy, then  a brace.  Soane  eviueaiee  of 
callus  lormation.  'I'bc  mol  Her  allowed  the 
child  to  walk  without  a brace  and  re-fractur- 
ed  tile  bone.  Operated  uimn  again  by  me  at 
the  Hospital  for  Kuptured  & Cripiiled  in 
December,  11)30.  Diathermy  was  given  for 
four  weeks  before  operation,  special  bune- 
forming  diet  mentioned  above  was  instituted. 
At  operation,  the  old  scar  Avas  removed;  site 
of  tractiire  inspectetl;  sufiicdent  bone  re- 
moved to  get  to  healthy  bone  tissue  above 
and  below  ; a large  bone  graft  was  removed 
from,'  the  opposite  leg;  a considerable 
amount  of  spongy  bouie  was  removed  froiin 
the  upper  part  of  the  tibia  on  the  opposite 
side;  fibrous  tissue  and  periosteum  was  con- 
served as  much  as  possible  so  as  to  make  a 
cuff  over  the  site  of  non-uiiioai ; the  defor- 
mity Avas  corrected  before  placing  in  the 
bone  graft ; diet  Avas  continued  and  diathermy 
Avas  begun  three  weeks  after  operatio/n. 
Brace  was  applied.  A series  of  x-rays  Avere 
taken  every  six  weeks  to  tivo  months  and  we 
Avill  shoAv  some  of  these  in  lantern  slides, 
shiOAving  that  Ave  havfe  firm  union  with  the 
bone  as  large  at  the  site  of  non-union  as  at 
any  other  place  except  the  extreme  upper 
end  of  the  tibia. 

Case  3.  This  is  obviousl3'  a case  in  which 
there  has  been  marked  end'oerine  disturbance. 
An  osteotomy  was  performed  on  the  right 
femur  in  1922  fer  correctiotiii  of  deformity. 
The  left  femur  was  operatetl  upon  'by  Dr. 
Albee  in  1923.  This  case  Avas  admitted  to 
the  Hospital  for  Ruptured  & Crippled  and 
put  on  traction,  diathermy,  manipulation  and 
bone-foriiiing  diet.  We  Avere  able  to  lengthen 
the  limb  two  inches  by  traction  in  two 
mont'li’s  time.  Patient  was  operated  upon 
October  20th,  1931.  X-rays  taken  before 
operation  looked  as  though  there  Avould  be 
considerable  fibrosis  especially  at  the  upper 
dad  of  the  lower  fragment  'but  no  fibrosis 
was  found.  The  bone  bled  much  more  freel.v 
than  normal  bone  and  more  freely  than  usual- 
ly seen  even  in  the  region  of  the  great  tro- 
chanter Avhere  circulation  is  more  profuse 
than  in  any  other  part  of  the  fcMuur.  A 
Avedge-shapied  piece  of  bone  was  removed  and 
the  deformit.v  easily  reduced.  We  Avere  very 
careful  to  preserve  a slight  amoulut  of  the 
fibrous  tissue  on  the  inner  side  and  the  perio 
steum.  In  other  words,  the  periosteum  Avas 
not  stripped  up  completely  around  the  bone. 
There  Avas  considerable  dense  fibi'ous  tissue 
aj.d  this  was  brought  up  in  the  same  layer 
Avith  the  periosteum.  When  the  femur  Avas 
straightened,  Ave  had  a good  strong  cuff  of 
fibroAis  tissue.  The  loAver  end  of  the  upper 
fragment  was  very  soft,  so  soft  in  fact  that 
we  did  not  feel  that  an  onlay  graft  would 
hold.  Moreover,  there  Avas  no  part  of  the 
anatomy  of  this  child  where  a good  onlay 
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(graft  could  be  obtained.  To  remove  such  a 
piece  of  bone  from  the  tibia,  in  all  prob- 
ability wiould  have  caused  a fracture  in  this 
locality.  There  were  razor-back  shins  present 
and  a considerable  amount  of  the  anterior 
cortex  of  the  tibia  was  removed  over  a/n  area 
of  about  SIX  inches  and  this  was  used  as 
chips  to  place  above,  around,  and  below  the 
site  of  fracture.  Fair  union  was  obtained 
in  ten  weeks  and  the  patient  could  raise  the 
leg  off  the  table  at  that  time.  This  case  is 
still  under  treatment  and  we  contemplate 
operating  upon  the  left  femur  which  has 
shown  evidence  of  bone  regeneration  by 
treatment,  instituted  and  we  feel  it  will  be 
in  very  muen  better  shape  for  union  than 
the  right  was  when  operation  is  performed. 

Case  d.  An  Italian  woman,  28  years  old, 
sustained  a fracture  of  the  right  tibia  four 
years  prior  to  being  seepj  Examination 
showed  iion-iiRiion.  There  was  a large  scar 
on  the  front  of  the  leg  due  to  _ a compound 
fracture.  This  was  operated  upon  four 
years  ago,  prior  to  the  time  1 instituted  pre- 
operative treatment  of  the  type  mentianed' 
in  the  two  cases  above.  As  to  whether  that 
type  of  treatment  would  have  been  successful 
in  this  instance,  or  not,  is  doubtful.  At  the 
time  of  operation,  we  found  a bone  about  one- 
quarter  the  normal  thickness  that  was  white 
and  brittle  up  to  the  tibial  tubercle.  The 
medullary  cavity  did  Jot  bleed.  There  was 


Figure  3 


Figure  4.  Right  femur  8 years  later  nov/ 
united  firmly 


fatty  degeneration  in  the  medullary  canal. 
There  were  large  globules  of  fat  macroscopic- 
ally.  The  cortex  of  the  bone  looked  very  mucli 
like  an  old  egg  shell  that  had  been  bleached 
in  the  sun.  A large  bone  graft  was  removed 
from  the  opposite  .ibia  and  we  found  the  bone 
on  this  side  about  one-half  the  thickness 
of  that  in  a normal  individual  but  apparently 
good  healthy  bone.  We  failed  completely  to 
get  any  union  in  this  instance. 

Case  5.  Non-union  of  the  neck  of  the 
femur.  A man  56  years  old ; history  of 
injury  18  months  before  being  seen;  3Ve 
inches  of  .shortening.  A modified  reconstruc- 
tion operation  was  performed  with  the  excep- 
tion that  the  head  of  the  bone  was  reamed 
out  and  the  cartilage  used  to  cover  the  stump 
of  the  great  trochanter.  After  reaming  out 
the  head  of  the  bone,  it  looked  apparently 
normal.  The  cartilage  was  bright  and  glisten- 
ing and  apparently  normal  in  every  respect. 
We  obviously  obtained  early  union  of  the 
ununited  fracture  to  the  remaining  part  of 
the  head  and  cartilage.  This  operation  was 
jmrformed  in  June,  1923,  and  the 
has  been  under  observation  since  that  time, 
lie  is  a librariaji  and  for  a good  many  years 
has  walked  to  and  from  his  ])lace  of  busine.ss 
which  is  about  1\A  miles.  When  last  seen, 
there  was  evidence  of  arthritic  changes  and 
we  instructed  him  to  curtail  his  activities. 

Case  6.  A weiman  56  years  old,  about 
5 feet  7 inches  tall  and  weighing  180  pounds, 
sustained  a fractured  neck  of  the  femur. 
Seen  by  me  three  months  after  injury.  His- 
tory of  having  had  slight  pneumonia  and 
emphysema,  with  a non-compensating  heart 
and  the  leg  swollen  to  enormous  dimensions 
from  toes  to  hip.  X-rays  showed  what  appar- 
ently was  rapid  absorption  of  the  neck  of  the 
femur.  I advised  a long  leg  brace  with  pelvic 
hand  and  a.  crutch  under  the  arnt)  Avith  a 
special  soft  traction  anklel  extending  up  the 
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Figure  5.  Ununited  fracture  tibia  of  11  years 

and  3 months  duration,  5 major  operations 

kg,  in  order  to  get  the  patient  up  and  out 
into  the  air  and  sunshine  with  as  little  dis- 
comfort as  possible.  The  slightestt  imovement 
caused  severe  pain.  Patient  was  moved  out 
into  the  sun  daily.  We  thought  there  was 
little  or  no  hopes  of  getting  union  and  that 
all  wd  could  do  was  to  make  the  patient 
more  comfortable.  1 saw  her  three  times 
and  suiiervised  the  fitting  and  application 
of  the  brace  and  to  my  surprise  she  walked 
into  the  office  six  months  later,  feeling  very 
well  Indeed.  sti(i  iwearin,g  am  ambula'tory 
splint  and  she  subsequently  Avalked  without 
a^  brace,  ivith  about  .one  inch  of  diortening. 
This  case  is  given  to  demonstrate  what 
Nature  does  sometimes  when  pain  is  relieved 
and  the  patient  is  carried  out  into  the  sun. 
Pain  i)roduces  shock.  Pelief  of  pain  and 
sunshine  revive  hop|t',  hence  the  result. 

Sl'MMARY 

1 do  not  comfine  myself  to  any  one  opera- 
tion. In  the  main,  when  feasible  I use  slid- 
ing grafts  in  the  tibia  ; inlay,  onlay,  or  inter- 
medullary  grafts  on  the  femur ; onlay  grafts 
on  the  radius  and  ulna ; onlay  or  medullary 
on  the  humerus;  tibia!  or  iliac  grafts  on  the 
spine  with  bone  chips  and  spongy  bone  as 
adjuncts.  I have  never  used  beef  bone  but 
mauA  of  my  friends  have.  It  is  not  allowed 
o.n  my  service  for  any  type  of  graft,  for  the 
reason  that  I have  always  maintained  that 
•autogenous  grafts  were  better  than  hetero- 
geneous and  they  are  easy  to  obtain  from 
tlie  tibia  in  almost  any  .shape  desirable.  It 
takes  Oi'-ly  a fe\A  iminutes  more  time  and  I 
am  sure  will  give  a higher  percentage  of 
cures. 

Prom  a dietary  and  medical  standpoint : — 
the  main  object  is  to  obtain  proper  assimila- 
tion of  those  substances  that  are  conductive 
to  the  formation  of  bo.ne  and  sometimes 
medication  is  beneficial  as  well  as  the  aid 


of  violet  rays  and  diathermy.  Each  in- 
diA’idual  is  studied  carefully  and  put  upon 
a regime  Uiat  seems  best  for  tiiat  particular 
case,  fn'ithe  mam,  we  follow  the  advice  of 
our  internists  and  pediatricians  in  this 
imatter.  \N  e have  made  some  studies  of  cal- 
cium, phosphorous  and  the  chemistry  of  the 
blood,  and  the  iiiacroscopical  and  micro- 
scopical findings  in  the  bone.  Er.  (Jharles 
JStockard  has  kindly  consented  to  take  charge 
of  the  scientific  investigation  and  we  will 
endeavor  to  see  if  some  light  cannot  be 
thrown  upon  both  how  to  form  bone  in  in- 
dividual cases  and  also  how  to  jirevent  bone 
from  forming  in  others  where  we  wish  to  do 
arthroplasties.  There  is  but  little  to  offer 
at  this  time  and  we  ivill  defer  making  any 
statement  until  a later  date.  We  realize 
that  the  whole  field  has  not  been  covered  even 
from  a standpoint  of  showing  all  types  of 
oaises,  as  there  are  numerous  other  phases 
that  have  not  been  touched  upon  in  this 
paper  but  we  offer  you  the  cases  for  consid- 
eration in  order  to  stimulate  thought  along 
this  line.  W e haA'e  refrained  from  criticising 
methods  of  procedure;  but  will  date  that 
\\  itiiout  removing  the  fibrosed  eburnated 
bone  that  so  often  obtains  and  sometimes  is 
as  much  as  three-quarters  of  an  inch  thick 
on  both  the  proximal  and  the  distal  frag- 
ments and  in  which  there  arc  no  living  bone 
cells,  that  we  have  been  unable  to  obtain 
union  and  no  method  of  procedure  has  been 
successful  without  preparing  the  operative 
field  by  removal  of  this  fibrosL.il  1-one. 

The  Bone-Forming  Dietary 
Cialcifying  dietaries  accelerate  bone  re- 
pair. They  consist  of  maintenance  diets 
reinforced  by  nutrients  that  increase  the 
assimibility  of  calcium  and  phosphate  salts 
as  well  as  their  rate  of  precipitation  from  the 
blood  into  the  bone  structure.  Metabolic 
studies  have  shown  that  the  skeletal  striie- 


Figure  6.  Postoperative  December  1930  showing 
firm  union 
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Figure  7.  'Case  of  ununited  femur 


tures  are  the  first  to  be  called  upon  to  supply 
i bodily  tissues  and  organs  with  calcium  and 
phosphate  salts  in  emergencies.  But  when 
bone,  the  body’s  first  reserve  in  these  salts, 
becomes  itself  involved  it  has  been  demon- 
i strated  that  the  bone-forming  requirements 
' must  be  fullilled  in  the  daily  dietary  in 
order  to  obtain  rapid  repair. 

Newer  knowledge  of  nutrition  has  as  yet 
inadequately  revealed  what  constitutes  a 
so-called  optimum  dietary  for  an  individual, 

. balanced  and  adequate  in  all  nutrients 
necessary  for  optimum  maintenance  of  body 
functions.  Suffice  it  to  .say  that  each  meal 
should  be  vaided  enough  to  include  above 
and  beyond  what  is  considered  a normal 
dietary,  the  following  calcifying  nutrients, 
acidified  luiilk,  10  D cod  liver  oil,  alkaline- 
forming  foods  (fruits  and  vegetable.)  high 
visceral  protein. 

Acid  milk  at  each  meal  is  indispe.  sable  for 
I two  reasons.  First,  milk  furnishes  an  abun- 
dance of  calciuim  and  phosphate  salts  and 
second,  acidification  of  the  milk  with  lactic 
acid,  acetic  acid  or  acidifying  cultures  re- 
duces the  buffer  value  of  milk  and  makes 
the  calcium  and  phosphate  salts  available  for 
absorption  into-  the  blood  circulation. 

Vitamin  D catalyzes  the  absorption  of  cal- 
cium and  phosjdmte  from  the  aliunentary 
tract.  It  in  best  given  i-ein  forced  in  cod 
liver  oil  because  its  vitamin  A content  is  a 
I factor  in  tissue  repair.  It  is  most  ini[)ortant 
to  grade  the  dosage  (A  10  D cod  liver  oil  in 
accordance  with  the  level  of  intake  of  the 
total  calcium  and  phosi)hate  for  the  day  for 
larger  intake  ol  tliese  salts  laapiirt's  a cor- 
' respJonding  dosage  of  \’iostei‘ol.  Tin*  primary 
consideration  is  an  ade(iuat(*  su|)ply  of  cal- 
cium and  phosphate  salts  and  the  secondary 
one  is  an  adequate  dosage  of  Viosterol  in 
cod  livei'  oil.  In  administring  vitamin  D 


it_  is  well  to  differentiate  between  the  effects 
of  \bosterol  and  ultra-violet  light  insofar  as 
bone  repail’  is  concerned.  \Tosterol  increases 
the  gastric  acidity  and  catalyzes  the  absorp- 
tion of  calcium  and  jihosphate  salts  from  the 
gastro-inte.stinal  tract  and  accelerates  the 
precipitation  of  these  salts  out  of  the  blood 
system  into  the  bone  structure.  But  ultra- 
violet irradiation,  particularly  from  the  mer- 
( nry  vapor  lamp  acc(‘lerates  precipitation  of 
the  salts  from  the  blood  more  than  it  does 
in  affe;ting  the  absorption  of  these  salts  from 
the  alimentary  tract.  Both  Viosterol  and 
ultra-violet  iprcduce  the  same  changes  but 
differentially  ultra-violet  is  to  be  favored  in 
bone  repair. 

Alkaline-fonming  foods  such  as  milk,  fruits 
and  vegetables  favour  bone  repair;  whereas 
acid-forming  foods  such  as  meats  and  cereal 
retard  bone  formation.  Therefore,  it  is  in- 
dispensable for  each  meal  to  be  not  only  bal- 
anced adequately  but  aslo  to  l)e  ])reponderant 
in  fruits  and  vegetables  so  that  the  body  ash 
may  be  alkaline  forming,  a condition  tiiat 
makes  possible  more  rapid  bone  precipitation. 

Visceral  proteins  are  most  effective  in  tis- 
sue repair.  They  are  particulai’ly  indicated 
in  bone  healing  because  fibrous  tissue  forma- 
tion is  increased  by  ingestion  of  a high 
protein  intake.  Visceral  ])rotcins  have  the 
highest  biologic  value  of  ])rcteins  because 
they  contain  in  balance  the  amino  acids  that 
are  essential  for  tissue  reivair  as  well  as  the 


F'ig’ure  8.  Postoperative  ununited  fractured 
neck  of  femur 
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Figure  9.  Fracture,  both  femurs,  for  correction 
of  deformity 

substances  that  stimulate  blood  and  tissue 
constituents. 

Bone-forming  Dietary — Morning : Fruit ; 

Mead ’s  cereal ; eggs ; lactic  acid  milk. 

Noon : Two  cooked  green  vegetables ; two 

raw  vegetables ; liver,  kidney,  heart,  sweet- 
breads or  brain ; bone  marrow  on  potato  or 
brown  rice,  fruit. 

Night:  Two  cooked  vegetables;  two  raw 

vegetables ; lactic  acid  milk ; fruit. 

DISCUSSION 

Mischa  Casper:  From  the  pictures  of  one  of 

the  cases  reported  by  Dr.  Sneed,  it  looks  to  me 
like  this  patient  has  some  kind  of  glandular 
disturbance.  I would  like  to  ask  if  any  meta- 
bolic and  pituitary  tests  were  made  on  this 
patient.  This  may  have  nothing  to  do  with 
un-united  fractures;  but  I have  had  a few  cases 
in  which  I thought  glandular  dysfunction  played 
a very  important  part  in  the  non-union  of 
fractures. 

Another  thing,  of  which  Dr.  Sneed  may  not 
be  aware,  we  have  an  abundant  supply  of  lime 
water  all  over  the  state  of  Kentucky,  springs 
and  wells  heavily  laden  with  lime.  This,  I be- 
lieve, is  one  of  the  reasons  for  our  having  less 
un-united  fractures  in  this  section  of  the  country, 
and  is  one  of  the  reasons  for  Dr.  Hendon’s 
splendid  results  in  so  many  cases  of  bone  work. 

G.  A.  Hendon:  I am  very  grateful,  as  I know 

everyone  of  us  are,  to  Drs.  Sneed  and  King,  hav- 
ing come  all  the  way  down  here  from  New  York 
to  give  us  this  evening  of  entertainment  and 
instruction.  I am,  also,  grateful  to  Dr.  Sneed 
for  his  kind  words  and  the  distinction  of  having 
him  mention  my  name  in  connection  with  the 
work  of  non-union. 

One  of  the  phenomenas  which  I have  noticed 
constantly  in  the  non-union  of  bone  that  I 
would  like  to  have  Dr.  Sneed  discuss,  is  the 
following: 
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I am  unable  to  explain  it  and  I hope  either 
Dr.  Sneed  or  some  member  of  the  Society  will 
enlighten  me  on  this  subject.  To  illustrate  my 
point,  I will  exhibit  four  films,  illustrating  two 
cases;  and  to  save  time,  I shall  only  show  the 
antero-posterior  views,  although  I have  the 
lateral  views  if  anyone  cares  particularly  to  see 
them.  (Films  exhibited) . It  i's  a non-union 
fracture  of  the  middle-third  of  the  femur  in  a 
girl  18  years  old.  It  was  nine  weeks  from  the 
time  the  fracture  occurred  until  she  came  into 
my  hands.  The  patient  had  had  a Lane’s  plate 
and  a plaster  spica  put  on  elsewhere.  The 
wound  had  become  infected,  and  the  plate  was 
removed,  so  was  the  spica.  When  she  came  to 
me  she  not  only  had  non-union,  but  a discharg- 
ing sinus  from  the  site  of  fracture.  It  can  be 
seen  by  the  film  that  the  bones  were  undergoing 
a process  of  sceptic  necrosis  by  the  gnawed-out 
appearance  of  the  fragments.  There  is  no  sign 
of  callus,  although  it  had  been  nine  weeks  since 
the  injury.  In  contrast  I exhibit  a film  taken 
three  weeks  after  I put  in  a key  and  an  abun-  i 

dance  of  callus  can  be  easily  seen  in  the  film.  j 

It  is  interesting  to  note  in  all  casesi  that  there  t 
is  an  excess  of  callus  on  the  concave  side  of  the  i 
bone  and  (very  little  on  the  convex  side.  The 
point  upon  which  I am  seeking  information,  is 
why  no  callus  ever  formed  before  the  bone  key 
was  used.  ^ 

Now  the  other  case  is  one  of  non-union  in  i 
the  middle-third  of  the  femur  that  had  existed 
three  years  and  ten  months.  This  patient  had  ■ 
had  three  operations,  and  had  spent  twelve 
months  in  plaster-of-Paris.  I show  you  this  film 
which  presents  an  artificial  ball  and  socket  joint 
in  the  middle  of  the  thigh.  No  callus  can  be 
seen.  The  next  film  is  one  made  three  weeks 
after  the  introduction  of  the  key,  which  shows 
ample  supply  of  callus;  the  patient  was  able 
to  get  up  and  walk  on  crutches  at  the  end  of 
four  weeks,  and  has  since  secured  firm  union. 

We  have  done  eighteen  non-union  cases  and 
our  periods  of  non-union  vary  from  three 
months,  to  nearly  four  years.  We  have  also  done 
forty-four  cases  of  fracture®  of  the  hip.  In  three 
of  these  there  had  been  non-union.  One  four 
months,  one  seven  months  and  one  twelve  months 
with  prompt  recovery  in  a.l.  In  operating  by 
this  method  on  fractured  hips,  the  key  can  be 
inserted,  patient  placed  in  bed  without  im- 
mobilization and  may  assume  any  position  that 
is  compatible  with  their  comfort.  All  that  i®  re- 
quired is  ordinary  courtesies  of  invalidism.  In 
three  weeks  they  may  be  allowed  to  sit  up  in  a 
chair.  , 

I cannot  see  the  justification  of  plaster-of- 
Paris,  and  immobilization,  when  it  is  possible 
to  do  with  my  method  in  three  weeks,  what  it 
takes  three  months  to  do  by  the  methods  com-  ji 
monly  in  vogue.  |j 

W.  Barnett  Owen:  I have  listened  to  the  A 
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papers  of  Doctors  Sneed  and  King,  with  a 
great  deal  of  interest.  I have  Known  Dr.  Sneed 
personally  for  a number  of  years  and  have  had 
the  opportunity  of  seeing  some  of  his  work, 
which  I can  commend  most  highly.  Some  of  the 
fractures  which  he  has  presenteu  to  us  for  con- 
sideration, are  classed  as  the  most  difficult  types 
of  fractures  which  we  encounter.  Will  illustrate 
further  some  cases  of  i nunited  fractures,  which 
we  have  encountered,  by  lantern  slide  illustra- 
tions of  x-ray  films  made  before  and  after 
operation. 

The  first  case  sustained  -v  fracture  of  the 
numerus,  several  years  ago,  about  6 inches  be- 
low the  shoulder,  had  had  five  subsequent  op- 
erations before  he  consulted  us;  the  first  opera- 
tion consisted  of  an  intramedullary  beef  bone 
peg,  remains  of  which  can  easily  (be  seen  in  the 
proximal  end  of  the  numerus.  There  has  never 
been  any  union  following  any  of  the  operations 
and  there  is  no  attempt  at  healing,  as  there  has 
been  no  callus  formation.  The  last  operation 
was  performed  by  us  three  years  ago  which 
consisted  of  excision  of  the  distal  ana  of  the 
proximal  fragment  and  the  proximal  end  of  the 
distal  fragment  of  the  humerus.  The  medullary 
canal  of  the  bone  was  thoroughly  opened,  the 
ends  of  the  broken  fragments  were  approxi- 
mated, the  periosteum  split  and  dissected  down 
the  shaft  on  the  outer  side,  large  on-lay  gi’aft 
applied,  as  shown  by  the  slides;  also  photograph 
of  the  man  holding  nis  arm  away  from  his  body 
without  support  after  the  operation,  which  fol- 
lows the  one  beforehand  showing  a decided 
acute  bend  at  the  point  of  non-union.  This,  and 
the  other  cases  that  will  follow,  illustrate  that 
it  is  possible  that  if  these  fractures  had  (been 
treated  by  external  fixation,  without  open  opera- 
tion, there  is  a possibility  of  union  having  taken 
place.  Ninety-five  per  cent  of  non-unions  which 
we  have  had  in  the  past  few  years,  have  had 
primary  radical  open  operation,  immediately 
following  the  fracture.  We  have  only  had  one 
case  of  non-union  of  the  humerus  which  had 
not  had  some  form  of  internal  fixation  by  open 
operation. 

The  second  point  which  I would  like  to  em- 
phasize is  the  fact  that  in  the  cases  which  have 
had  one  or  more  operations  performed  for  non- 
union previously,  and  have  had  the  massive 
on-lay  igraft  done  in  the  way  illustrated  by  the 
lantern  slides  of  these  cases,  is  positive  proof 
to  us  that  this  offers  the  greatest  percentage 
of  results  in  non-union  cases  of  any  other 
method  with  which  we  are  familiar. 

Frank  P.  Strickler;  I have  no  lantern  slides 
to  show  and  will  not  take  up'  much  time.  I 
believe  that  we  will  all  admit  that  the  final 
chapter  on  the  various  phases  of  bone  reproduc- 
tion has  not  been  written  as  yet.  Bear  in  mind 
that  we  have  had  two  phases  of  the  su'bject 
spoken  on  this  evening.  Dr.  Owen  has  spoken 
on  the  routine  treatment  of  non-infected  cases. 


Dr.  Hendon  has  spoken  on  the  treatment  of  in- 
fected cases  which  to  say  the  least,  is  a radical 
departure  from  the  present  teachings.  However, 
he  has  obtained  results  and  that  cannot  be 
denied.  I feel  that  the  beef  bone  graft  put 
into  infected  cases,  acts  very  much  as  a foreign 
body  or  sequestrum,  that  it  stimulates  the  growth 
of  new  bone,  thereby  producing  a union. 

There  is  one  question  I would  like  to  ask  Dr. 
Owen  about  the  lantern  slides  of  his  massive 
onlay  bone  grafts.  Why  is  it  in  his  cases,  that 
in  spite  of  the  massive  onlay  graft,  he  has  no 
union  at  the  sight  of  the  fracture?  I mean  no 
new  bone  growth  betweeen  the  proximal  and 
distal  ends  of  the  original  fracture.  The  massive 
onlay  ibone  graft  seems  to  have  bridged  the 
fracture  but  not  to  have  caused  a union  at  the 
sight  of  the  fracture.  There  must  be  some  rea- 
son for  this  and  I am  wondering  what  it  is. 

I.  A.  Arnold: . There  has  been  quite  a good 
deal  said  tonight  both  by  the  essayist  and  the 
discussions  as  to  the  cause  of  non-union  in  frac- 
tures. I (believe  that  we  can  divide  the  cases 
of  non-union  into  three  classes — (1)  systemic; 
(2)  anatomical;  (3)  poor  reduction  and  incom- 
plete immobilization.  As  to  non-union  in  the 
flat  bones  and  the  round  bones  I have  found 
that  union  takes  place  readily  if  the  fragments 
are  approximated  properly  and  maintained  in 
that  position  a sufficient  length  of  time.  The 
most  frequent  places  of  non-union  in  fractures 
are  in  the  humerus  just  below  the  insertion  of 
the  deltoid  and  in  the  lower  part  of  the  middle 
third  ' of  the  femur,  where  the  bone  in  both 
places  is  compact  and  the  nourishment  is  poor. 
A little  motion  at  the  site  of  the  fracture,  as 
was  foi'inerly  recommended  by  some  excellent 
men,  I think,  is  erroneous.  The  immobilization 
must  be  absolute,  as  the  slightest  motion  at  the 
site  of  fracture  breaks  up  the  newly  formed  os- 
seous cells  and  fibrous  union  takes  place.  This 
accounts  for  the  excellent  results  in  beef  bone 
pegs  when  properly  applied,  not  that  it  stimulates 
osteogeneses  but  maintains  the  fractured  parts 
completely  immobilized  at  the  site  of  fracture 
and,  where  there  is  considerable  loss  of  osseous 
tissue,  prevents  the  periosteum  from  tucking 
in  over  the  ends  of  the  fractured  fragments 
which  invariably  will  cause  fibrous  union  by  seal- 
ing up  the  ends  of  the  bones.  Systemic  diseases 
such  as  typhoid  fever  or  any  diseases  which 
lower  the  vitality  of  the  individual  necessarily 
interfere  with  osseous  regeneration;  but  I have 
not  found  that  syphilis  materially  interferes  with 
union  although  the  osseous  tissue  is  (bulky,  soft 
and  breaks  easily. 

W.  L.  Sneed,  (In  closing)  : Several  of  the 

cases  shown  were  of  the  endocrine  type.  We 
have  been  investigating  this  subject  for  sev- 
eral years  and  are  cari’ying  on  some  experimental 
work  at  this  time.  Dr.  Charles  Stockard  of 
Cornell  has  kindly  consented  to  aid  us  in  this 
investigation. 
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In  all  of  the  cases  shown  there  were  thorough 
physical  examinations  and  chemical  and  other 
examinations  of  the  blood.  I have  very  little 
to  say  about  this  now.  We  began  using  a special 
bone-forming  diet  about  three  years  ago  and 
consider  it  of  great  value.  Vs'^e  nave  injected 
some  cases  with  calcium  salts  advised  by  Dr. 
Kay  Murray  of  the  College  of  Physicians  and 
Surgeons  and  consider  it  of  value. 

In  regard  to  Doctor  Hendon’s  cases  of  putting 
bone  keys  into  infected  cases,  arvtliing  I might 
have  to  say  would  not  be  based  upon  ( xperience. 
There  is  one  condition  that  the  bone  key  meets, 
and  that  is  proper  alinement  and  immoibilization, 
which  is  very  essential.  The  operation  with 
immobilization  and  fixation  obviously  stimulates 
bone  repair.  Phemister  of  Chicago  uses  onlay 
grafts  in  all  cases.  We  try  to  select  our  cases 
carefully  and  do  the  operation  that  seems  best 
fitted  to  the  particular  individual.  Care  should 
be  taken  in  all  cases  not  to  interfere  with  the 
circulation.  Physiotherapy  and  careful  post- 
operative care  are  essential  if  we  expect  to  get 
the  highest  percentage  of  results. 

We  have  been  using  autogenous  grafts  entire- 
ly, but  after  observing  Doctor  Hendon’s  cases  I 
intend  to  use  the  bone  key  in  selected  cases. 

The  question  is  often  asked  as  to  whether 
bone  transplanted,  lives.  To  substantiate  that, 
even  a whole  bone  may  live  when  completely 
removed  from  the  body.  I reported  a case  in 
1919  of  an  astragalus  that  was  completely  dis- 
located. When  the  skin  was  incised  it  was 
found  to  have  no  attachment  whatsoever.  There 
was  a fracture  of  the  external  malleolus  also. 
It  was  completely  removed,  pul  back  m position, 
and  a deformity  of  the  foot  reduced.  The  pa- 
tient was  operated  upon  September  20,  1920. 
The  circulation  of  the  astragalus  was  investi- 
gated and  we  thought  that  we  were  the  first  to 
work  out  the  circulation  of  the  astragalus,  but 
found  that  a German  used  quicksilver  in  1880. 
I was  criticized  severely  by  numerous  orthopedic 
men  at  one  of  our  meetings  stating  that  the 
bone  w'ould  not  live  but  would  degenerate.  The 
patient  was  seen  a few  months  ago  and  is  still 
walking  upon  that  foot  as  well  as  a normal 
foot. 

Doctor  Owen  asked  the  question  in  regard  to 
the  Brackett  operation  and  how  the  operation  I 
performed  upon  the  hip  differed  from  Brackett’s 
and  Whitman’s  operation  for  un-united  fractures 
of  the  neck  of  the  femur.  Brackett  freshened 
the  surfaces  and  put  raw  surfaces  together,  the 
neck  and  the  head.  Whitman  takes  the  head  of 
the  femur  out  entirely.  In  our  cases  where  the 
cartilage  of  the  head  of  the  femur  was  intact, 
we  reamed  out  the  head  and  forced  the  stump 
of  the  neck  and  trochanter  into  the  reamed  out 
head  of  the  femur.  The  reamed  out  head  of  the 
femur  unites  to  the  neck  and  comes  nearer, 
making  a normal  joint  that  can  not  be  made  in 
any  other  way,  as  we  have  two  cartilaginous 


surfaces  opposing  and  preventing  as  nearly  as 
possible  arthritic  changes.  We  also  noted  after 
Whitman’s  operation  that  there  was  a tendency 
to  adduction  and  flexion  deformity.  For  this 
leason  we  have  lengthened  the  iliopsoas  muscle. 
In  this  way  we  can  easily  obtain  abduction  and, 
as  there  is  vei’y  little  tendency  to  flexion  de- 
formity, in  many  of  the  cases  shown  by  Dr. 
Owen,  the  bony  structure  was  apparently 
normal  and  it  was  easy  to  obtain  good 
results.  In  doing  operations  as  advised  by 
Doctor  Hendon  I shall  use  a little  more  im- 
mobilization than  he  does,  and  shall  protect 
them  later  by  braces  until  firm  union  is 
obtained. 

In  the  upper  end  of  the  humerus  fractures 
of  the  cervical  neck  or  anatomical  neck  with  dis^ 
placements,  we  have  used  the  long  head  of  the 
biceps  as  advised  by  Doctor  Nicola  for  recurrent 
dislocations  of  the  shoulder. 

Summai-y:  Carefully  select  the  operation  for 

the  part  and  patient  that  seems  best  fitted  in  that 
particular  individual  and  case.  Take  care  of 
your  circulation,  alinement,  and  mobilization 
with  stimulation  by  diet  and  physiotherapy 
until  union  has  occurred. 

Incidence  of  Myocardial  Infarction. In  1,000 

unselected  consecutive  postmoi’tem  examinations 
more  or  less  localized  myocardial  infarction 
was  recognized  grossly  by  Barnes  and  Ball  in 
forty-nine  subjects  (4.9  per  cent).  Of  685  of 
these  subjects,  40  years  of  age  or  more,  myo- 
cardial infarction  was  observed  in  forty-seven 
(6.86  per  cent).  A majority  of  the  subjects 
who  had  sustained  myocardial  infarction  had  had 
associated  hypertension,  as  judged  by  the  car- 
diac weights  and  the  records  of  blood  pressure. 
Notable  preponderance  of  arteriosclerosis  in  the 
left  coronary  artery  over  that  found  in  the  right 
was  not  observed  in  the  hearts  in  which  evidence 
of  infarction  was  found.  Gross  myocardial  in- 
farction resulting'  from  coronai’y  occlusion  was 
practically  confined  to  the  left  ventricle.  Myo- 
cardial infarction  was  observed  in  the  posterior 
basal  portion  of  the  left  ventricle  in  twenty-four 
instances  as  compared  with  twenty-eight  in- 
stances in  which  it  involved  tlie  apex  and  an- 
terior portion.  More  careful  pathologic  study 
of  the  posteiior  basal  portion  of  the  left  ven- 
tricle is  urged  in  order  that  infarctions  in  that 
region  be  not  overlooked.  In  twenty-eight  in- 
stances infarction  occurred  in  the  region  sup- 
plied by  the  anterior  descending  branch  of  the 
left  coronary  arteiy,  as  compared  with  twenty 
instances  in  which  It  occurred  in  the  region  of 
the  left  ventricle  supplied  by  the  right  coronary 
artery. 
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TKEATMLxNT  OE  BKAIN  ABSCESS* 
Joseph  E.  J.  King,  M.  L). 

Of  the  Neuro-Surg'ical  Department,  of  Belle- 
vue Hospital,  New  York  City. 

Although  this  paper  has  to  do  with  the 
subject  oi  the  treatment  of  brain  abscess,  it 
IS  well  to  state  .that  differentiation  imust 
be  made  between  a brain  abscess  and  an 
epidural  abscess,  or  a reaccumulation  of 
pus  111  an  operative  site  associated  with  a 
mastoid,  frontal  sinus,  or  any  of  the  acces- 
sory sinuses.  This  is  not  always  an  ea.sy 
distinction  to  make. 

Without  going  into  the  suliject  of  differ- 
ential diagnosis  at  this  time,  1 wish  to  advise 
that  any  intracranial  procedure  which  might 
be  done  for  the  localization  and  drainage  of 
a brain  abscess  be  deferred  until  the  asso- 
ciated area  in  question,  for  exauiiple,  the 
mastoid',  frontal  sinus,  ethmoids,  or  sphenoids, 
be  eliminated  as  a possibility  of  jirovoking 
the  signs  and  symptoms  which  might  simulate 
an  intracranial  lesion.  Recognition  of  this 
fact  has  prevented  an  otherwise  useless  and 
possibly  dangerous  jirocedure,  while  failure 
to  recognize  this  fact  has  resulted  in  a 
reversal  of  procedure,  exploring  for  an  intra- 
cranial lesion  which  did  not  exist,  and  later 
followed  by  eradication  of  the  extra-dural 
lesion  itself,  with  recovery  of  the  patieiJ. 

Type  of  Abscess 

Furtheimore,  in  discussing  the  treatment 
of  brain  abscess  it  is  well  to  define  the  type 
of  abscess  with  which  one  tias  to  deal.  In 
this  paper  discussion  of  multiple  metastatic 
abscesses  associated  with  systemic  infection 
will  be  eliniinated.  Abso  massive  septic  en- 
cephalitis associated  with  a high  elevation  of 
temperature,  and  a possible  or  probable  asso- 
ciated, meningitis  is  likewise  eliminated  for 
■the  reason  that  these  cases,  in  my  opinion, 
should  not  be  operated  upon,  but  operation 
should  be  deferred  until  t'he  acute  symptoups 
abate.  It  is  believed  that  operation  in  the 
majority  of  such  cases  will  have  a fatal  ter- 
mination. Although  in  these  cases  which 
])resent  a picture  of  severe  gravity,  and  in 
which  pressure  is  brought  to  bear  upon  the 
surgeon  by  members  of  the  family  and  the 
family  physician  to  give  relief  by  operative 
procedure,  it  is  advised  that  such  a procedure 
l)e  deferred  until  the  severe  symptoms  have 
abated  and  a certain  degree  of  chronieity  has 
become  established.  Therefore,  the  groupi  of 
cases  to  be  considered  in  this  paper  is  for  the 
most  part  that  of  the  chronic,  well-defined 
sub-cortical,  single  abscess  resulting  from  an 
extension  of  infection  from  the  accessory 
sinuses.  This  abscess  may  be  of  long  stand- 

*Read before  the  Jefferson  County  Medical  Society, 
February  15,  1932. 


ing  and  produce  symptoms  only  as  a result 
of  exacerbation  of  an  infection  in  the  abscess 
itself,  if  this  be  the  case,  it  will  be  encap- 
sulated with  a rather  dense  capsule.  How- 
ever, in  other  instances  of  rather  long  stand- 
ing there  may  be  practically  no  capsule 
present,  or  if  one  is  present,  it  may  be  quite 
thin  and  not  well  defined.  Whether  these 
be  of  long  standing  or  not  they  may  produce 
rather  similar  symptoms,  i.  e.  those  from  eom- 
pre.ssion  involvement  of  the  motor  area  by 
extension  of  the  abscess  itself,  or  the  sur- 
rounding oedeima,  etc.  but  in  which  the  eleva- 
tion of  temperature  is  not  marked,  being  from 
99.5°E.  to  lUt)°E.  or  lUl^E.  These  are  the 
favorable  types  of  abscess  for  operation 
whether  it  be  frontal,  temporo-sphenoidal,  or 
cerebellar,  the  ones  most  likely  to  give  favor- 
able results,  and  the  ones  which  are  to  be 
considered  in  this  paper.  The  ])Ost-tra luna- 
tic abscess,  which  is  entirely  another  matter, 
should  not  be  included  in  this  subject,  al- 
though the  principles  which  will  be  advised 
will  be  applicable  to  this  type  of  abscess  as 
well. 

In  reporting  one’s  operatic*  results  the 
type  of  abscess  dealt  with  should  be  explained 
so  that  the  statistics  will  be  more  accurate. 

IMethods  op  Procedfre 

One  of  the  first  (and  1 consider  the  most 
important ) contribution  on  this  subject  is 
that  of  MacEwen  in  1893.  In  this  master- 
piece MacEwen  advises  rather  wide  opening 
of  the  abscess  cavity  with  either  removal  of, 
or  turning  back  of  the  peripheral  brain  tis- 
sue so  as  to  allow  of  inspection  and  cleansing 
of  the  abscess  cavity. 

He  states:  “Once  the  opening  in  the  cere- 
bral tissue  has  been  sufficient,  the  sloughs 
are  then  extruded  by  the  intracranial  pres- 
sure and  are  carried  slowly  to  the  surface 
of  the  brain.  It  is  important  to  remove  these 
sloughs  thoroughly  for  if  they  remain  they 
are  apt  to  set  up  fresh  irritation  and  abscesses 
in  other  periphery  bj"  the  infective  matter 
which  impregnates  them  and  which  is  con- 
tained in  their  interstices.  The  retention  of 
such  sloughs  is  one  of  the  most  fruitful 
sources  of  reproduction  of  abscesses  after 
evacuating  the  primary  one,  and  is  also  the 
cause  of  delayed  healing.  The  leaving  of 
cerebral  sloughs  is  as  dangerous  as  not  eradi- 
cating the  primary  source  of  the  infection 
or  the  channels  by  which  it  spreads  to  the 
brain.” 

MacEwen  advised  the  use  of  boraeic,  or 
weak  carbolized  watery  solution.  He  fur- 
ther states:  “After  evacuation  of  an  acute 

abscess,  drainage  tubes  are  (for  the  reasons 
stated)  of  little  value  provided  the  whole  of 
the  infected  matter  has  been  removed.” 

In  otlnu-  cases  he  advised  the  use  of  an 
absorbable,  decalcified  chicken  bone  drainage 
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tube  which  was  iutrodueed  into  the  abscess 
ravjty  so  that  its  inner  end  projected  just 
within  the  outer  wall  of  the  abscess  cavity, 
and  sutured  the  drain  to  the  scalp.  So  far 
as  J am  able  to  tletemnine,  his  results  are  the 
best  ever  recorded. 

hlagleton  has  advised  the  osteoplastic  flap 
so  that  thorough  inspection  of  the  cortex  can 
be  done.  When  the  abscess  is  localized,  how- 
ever, he  advises  draining  it  with  a tube 
through  a small  incision  in  the  dura.  .Mosher 
and  Cahill  have  advised  the  use  of  the 
iMos'her  wire  gauze  cone  as  a drain,  vvhieh, 
if  1 am  not  mistaken  is  inserted  at  the  most 
dependent  portion  of  the  abscess  cavity.  The 
use  of  this  drain  necessitates  making  a fairly 
large  opening  in  the  skull  so  that  the  drain 
can  be  inserted  into  the  abscess  cavity. 
With  the  collapse  of  the  abscess  cavity  about 
tliis  drain  it  is  believed'  that  the  drain  is 
eventually  extruded  followed  by  somie  degree 
of  herniation  of  the  floor  of  the  abscess. 

Sachs  advdses  the  use  of  a rubber  drainage 
tube.  Bagley  and  Dean  do  the  same.  Dandy 
advocates  in  the  case  of  chroidc  abscess  only, 
ihe  mere  tai)])ing  of  the  abscess  either  once, 
or  two  or  more  times  as  the  occasion  reciuires. 
He  states: 

“A  small  perforated  opening  is  made  in 
the  bone  over  the  aliseess  where  it  appears 
to  be  nearest  the  dura.  A ventricular  needle 
is  introduced  into  the  abscess  through  a tiny 
nick  in  the  dura.  The  needle  is  left  in  place 
until  pus  ceases  to  drip.  The  abscess  is  neither 
aspirated  nor  irrigated  because  of  the  para- 
mount desire  to  avoid  stirring  up  the  infec- 
tion by  either  mechanical  or  chemical  stimuli. 
The  cutaneous  wound  is  tightly  closed.” 

(’oleman  advises  what  he  considers  the 
simplest  method  of  drainage  done  under  local 
anesthesia  through  a trephine  opening  in  the 
skull  and  with  a dural  incision  of  about  an 
inch.  lie  states:  “The  veins  of  the  cortex 
are  avoided  and  a search  made  for  the  abscess 
by  a.  larg-e  ventricular  needle  over  wdiich  a 
canula  is  placed.  The  abscess  cavity  is  gen- 
erally recognized  with  very  little  difficulty, 
'because  it  imparts  to  the  palpating  needle, 
in  most  cases,  a very  definite  sense  of  resist- 
ance. If  the  direction  of  the  needle  should  be 
oblique,  when  the  abscess  capsiale  is  encoun- 
tered, an  effort  is  made  to  approach  the 
abscess  more  directly  by  a second  trephine 
opening.  W^hen  the  point  is  discovered  where 
the  abscess  lies  nearest  to  the  skull  (and  it 
may  require  two  or  three  trephine  openings 
to  determine  this),  a ventricular  needle  is 
in.serted  into  the  abscess  cavity,  and  the  pus 
is  caught  by  a suction  apparatus  as  rapidly 
as  it  appear  in  the  needle.  After  a slight 
reduction  in  the  tension  of  the  abscess  by 
withdrawal  of  pus,  a small  soft  rubber 
catheter  is  inserted  through  the  track  of  the 


needle  into  the  abscess  cavity.  The  flow  of 
pus  through  the  catheter  is  the  test  of  a 
])roperly  placed  drain.  If  difficulty  is  experi- 
enced in  placing  the  catheter  in  the  abscess 
cavity,  the  needle  is  again  inserted  and  as 
much  plus  as  possible  removed,  though  aspira- 
tion is  not  practiced.  The  wound  is  then 
closed,  and  in  about  a week  the  abscess|  is 
again  tapped  and  a second  effort  made  to 
insert  a catheter.  This  may  have  to  be  re- 
peated several  times  before  the  catheter  is 
satisfactorily  pllaiced.  If  the  abscess  is 
reached  at  a considerable  depth,  say  4 to  5 
cm.,  the  canula  is  sometimes  pushed  over 
the  needle  into  the  abscess  cavity  and  allowed 
to  act  as  a drain.  A soft  rubber  catheter, 
once  properly  placed,  should’  be  allowed  to 
remain  until  extruded  by  healing  of  the 
abscess.” 

He  reports  that  ‘‘fairly  satisfactory  results 
have  been  obtained”  in  his  series  of  twenty- 
sijs.  cases  of  sub-cortical  abscess.  He  states 
further,  'however:  ‘‘We  have  not  been  wdlling 
to  discard  the  drainage  tube  in  every  case.” 
1 believe  that  the  Coleman  procedure  in  deal- 
ing with  cases  of  deep-seated  abscess  is  to  be 
preferred  to  any  other  with  which  I am 
acquainted.  Although  1 have  had  no  personal 
experience  with  the  simple  tapping  proce- 
dure used  by  Dandy,  it  seems  to  me  to  be 
logical  to  assume  that  wheif  an  opening  is 
made  into  the  abscess  cavity  'through  its 
capsule,  there  is  likely  to  be  leakage  of  pus 
through  this  opening  into  the  surrounding 
brain  tissue  and  a secondary  encephalitis,  or 
abscess,  might  ensue.  This  probably  would 
hold  true  in  those  cases  in  which  repeated 
unsuccessful  attempts  are  made  to  insert  a 
rubber  catheter  into  the  cavity. 

In  'any  type  of  operation  in  which  a re- 
sidual abscess  wall  or  drainage  tube  tract 
remains,  there  is  at  least  a possibility,  even 
a probability  of  this  residue  acting  as  a 
focus  of  latent  infection  which  may  give 
re-percussions  at  a later  date.  Recoveries 
have  followed  the  use  of  any  and  all  pfroce- 
dures  which  have  been  devised  for  the  treat- 
ment of  brain  abscess,  and  I am  thoroughly 
convinced  that  one  .should  use  that  procedure 
which  in  his  hands  has  given  the  best  results. 

In  papers  read  by  me  in  1924  and  1925, 
and  in  discussion  of  the  Symposium  on  Brain 
Abscess  at  the  Annual  Meeting  of  the  Amer- 
ican Academy  of  Ophthalmolog  ' and  Oto- 
Laryn'gology  in  1929  I have  recommended 
an  operation  which  provides  for  a rather 
wide  opening  into  the  abscess  cavity,  and 
which  allows  a full  inspection  and  cleansing 
of  the  inside  of  the  cavity.  Relief  from  the 
marked  intracranial  pressure  and  eradication 
of  the  abscess  cavity  are  due  to  'herniation  of 
the  cavity  from  wd'thin  the  intracranial  space. 
Progressive  healing  of  the  wound  continues 
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after  formation  of  the  hernia  eerebri  with 
proper  Dakiimzation,  and  the  hernia  gradually 
subsides  leaving  a non-hair- bearing  sear  which 
IS  readily  removed  by  a minor  piasne  opera- 
tion unuer  local  anestaesia.  Tnis  procedure 
has  been  applicable  to  abscesses  or  various 
sizes  (although  none  ot  them  were  small;, 
and  is  applicable  for  any  auscess  whose  outer 
wall  approaches  to  within  about  2 or  '6^/2  cm. 
loi  tiie  sKuli  except  tuose  situated  at  the  base 
and  quite  distant  from  the  periphery  where 
no  opportunity  affords  itself  for  herniation. 
This  procedure  is  mot  confined  to  small 
abscesses  located  on  or  very  near  the  surface 
of  the  brain,  as  has  been  believed  by  some  no 
doubt  as  a result  of  two  or  three  sketches 
which  appeared  in  my  original  article.  These 
indicated  that  the  abscess  was  located  more 
superficial  than  was  intended. 

At  the  meeting  of  the  Academy  in  11)29  i 
proposed  the  use  of  silver  wire  liaskets  in 
certain  cases  in  which  one,  after  careful  in- 
spection, feels  fairly  certain  that  no  other 
extension  of  the  abscess,  or  a secondary 
abscess,  exists.  This  wire  basket,  which  is 
made  in  two  different  lengths  and  three  sizes 
has  as  its  advantages,  the  following ; 

1.  It  prevents  the  collapse  of  the  abscess 
cavity  after  evacuation,  with  a possible  re- 
formation of  a secondary  abscess. 

2.  It  allows  of  proper  dakinization  of  the 
interior  of  the  cavity. 

3.  It  serves  to  “conduct”  the  abscess 
cavity  slowly  out  of  the  intracranial  cavity 
to  the  periphery. 

4.  It  prevents  over-heimiatioii,  and  short- 
ens the  period  of  wound  healing. 

It  is  preferred  that  the  abscess  cavity,  if 
no  leakeage  has  occurred  at  the  time  of  the 
original  operation,  be  widely  lOpened  by  re- 
moval of  its  most  presemting  portion  24  hours 
after  it  has  been  exposed.  This  allows  for 
the  cortex  of  the  brain  beneath  the  dura  sur- 
rounding the  opening  in  the  bone  to  become 
fixed  to  the  dura  and  thus  prevents  spreading 
of  infection  into  the  sub-dural  space.  After 
the  abscess  has  been  opened  witli  tlie  electro- 
surgical  knife  and  the  contents  have  been 
removed,  and  the  interior  of  the  cavity  thor- 
oughly inspected,  the  basket  is  inserted  and 
fixed  preferably  to  the  outer  table  of  the 
skull  with  silver  wdre  which  is  twisted  short 
so  that  the  top  of  the  basket  reaches  just  be- 
yond the  surface  of  the  pericramium.  Over 
an  interval  of  two  weeks  the  silver  wires  are 
untwisted  and  then  again  twisted  so  as  to 
leave  that  portion  of  the  wire  which  fixes  the 
basket  to  the  skull  longer  than  at  each  pre- 
ceding time,  which  allows  gradual,  slow,  and 
controlled  herniation  of  the  cavity  from  the 
skull.  After]  several  days  the  floor  of  the 
abscess  cavity  has  been  allowed  to  reach  the 
periphery  by  herniation  and  the  basket  is. 


compleieiy  removed,  herniation  cease  s, 
ana  tire  scalp  tlaps  are  sutured  over  tlie 
area.  A small  shoiu  rubuer  drainage  tube  is 
placed  at  ail  angles  of  tlie  incisions,  ana  tUcsc 
are  reinoved  atier  4b  tiours. 

liy  use  01  tlie  basket  over-herniation  can 
be  prevented,  while  at  tlie  same  time  tlie 
Hoped  tor  results,  1.  e.  elimination  or  tlie 
abscess  cavity,  can  be  Ofbtained,  and  the  time 
of  recovery  thus  shortened. 

In  a recent  case  the  silver  wire  basket  was 
successfully  used  in  conducting  a rather  deep 
frontal  lobe  abscess  out  of  tne  intracraniaf 
cavity  which  probably  could  not  have  been 
accomplished  by  any  other  means.  This  abscess 
cavity  was  located  between  the  anterior  por- 
tion of  the  lateral  ventricle  and  the  mesial 
aspect  of  the  frontal  lobe,  and  was  situated 
nearer  the  base  of  the  skull  than  the  vault. 
It  is  believed  that  some  of  the  cases  operated 
upon  by  Mackewen  healed  as  a result  of 
herniation  of  the  floor  of  the  abscess  out- 
ward through  the  defect  in  the  skull,  or  to 
within  a very  short  distance  from  the  bony 
opening.  No  doubt,  herniation  of  the  abscess 
cavity  has  occurred  at  soimetime  in  the  exper- 
ieuice  of  most  operators  for  this  condition  and 
has  been  followed  by  recovery.  It  is  further 
believed  that  in  the  majority  of  cases  in 
which  the  Mosher  drain  is  used,  obliteration 
of  the  abscess  cavity  is  produced  by  heriiia- 
tioii,  but  probably  to  a less  degree  than  has 
been  advocatd  by  me. 

In  conclusion,  I wish  to  reaffirm  the  state- 
ments made  by  me  in  1929,  that  one  sliould 
be  prepared  to  use  whatever  imethod  is  best 
suited  for  the  individual  case ; but  that  in 
all  cases  in  which  it  is  possible,  eradication 
of  the  abscess  cavity  by  herniation  should  be 
done  so  that  a residual  potential  abscess,  or 
recurrence  of  an  abscss  in  the  brain  is  pre- 
vented: 

DISCUSSION 

Mischa  Casper:  I would  like  to  ask  Dr.  King 

why  lit  is  that  he  does  not  use  the  rib  for  his 
plastic  work  instead  of  using  the  tibia,  in  build- 
ing out  this  frontal  ridge.  The  rib  fits  itself 
very  nicely  about  the  edge  because  it  is  of  a 
bony  nature  and  has  a rounded  appearance,  that 
is,  it  maintains  the  contour,  and  you  can  not 
get  this  rounded  appearance  by  the  tibial  graft. 

I have  used  the  rib  a few  times  and  obtained 
veiy  good  results,  as  well  as  that  rounded  ap- 
pearance of  the  forehead  and  over  the  supra- 
orbital region. 

B.  F.  Zimmerman:  I have  been  deeply  inter- 

ested in  Dr.  King’s  paper.  I have  not  done  an 
extensdve  practice  in  this  class  of  work,  but  am 
of  the  opinion  that  Dr.  King’s  results  are  to  be 
attributed  to  the  sound  principles  upon  which 
his  work  is  based.  Those  principles  which  he 
has  emphasized  are: 
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a.  Do  not  operate  for  abscess  in  the  presence 
of  a well  developed  meningitis. 

lb.  The  eradication  of  the  primary  fotus  of 
infection,  such  as  mastoiditis,  frontal  sinusitis, 
lateral  sinus  thrombosis,  etc.  before  operating 
the  abscess. 

c.  Allow  sufficient  time  to  elapse  pre-opera- 
tively  so  that  the  acute  symptoms  may  subside 
and  a protective  v/all  be  formed  around  the 
abscess. 

d.  Adequate  drainage  and  sterilization  of  the 
abscess  cavity. 

I have  had  no  experience  with  Dr.  King’s 
operation.  Most  of  the  cases  that  I have  had 
have  been  treated  like  the  Coleman  operation. 
We  have  had  patients  who  apparently  had  re- 
covered, to  develop  secondary  abscesses,  which 
it  is  believed  were  the  results  of  inadequate 
drainage. 

The  nearest  approach  to  the  operation  de- 
scribed here,  which  I have  performed  on  two 
cases  with  recoveries,  consisted  of  incising  the 
cortex  and  then  in.'itituting  a drain  similar  to 
the  old  Mikulicz’s  drain  for  abdominal  sup- 
purative conditions. 

It  seems  to  me  that  the  wire  basket  has  ad- 
vantages over  the  above  method  and  in  suitable 
cases  it  would  seem  an  e.xcellent  method  to 
secure  adequate  drainage. 

Franklin  Jelsma:  I have  listenetl  to  Dr. 

King’s  jiresentation  with  a great  deal  of  interest. 
I noticed  a previous  article,  published  in  1929, 
at  which  time  he  reported  the  treatment  of  six 
cases  of  bi’ain  abscess  by  the  method  he  has 
desciibed;  his  results  were  quite  favorable.  As 
he  has  stated,  his  procedure  lends  itself  espe- 
cially to  the  treatment  of  chronic  abscesses. 

In  consideration  of  the  general  treatment  of 
brain  abscesses,  it  is  well  to  first  determine  the 
source  of  infection,  the  j)ortal  of  entry  of  the 
organisni,  and  take  active  steps  to  eradicate  any 
jiiimary  inflammat^vry  processes.  If  the  pa- 
tient’s condition  will  ])ermit,  it  seems  prefer- 
able to  delay  any  direct  attack  upon  the  abscess 
until  it  is  well  walled  off.  Most  abscesses,  how- 
evei’,  are  chronic  before  one  has  an  oppordunity 
to  see  the  ])atient. 

Considering  the  abscess  to  be  chronic,  the 
operation  of  choice  is  determined  by  the  pa- 
tient’s condition,  by  the  particular  lobe  the 
abscess  is  located  in,  by  its  depth  in  the  brain, 
and  the  thickness  of  the  inflammatory  wall  sur- 
rounding it.  Using  the  clinical  findings  as  a 
guide,  the  abscess  can  be  aspirated  through  a 
small  bun-  hole,  with  little  danger  of  spreading 
the  infection.  A small  amount  of  air  is  then 
introduced  and  stereograms  taken.  From  these 
stereogia)us,  the  necessary  details,  such  as  the 
depth,  the  extent  and  the  closest  point  of  the 
abscess  to  the  suiface,  can  be  determined.  With 
this  information  at  hand,  the  operation  of  choice 
may  be  made  through  the  most  desirable  region; 
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that  is,  the  place  where  the  abscess  is  closest  to 
the  cortex. 

I wish  to  mention  a method  that  may  be  em- 
ployed in  eiadicating  chronic  abscesses  near  the 
suiface:  Ihrough  a small  opening  rongeured  in 
the  skull,  the  coitex  is  incised  over  the  abscess, 
they  wall  is  grasped  and  incised  and  then  su- 
tuied  to  the  galea.  'I'his  provides  direct  drainage 
and  also  an  avenue  through  whicr.  the  abscess 
wall  can  soon  marsupialize  itself.  ’I'he  simple 
procedure  or  repeated  aspirations  of  the  abscess 
through  a small  opening  in  the  skull,  has  given 
good  results  and  may  be  quite  sufficient  in 
many  cases. 

Regardless  of  the  operative  procedure  adopted, 
one  should  always  be  sure  that  the  sub-arachnoid 
space  is  sealed  off  at  the  site  of  operation,  also 
that  the  ventricular  system  is  not  by  any  chance 
contaminated. 

Dr.  King  has  mentioned  the  utilization  of 
tibial  grafts  to  repair  the  skull  defects.  Various 
substances  have  been  used  in  the  form  of  plates, 
celluloid,  particularly,  has  been  quite  satis- 
factory. 

J.  E.  J,  King,  (in  closing)  : In  a way,  I 

think  1 should  offer  an  apology  for  reading  a 
paper  on  this  subject  before  a mixed  audience 
just  because  I hapi)ened  to  be  interested  in  it. 
I wish  to  thank  your  for  your  attention  in  listen- 
ing to  w'hat  I have  had  to  say,  and  I would  like 
to  quit  here  and  thank  the  gentlemen  who  have 
discussed  my  paper.  However,  I wish  to  say  a 
few  words  in  closing  in  reply  to  iuquiiies  brought 
up  during  the  discussion. 

Regarding  the  rib  graft  of  which  Dr.  Casper 
spoke : I wish  to  say  that  I have  had  no  exper- 

ience with  these  although  they  have  been  used 
a number  of  times.  The  rib  graft  probably  gives 
a good  result.  Just  whethei"  it  unites  firmly 
with  the  skull  or  not  is  not  known.  I use  an 
osteo-pei  losteal  trans])lant  from  the  tibia  and 
have  in  a number  of  cases,  and  found  that  it 
gives  good  results.  Dr.  William  Rogers  and  I 
had  one  case  in  which  this  operation  had  been 
performed  and  the  patient  died  for  some  reason 
not  known,  about  three  years  later,  and  he  was 
seen  by  us  in  the  morgue  at  Bellevue.  Dr.  Charles 
Non  is  removed  the  skull  cap  and  found  that  the 
graft  had  united  firmly  in  position  in  the  de- 
fect, showing  a line  of  union  like  the  bottom  of 
a tomato  can  both  on  the  inside  and  the  outside 
of  the  skull.  All  kinds  of  material  have  been 
used  for  closing  these  defects.  Frazier,  Coleman 
and  I first  used  rather  thin  grafts  from  the 
outer  table  of  the  skull,  but  later  gave  them  up 
for  the  reason  that  it  made  a thin  area  in  the 
skull.  Also  some  of  these  grafts  absorbed  on 
account  of  the  thinness  of  the  bony  portion  of 
the  graft.  I understand  that  Coleman  now 
uses  a perforated  celluloid  i)late  and  reports 
that  he  has  hadi'  good  results.  I have  never 
closed  any  defects  in  the  piesence  of  a retained 
foreign  body.  We  have  never  lost  any  of  the 
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grafts  except  on  account  of  infection,  in  which 
the  defect  was  closed  too  soon  after  an  infected 
wound  had  healed.  In  such  infected  cases  I do 
not  think  a cranioplasty  should  be  done  for  at 
least  a year  or  more  following  healing  of  the 
wound. 

I want  to  thank  Dr.  Zimmeman  for  his  dis- 
cussion. 

Mosher  and  Cahill  prefer  draining  the  abscess 
through  its  most  dependent  portion  by  means  of 
a wire  mesh  cone  called  the  Mosher  drain.  It  is 
believed  that  the  abscess  cavity  tends  to  herniate 
and  closes  around  this  drain,  and  as:  the  drain 
is  removed,  or  after  its  removal,  slight  hernia- 
tion takes  place,  thus  accomplishing  the  same 
effect  which  is  anticipated  in  my  procedure  but 
to  a less  degree. 

Dr.  Jelsma  spoke  about  the  organism  found 
and  the  location  of  the  abscess.  The  organisms 
present  in  the  cases  reported  tonight  were  either 
staphylococcus  or  streptococcus,  there  were  no 
cases  of  pneumococcus.  As  far  .as  the  loca- 
tion of  the  abscess  is  concerned  in  the  use  of 
this  procedure,  I consider  that  i'  makes  but  lit- 
tle difference  provided  herniation  can  be  accom- 
plished. It  goes  without  saying  that  such  a 
procedure  is  not  advised  for  an  abscess  located 
at  or  near  the  base  of  the  brain.  All  of  the 
abscesses  reported  tonight  were  rather  large  and 
extended  to  within  1%  to  3 cm.  of  th,e  surface. 
Coleman  states  that  in  the  procedure  which  he 
uses,  and|  in  all  of  the  rest  with  exception  of 
the  one  which  I described  tonight  or  where  the 
entire  capsule  is  removed,  there  is  a possibility 
of  recurrence.  Coleman  ha.s  reported  some 
very  good  results.  Just  how  long  these  cases 
have  been  followed,  I do  not  know,,  and  whether 
or  not  further  trouble  ensued  is  not  known. 

There  was  one  case  which  we  had  during  the 
army  service  in  which  an  absce.ss  had  supposedly 
healed  by  drainage  with  a tube,  in  which  case 
the  patient  was  up  and  about  and  apparently 
well.  He  was  struck  on  the  head  one  night,  and 
the  next  morning  while  sitting  up  he  fell  back 
unconscious  and  died  in  about  36  hours.  Au- 
topsy revealed  a residual  abscess  cavity  with  a 
very  dense  thick  wall  with  the  exception  of  one 
point  where  it  had  ruptured  into  the  ventricle. 
This  is  the  case  in  which  the  lantern  silde  was 
shown  earlier  in  the  series.  The  prevention  of 
leaving  such  a residual  cavity  in  the  brain  is  an- 
other reason  for  my  use  of  the  procedure  as  de- 
scribed. Dr.  Jelsma  spoke  about  marsupializing 
the  abscess  cavity.  Any  abscess  which  is  mar- 
supialized  eventually  herniates,  or  reforms; 
therefore,  1 prefer  to  control  the  herniation  by 
the  procedure  described  instead  of  leaving  it  to 
chance.  I again  want  to  thank  you. 


SYMPOSIUM:  NEOPLASMS  OF  THE 
URINARY  BLADDER 

DIAGNOSIS  OF  BLADDEK  NEOPLASMS* 
James  R.  Stites,  M.  D. 

Louisville. 

Neopla.sms  in  the  bladder  have  been  the 
.subject  of  mueli  discussion  for  the  past  few 
year.s  and  there  is  still  no  absolute  satisfac- 
tory (method  of  treatment.  These  tumors  are 
rather  frecptent  and  their  early  diagnosis  is 
our  one  hope  for  cure,  as  is  true  of  tumor 
growths  everyAvhere. 

Bladder  tumors  occur  far  more  frequently 
than  tumors  in  :other  portions  of  the  urinary 
tract,  the  ratio  beiiiig  about  five  to  one. 

The  actual  diagnosis  of  tumors  of  the  blad- 
der is  comparatively  simple  since  the  im- 
provciments  in  eystoseopcs  and  other  diag- 
nostic methods,  once  the  iiatient  has  been 
brought  under  observatioi-i ; but  after  the 
diagnosis  is  made  it  is  rather  a difficult 
problem  to  decide  what  is  the  best  method  to 
imrsue  for  cure. 

1 would  like  to  review  briefly  the  more 
important  of  the  clinical  symiitoims  of  blad- 
der neojilasms.  First  ami  foremost,  is,  :of 
course,  liematuria.  It  may  be  either  pain- 
less or  ])ainfiil,  depending:  largely  (bi  the 
severity  of  the  hemorrhage  and  whether  clots 
are  fonmed  ; if  clots  are  formed,  dilliculty  in 
urination  is  iirescnt,  otherwise  the  patient 
may  have  no  semse  of  discomfort.  Of  hema- 
turia, more  will  be  said  later. 

The  second  symptom  is  pain.  1 am  not 
referring  to  the  ■'■ain  that  coimes  from  a tu- 
mor which  has  metastasized  and  [laticnt  is 
already  doomed,  but  to  the  early  cases.  As 
to  whether  or  not  there  is  pain,  dejiciids  upon 
two  things — (1)  where  the  growth  is  located, 
and  (2)  how  much  infiltration  there  is  iffito 
the  bladder  walls  and  adjacent  tissues. 
Tumor  growths  located  around'  the  internal 
sphincter  of  the  bladder,  giNe  rise  to  con- 
siderable ])aii!i  ami  with  it  an  assoidated  ter- 
minal hematuria.  It  must  always  be  re- 
membered that  terminal  hematuria  can  be 
from  a neoplasm  as  well  as  from!  a sev^ere 
posterior  urethritis.  Pain  is  always  present 
in  the  rapid-growing  sessile  growths  which 
occur  on  the  base  and  over  the  trigoiue  of  the 
bladder,  for  they  ar(>  rajiidly  infiltrating 
types  of  growths  and  interfere  with  the  con- 
traction of  the  bladder  musculartnrc, 

1 would'  like  to  say  a few  more  words  in 
r(*gard  to  hematuria.  Tl  is  the  nif)st  impor- 
tant of  all  nrirary  symptoms  and  1 regret 
to  say  tie'  most  m'glected  and  maltreated  of 
all  urinary  sym.Utoms;  and  if  we  art*  to  even 
ho|)e  for  ciin*  of  bladdei'  tumors,  then  at  tin' 
first  sign,  whirh  is  almost  always  bleeding, 
we  should  think  of  neo[)lasms  and  we  should 
not  .sto))  in  our  search  for  the  source  of 

*Rp8d  before  the  Jpffer.son  County  Medical  Society 
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bleeding  until  that  cause  has  been  determined. 
In  a recent  series  of  seventy-three  eases  lof 
tumor  of  the  urkiary  bladder,  the  cardinal 
symptom  was  hematuria  and  the  average 
duration  of  this  symptom  was  three  years ; 
and  1 regret  to  say  that  many  of  these  sev- 
enty-three cases  had  been  seen  far  earlier  by 
their  physician.  Hematuria  is  nature’s  warti- 
ing  to  us  and  if  we  do  not  exert  every  effort, 
then  we  have  not  done  our  part  .to  help 
eliminate  the  greatest  curse  of  mankiind.  If 
it  is  a tumor  growth,  it  can  almost  without 
exception  be  eradicated  hy  a far  simpler 
method  in  its  early  stage. 

By  c.ystoscopy  there  are  several  things  of 
great  importance  to  be  learned  in  our  prog- 
nosis. and  treatment. 

I will  not  attempt  to  classify  bladder  tu- 
mors as  to  their  pathological  makeup,  but 
confine  my  cla.ssification  of  them  simply  tc 
what  they  mean  from  a clinical  standpoint 
as  viewed  through  the  cystoscope. 

It  is  true  that  there  are  many  beinign 
growths  in  the  urinary  bladder,  but  they  must 
all  be  treated  as  potential  malignancies.  1 
shall  make  no  differentiation  of  tumor 
growths  as  to  whether  they  are  benigtn  or 
malignant,  but  will  consider  them  solely  from 
the  standpoint  of  treatment  and  prognosis. 
Uoughly.  they  are  divided  as  follows  : 
(1)  Pedunculated  growths,  which  may  be 
multiple  or  sisigle.  (2)  The  se.ssile  types  of 
g-rowths,  which  in  truth  may  also  be  many 
.small,  ])edunculated  growths  closely  grouped. 

The  small,  pediuicnlated  timiors  are  very 
fi’ecpiently  benign  papillomas  and  their  loca- 
tion and  size  is  the  determining  factor  as  to 
what  method  of  treatment  to  pursue.  This 
tyjie  of  growth,  as  said,  may  be  multiple  or 
single.  If  malignant,  they  are  of  low’-igrade 
but  tend  to  recur  rather  lapidly  and  finally 
undergo  defimite  malignant  changes  which 
lead  to  the  important  point  as  to  what  is  the 
wise  procedure  for  their  absolute  cure  even 
if  they  are  definitely  benign  when  first  seen. 

The  second  type  of  growth,  the  large  ses- 
sile tumor,  is  always  malignant  and  usually 
rapid-*growing.  They  are  usually  found  in  the 
base  of  the  bladder,  often  involving  one  or 
both  ureteral  orifices,  and  the  bladder  neck. 
To  this  type  lof  growdh  should  be  given  our 
most  careful  consideration,  for  the  results  of 
the  variolas  treatments  at  this  time  of  this 
type  of  growth  are  very  unsatisfactory  and 
their  occurrence  is  far  too  common  to  be 
ignored. 

All  true  neoplasms,  especially  tho.se  that 
are  to  be  treated  by  cystoscopic  means,  should 
have  biopsies.  It  is  beyond  the  scope  of  the 
human  imifnd  and  eye  to  say  that  any  growth 
in  the  bladder  is  benign  or  is  malignant, 
when  viewed  through  a cystoscope,  and  there 
is  no  way  except  by  careful  microscopical 


section  of  all  the  pieces  removed  for  biopsy 
that  we  can  best  advise  our  patients  as  to 
treatment,  for  the  safest  and  surest  way  for 
their  recovery,  even  thoug'h  it  be  radical.  In 
the  large,  sessile  growths  where  open  opera- 
tions of  one  .kind'  or  amother  are  to  be  em- 
ployed, no  preliminary  biopsy  is  necessary 
exceiit  that  it  would  be  of  tremendous  aid 
to  the  surgeon  should  he  know  the  type  of 
growth  he  is  to  handle  before  surgical  treat- 
ment is  attempted.  In  the  larger  growths, 
pieces  should  l)e  removed  from  different  por- 
tions of  the  tumor,  for  it  has  been  definitely 
shown  that  a neoplasm  may  present  one  type 
of  growth  in  one  portion  and  be  malignant, 
yet  a section  from  a distant  jiortion  of  the 
growth  will  be  entirely  benign.  This  has  letl 
to  the  belief  that  these  growths  are  sometimes 
many  small,  pedunculated'  growths  closely 
limkecl. 

There  is  another  t.ype  of  bladder  neoplasm 
which  is  rather  difficult  to  diagnose,  and  un- 
fortunately’ gives  very  few  symptoms,  in 
which  an  early  diagnosis  is  rarely  made. 
'I'liat  is  the  type  of  tumor  fouiul  more  often 
in  the  dome,  which  seems  to  involve  the  intra- 
mural portion  of  the  bladder,  the  peritoneal 
reflection  and'  adjacent  intestines.  There  is 
usually  anly  a small  ulcerated  area  present 
in  the  bladder  mucosa,  this  often  being  ob- 
sfured  by  the  air  bubble.  Diagnosis  is  ex- 
tremely difficult  and  the  true  pathology  can 
not  be  determined  until  surgery.  At  times, 
this  hard,  iiidurated  mass  cam  be  felt  supra- 
l)ubiely. 

There  is  one  more  })oint,  and  an  extremely 
important  one,  in  the  diagnosis,  prognosis 
a.nd  treatment  of  bladder  tumors,  which  is 
cy.stography.  Nothing  can  be  of  as  much 
assistance  to  us  as  cystograms.  They  give  us 
information  as  to  the  size,  amount  of  involve- 
ment of  the  bladder  itself,  and  most  impor- 
tatot,  the  amount  of  infiltration  that  has  oc- 
curred. With  exception  possibly  of  the 
small,  single,  pedunculated  growths,  I think 
it  is  lof  great  importance  to  view'  all  bladder 
tumors  by  x-ray  either  with  injection  of  air 
or  radiographic  solution.  As  to  which  is 
the  better,  there  is  much  discussion,  but  much 
can  be  gained  by  employing  both  in  every 
case  of  bladder  tumor. 

Many  growths  w'hen  viewmd  through  flie 
cystoscope  involve  omly  a small  area,  but 
when  cystograms  are  made  it  is  found  that 
this  growdh  involves  much  more  of  the  blad- 
der wall  than  we  imagine  from  local  observa- 
tion alone. 

I wall  not  attempt  to  make  a summary  of 
mb  paper.  I simply  urge  that  we  always  be 
on  the  lookout  for  uritiary  symptoms  which 
may  be  a guide  to  the  early  dia'ii'nosis  ol 
bladder  neoplasm,  and  urge  that  all  be  done 
to  hasten  the  diagnoses  of  tumors.  We  can 
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offer  so  much  /more  hope  for  cure  if  we  see 
these  cases  in  their  early  stage,  for  as  we  all 
know,  bladder  neoplasms  are  slow  to  metas- 
tasize and  early  intervention  prevents  the 
patient  living  a life  of  misery  with  no  hope 
for  relief  except  by  extremely  radical  proce- 
dures which  are  far  from  satisfactory. 

TREATMENT  OF  BLADDER  NEO- 
PLASMS* 

John  T.  Bate,  M.  D. 

Louisville. 

ilany  seem  to  believe  that  the  early  diag- 
nosis of  malignant  disease  of  the  urinary 
tract  is  not  only  possible  but  frequently 
made.  That  this  is  by  no  meains  the  case  may 
seem  strange  in  view  of  the  widespread  and 
skillful  use  of  various  diagnostic  instruments 
such  as  the  cystoscope,  ureter  catheter  and 
x-ray.  As  a matter  of  fact  the  difficulty 
lies  not  so  much  in  the  ifliadequacy  of  these 
instruments  or  in  the  lack  of  .skill  in  their 
use,  as  in  the  fact  that  malignant  disease 
of  the  urinary  tract  may  and  often 
does  give  no  symptoms  w’hatever  until 
it  has  progressed  to  a point  (w’here  its 
complete  aind  permanent  removal  is  either 
doubtful  or  imi)ossible.  This  desperate  situa- 
tion may  l>e  encountered  by  the  doctor  at  the 
time  of  the  patient’s  first  visit.  (1 ) 

While  this  seems  to  be  an  excellent  argu- 
ment for  routine  annual  or  semi-aimiual  phy- 
sical examination,  the  finding  of  an  occasion- 
al red  blood  cell  in  the  urine  would  rarely 
convince  the  patient  and  examiner  that  a coira- 
plete  cystoseopie  examination  should  be  done. 
So  we  can  look  forward  to  little  improvement 
in  the  time  of  diagnosis,  so  while  making  the 
best  of  these  means  of  therapy  at  hand,  should 
strive  constantly  for  improvement  in  the  ad- 
ministration and  to  find  mew  methods  of 
treatment  and  prevention. 

Although  Broders’  method  of  grading  tu- 
mors into  four  classes,  aceordimg  to  the  de- 
gree of  malignancy,  as  estimated  under  the 
imicroseope,  has  been  applied  to  the  bladder 
tumors  by  some  investigators  during  the  last 
few  years,  reports  in  the  literature  are 
usually  made  on  the  basis  of  the  following 
classificaticm : 

1.  Papilloma. 

2.  Papillary  Carcinoma. 

3.  Infiltrating  Tumors. 

4.  Benign  Tumors. 

Sarcomata  which  may  represent  something 
less  than  one  per  cent  of  maliginant  bladder 
neopla.sms  are  included  with  the  infiltrating 
tumors.  For  the  purjjose  of  treatment  and 
analysing  results,  this  classification  is  fairly 
satisfactory. 

•Read  before  the  Jefferson  Conntr-  Medical  Society 


Papillomata  have  usually  been  classed  as 
benign  growth  in  spite  of  their  tendency 
to  recurrence  and  reimplantatioai  and  sub- 
sequent growth  in  other  parts  of  the  bladder. 
Many  papillomata  will  show  a regular  cell 
growth  in  most  parts  and  yet  iln  another  part 
reveal  an  atypical  epithelial  cell  type  and 
arrangement  which  must  be  regarded  as  an 
evidence  of  malignancy.  Caylor  (2)  usiaiig 
Broder’s  classification,  believes  papillomata 
correspond  to  grade  1 of  malignant  epithelio- 
imata  in  other  parts  of  the  body. 

Since  the  first  use  of  fulgiiration  in  treat- 
ing these  tumors  in  PJIO  (3),  tlie  method 
has  been  improved  upon  until  most  agree  that 
95%  can  be  destroyed  by  use  of  the  bipolar 
coagulating  high  freciuency  current  through 
the  cystoscope.  T(he  number  of  such  treat- 
ments necessary  will  depend  on  the  size, 
number  and  resistance  of  the  growths.  If  the 
turnon  does  not  yield  to  this  therai).v,  ex- 
posure to  radium  applied  through  a cysto- 
seopic  applicator  will  often  produce  a chamge 
so  that  the  growth  will  quickly  disap/pear 
when  electrocoagulation  i^  resumed  (4).  The 
dovSe  varies  from  small  to  massive  amounts 
of  radiation.  One  hundred  milligrams  ap- 
plied for  one  hour,  and  repeated  weekly 
until  four  or  five  humdred  millicurie  hours 
have  been  given,  has  been  satisfactory.  Some 
who  Use  this  quantity  of  radiation  do  not 
screen  out  all  of  the  caustic  beta  rays  because 
of  the  belief  that  the  tumors  respond  more 
readily.  Those  who  use  lamger  amouints  of 
radiation  try  to  screen  out  the  beta  rays  and 
rely  on  the  gamima  rays  alone. 

After  destroying  a tumor  by  these  methods, 
cystoseopie  examination  must  he  repeated 
eVery  few  months  in  order  that  recurrence 
may  be  detected  and  treated  early. 

When  one  considers  papillary  carcinoma 
and  infiltrating  neoplasm.s,  one  finds  con- 
siderable disagreement  as  to  the  best  methods 
of  attack.  Radical  surgery,  electrocoagula- 
tion, radium  element,  radium  emanation  seeds, 
actual  cautery,  and  Amrious  combinatioms  of 
these,  all  have  protaganists.  In  considering 
the  merits  of  these  various  methods  w'c  will 
confine  ourselves  to  results  reported  relative- 
ly Teeently. 

Some  eases  of  papillary  carcinomata  cam 
be  cured  by  radium  ai)plied  through  the 
cystoscope  followed  by  electro-cioagulation. 
Young  believes  that  62%  may  be  cured  in  this 
manner.  Wherever  there  seems  to  be  a rea- 
sonable degree  of  eixpeetancy  of  success,  these 
endovesical  methods  should  be  used  first;  be- 
cause, when  sucee.ssful,  the  operative  mor- 
bidity and  mortality  are  decidedly  better.  If 
this  fails  or  if  there  is  a I'ecurreuce  after 
anparent  cure,  or  if  siifdi  treatment  seems  un- 
likelv  to  achieve  the  desii'ed  I'csnlt  b(>cause 
of  the  extensive  nature  of  the  disease,  the 
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hhukler  should  be  opened  suprapubieally  attid 
an  attaick  made  under  direct  vision.  At 
sueli  time  we  may  find  that  wliat  ap])eareid‘ 
through  the  cystoscope  to  be  a small  papil- 
lary careinoma,  is  only  the  apex  or  visible 
part  of  an  extensive  infiltrating-  neoplasm. 

With  file  bladder  open,  some  surgeons  will 
resect  the  tumor  Avhere  this  ean  be  doiuj  eom- 
))letely  with  a good  margin  of  healthy  bladder 
wall.  Suece.ss  in  this  is  more  likely  in  tu- 
mors of  the  anterior  wall,  the  vertex,  or  the 
lateral  walls.  Ldd’ortunately,  most  tumors 
involve  the  base,  the  trigone,  the  area  around 
the  ureteral  orifices  or  the  lU’ethral  orifice. 
If  only  one  ureteral  orifice  is  involved,  re-i 
sectioin  may  still  be  carried  out,  tlie  proximal 
part  of  the  ureter  either  ludug  reimplauted 
into  the  bladder  wall  or  else  permanentlj^ 
ligated  and  aliandoned  in  the  operative  field. 
In  the  abseejiee  of  infection,  diuhl  (a)  Re- 
lieves that  only  occasionally  will  a nephrec- 
tomy be  necessary  where  tlu'.  ureter  has  been 
ligated,  the  kidney  simply  degenerating. 
Others  fear  the  immediate  danger  of  kid^ 
ney  insufficiency  prefer  to  run  the 

risk  of  the  reimplaned  iiiader  sub.seciuent-, 
ly  giving  trouble.  Dannheissei'  report- 
ed end-results  of  reimplantation  of  the 
ureter  into  the  urinary  bladder  in  eleven 
eases.  Two  died  shortly,  after  operation 
and  in  two  others  a nej)hrectomy  bad 
to  be  ])erformed  later.  Of  tbe  remaini«ig 
seven,  six  were  examined  from  one  and  a half 
to  ten  years  after  o})cration.  Five  had  a 
well-fonmed  )iew  ureteral  oi)ouing  with  good 
function  of  the  kidney  to  which  the  ureter 
belonged.  T)i  three  cases  a hydrone.phro.sis 
had  developed  but  funetioji- was  good.  — 

C.  G.  Smith  (6)  had  27%  of  two  year 
cures  after  I'esecthm.  Young  and  Scott,  in 
I'eviewing  380  cases,  state  that  resectiop-  of 
the  tumor  with  removal  of  a wide  margin  of 
Idadder  wall  gives  good  results.  They-  Irad 
27%  of  five  .vear  cures  in  fifty-one -cavse.s  in 
which  the  wall  of  the  bladder-  was  resected.  ' 

Kretsebmer  (7)  used’  electrocoagulation 
alone  in  one  hundred  and  nine  consecutive 
un.selected  cases  of  bladder  neoplasms  with  23 
a]iparent  four  and  a half  ycfrr  cures.  This 
re])resents  21%. 

Smith  used  electrocoagulation  alone  pn  15 
selected  cases,  with  27%  of  two  year  cures.  . 

Youing  (8)  reported  35  cases  where  deep 
actual  cautery  was  the  only  method  used. 
Xine  or  25.5%  were  apparently  well. 

Barringer  (9)  reported  98  cases  diagnosed 
on  ])atho1ogical  observations,  in  w'hidl) 
radium  was  used  in  the  fomi  of  one  2 mil- 
licurie  gold  radium  emamation  seed  to  each 
square  centimeter  of  tumor.  Forty-thi'Ce  pei' 
cent  of  papillary  carcinomata  were  controlled 
over  thrt'c  years  by  this  method,  while  29.7% 
of  infiltrating  carcinomata  were  . controlled 


over  three  years;  These  results  aie  excellent. 
However,  in  analysing  them,  comment  should 
be  made  on. two  imints  : first,  in  his  technique, 
he  removes  the  papillaiy  or  protruding  part 
of  the,  tumor  with  some  form  of  ^autery,  ana 
secondly,  he  includes  among  the  papillary 
carcinomata,  those  papillomata  yliicb  showed 
some  atypical  cells.  We  have  shown  that 
actual  cautery  alone  will  cure  some  cases  of 
])apillary  and  infiltrating  careinoimata,  and 
would  ])robably  cure  as  many  cases  of  papil- 
lomata with  atypical  cells  as  electrocoagula- 
tion will  cure,  though  some  (10)  think  that 
part  of  the  benefit  of  treatment  with  eh'ctric 
curi'ent  comes  from  the  change  in  potoitial 
engendered  in  the  tissue.  Nevertheless  these 
result.s  are  good,  -because  imany  of  the  eases 
were  far  advancerl ; but  they  ca.niiiot  be  af- 
tributcd  to  radium  alone. 

ISmith  (6)  reported  24  cases  treated  with 
ra<lium  emanation  seeds,  29%  being  free  from 
growth-two  years  after.  While  these  24  ca.ses 
were  probably  the  least  favorable  of  50,  we 
must  attribute  some  unknown  ]>art  of  the 
good  results  to  the  fa.d  that  iu  mine  of  the 
twent.v-foui-  the  growth  was  destroyed  b}^  ex- 
tensive electrocoagulation  b(>fore  seeds  were 
implanted  into  the  base. 

From  the  foregoing  one  sees  that  it  is 
hard  to  obtain  statistics  on  radium  alane  be- 
cause it  is  usually  combined  with  some  other 
foi'in  of  treatment  (11). 

It  is  also  difficult  to  express  statistically 
the  benefits  derived  from  deep  Roentgen-ray 
theraj)y,  ihongh  competent  authorities  believe 
that  there  is  a distinct  palliative  effect,  and 
that,  cure  mav  be  obtained  in  an  occasional 
case.  .(12),  (13)-.. 

Burnain  and  Neill  (14).  using  very  large 
doses  ofrradium, — as  niudh  as  a gram  for  Yz 
hour  in  the  bladder — -and  external  deep 
roentgen-ray  therapy,  cured  9.9%  of  large 
malignancies  amd  35%  of  the  small  ones.  One 
cannot  be  sure  from  the  wording  of  the  re- 
port that  eleetrocoaigulation  was  not  used  in 
some  of  these  eases  as  an  ad.iunct. 

Recently  progress,  has  been  made  in  reliev- 
ing'.plain  in  inoperable,  cases.  Section  of  the 
presae-pal  nmwe  jn  some  cases,  and  in  others, 
eo?nbiped  with  division  of  the  branches  to  the 
bladder  of  the  liypngastriG  plexus,  will  relieve 
pain.  (15) 

Total  cystectomy  Avith  implantation  of  the 
ureters  into  the  sigmoid  is  still  a very  dan- 
gei'ous  operation  in  .malignancy,  atnd  should 
he  applied  only  to  those  ca.ses  in  wdiich  the 
surgeon  feels  that  he  eannot  control  the 
igrowth  satisfacdorily  hy  other  methods.  The 
mnnher  of  suitable  cases  is  limited  Iw  the 
exhmt  of  tbc  growth,  because  there  is  no  use 
in  I'emoA'iiig  tbe  bladder  unless  you  teid  that 
there  is  a good  chance  of  removim;-  the  entire 
tumoi*.  Tin  s criterion,  you  see,  limits  tbe 
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eases  for  total  cystectoany-.  t<l)-a  vei'y  narroVv 
field  (16).  Biopsy  is  ot  some  help  here,-- as 
Cay  lor  has  showia  that  all  tnaiors  ill  -Broil- 
ers' Class  IV  of  malignauey  rapidly  extend 
outside  the  wall  of  the  bladder  and  metas- 
tasize early,  and  that  Type  ill  tumors  extend 
fairly  rapidly,  while  Types  1 am  I 11  tend  to 
remain  well  lotated  ana,-  thereioi'e^  could  be 
removed  entirely  by  cysteetamy  (17,'  18). 

To  Summarize : The  treatment  of  papilhn 
mata  and  papillomata  with  atypical  icells-  by 
electrocoagulation  through  the-  -eystoseojjei 
igives-splendid  results  though  rad-iuinds  soime- 
tinies  useful  as  an  adjunct.  By  the  judicious 
use  of  all  of  our  therapeutic  armainencarmm 
we  sihould  cure  approximiateiy::i3‘/h  of  the 
remaining  malignant  bladder  ^ iieoplasans. 
Usually  the  bladder  should  be  opened,  the 
tumor  destroyed  by  electrocoagulation  and 
gold;  radium  emanation  seeds  of  one  and  a 
half  to  two  millicuries  each  implamted  in  the 
tiumor  base  in  the  ratio  of  one  seed  for  each 
cubic  centimeter.  These  seeds  are  abandoned 
in  the  tissues  where  they  do  no  harm;  they 
become  inert  in  about  ten  days,  yielding  one 
hundred  thirtj'dhree  millicurie  hours  iier 
millicurie.  The  trend  at  present  is  away  from 
the  use  of  gold  seeds  in  favor  of  more  heavily 
screened  platinum  needles  coutaining  tiie 
radium  element.  With  the  latter  the  dosage 
is  more  .accurate  and  there  is  less  nec- 
rosis (17).  . 

The  implantation  of  radium  seeds^  through 
the  cystoscope  is  useful  in  cases  of  recurrence 
in  which  there  are  small,  bushy  tnmors  of  the 
papillary  type  which  are  resistant  to  electro- 
coagulation. ■ ' 

Where  resection  can  be  carried  out  with 
reasonable  expjectancy  of  success,  this  should 
be  done  because  the  tumor  is  removed  en- 
tirely. ■") 

Where  we  eaiinot  cure,  our  efforts  should 
lie  palliative  arad  we  should  avoid  those: meas- 
ures which  cause  the  patient  to  suffer  several 
deaths  instead  of  one.  ■ - 't 

Benign  tumors  are  rare.  When  diagnosed 
they  should  be  managed  conservatively. 
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NBUKOLOUKJAL  8URGERY  OF  BLAD- 
DER NEOPLA8M8* 

J.  A.  B(jwkn,  M.  D. 

LGuisv*ille. 

; .. . ,n  . . 

iii,tli,e  ebiisideratioii  of  auy  pathological 
condition  three  things  are  of  usual  paramount 
interest ; diagnosis,  treatment  and  prognosis. 
Ill  ,a,  oonsideratiou  of  bladder  neoplasms  the 
first  of  these  is  relatively  easy  due  to  modern 
diagnostic  methods;  the  type  of  new  growth 
present  is  readily  determined  by  inspection 
and  biopsy.  This  differetitiation  is  more 
simplified  by  consid,ering  all  growths  of  the 
bladder  as  maligiianeies,  determining  by 
iiiieroscopic  examiinatiou  only  tlie  degree  of 
such  ehauiiges., 

The  second  of  these  is  somewhat  more  dif- 
ficult varying  from  removal  of  the  simplest 
pedunculateil  papillomas  by  mieaiis  of  the 
fiilgerating  current  to  subtotal  cystectomy 
or  total  ey.steetomy  with  transplantation  of 
the  ureters  to  the  external  surface  of  tlie 
body;  or  into  the  large  bowel  as  in  those  cases 
ip  whieli  malignauey'  is  well  established  and 
infiltration,  is  extensive.  Other  methods 
consist  in  the  use  of  deep  x-ray  or  radium 
emanations  applied  iai  a miimher  of  different 

The  last  .of  these,  prognosis,  is  always  un- 
certain. in  the  most  benign  tuiiijors,  local 
reciirrence  is  tlie  rule,  slow  at  first  then 
more  rapid  anc^l  in  iuereasiug  numbers,  and 
Avith  a marked  tendency  toAvard  greater  ma- 
lignant ehanges.  In  certain  cases  the  grovdlis 
are  sessile  and  infiltration  of  the  bladder 
wall  evident  Avhen  first  brought  under  ob- 
servation. iMost  of  these,  liOAvever,  are  rela- 
tively sloAV  growing,  only  occasionally  imetas- 
tasizin.2'.  early,  but  usually  producing  severe 
.symptoms  through  secondary  changes  in  the 
bladder  mucosa,  thickeniwig  and  loss  of  elas- 
ticity of  the  l)ladcler  Avail  by  their  infiltrat- 
ing, character,  by  interference  in  urination 
by  iiiATolvement  of  the  .sphi'acter,  or  by  hemor- 
fhage.  . 

In  itUe  ipresene-e  nf  bladder  tumors,  infec- 
tion is  usually  quite  evident,  producing  on 
its  part  a eonigestian  of  the  mucosa  Avith 
tide, keninjgy  ulceration  and  irritability.  This 
in  itself  leaiLs  to  frequency,  urgency  and 
burning  pains  upon  urination,  Avhich  symp- 
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toms  maj”  become  so  severe  as  to  cause  the 
patient  constant  torment  and  to  prohibit  rest 
and  relaxation.  Tlie  severity  of  these  symp- 
toms and  the  time  of  their  appearance  de- 
])cnds  somewhat  on  the  location  of  the  growth, 
if  the  tuimors  begin,  as  they  frequently  do, 
about  the  bladder  outlet  or,  as  in  the  infiltrat- 
ing types,  over  the  floor  or  trigonal  area  the 
symptoms  are  apt  to  'be  early  and  severe, 
mueli,  more  so  than  when  the  tumors  begin 
over  the  walls  or  dome  of  the  bladder. 

Unfortunately,  in  the  lai'ge  majority  of 
bladder  tuimors  there  is  the  greatly  plro- 
longed  late  stage,  after  all  attempts  at  radi- 
cal removal,  either  by  surgery,  by  x-rays  or 
radium,  or  by  both  have  tailed,  in  whieli 
the  patient  is  reduced  to  the  pitiable  state 
of  being  still  in  fair  physical  condition  but 
racked  constantly  by  painful,  burning  urina- 
tion and  all  too  frequently  by  aigonizing  dart- 
ing jrains  through  the  pelvis  and  lower  extre- 
mities. In  sncli  cases  three  neurological  sur- 
gical {)rociedures  are  available  as  a final  re- 
sort and  as  a means  of  contributing  relief 
to  the  suffering  individuals  during  their  re- 
maining days. 

One  of  these,  rhizotomy,  is  rarely  used  be- 
cause it  is  always  followed  by  incoimplete  loss 
of  pain  of  the  parts  supplied  and  spasticity 
of  the  lower  extremities  and  will  not  be  fur- 
ther considered. 

The  second  of  these,  cordotomy,  has  been 
used  in  a large  variety  of  conditions  ranging 
from  luetic  infections  of  the  central  nervous 
system  to  carcinoma  of  the  prostate  and  blad- 
(ler,  and,  has  always  been  for  the  relief  of 
pain.  The  operation  was  fii-st  used  by 
Spiller  (1)  in  1912  for  relief  of  j)ain  in  the 
pelvis  and\  lower  e|xtremities  in  a case  of 
inoperable  tumor  of  the  cord,  and  has  since 
been  used  by  a inumber  of  surgeons  including 
Leighton  (2),  Frazier  (3),  Peet  (4)  and  Hor- 
rax  (5)  ; for  varying  conditions  including 
carcinoma  of  the  bladder  and  prostate. 

The  operation  consists  in  the  interruption 
by  section  of  the  anterio-lateral  (Gowers) 
tract  of  the  cord  and  may  be  done  either 
unilaterally  or  bilaterally  at  a level  suffi- 
ciently high  to  allow  for  variation  in  the 
crossing  of  the  fibers  from  below  upward. 
The  tract  is  a crossed  one  and  section  is 
be.st  made  in  the  thoracic  region,  usually  be- 
tween the  fourth  and  sixth  segments.  Tt 
should  include  all  the  fibers  of  Gower’s  tract 
and  exclude  all  others,  and  when  properly 
done  dhonld  be  follow’ed  by  loss  of  pain  and 
temperature  sense  on  the  contralateral  side, 
but  deep  muscle  sense  and  muscular  control 
remains. 

iVIore  recently  Grant  (6)  of  Philadelphia 
has  reported  the  use  of  this  procedure  in 
thirteen  cases  involving  the  urinary  tract, 
two  for  carcinoma  of  the  bladder  and  two  for 


carcinoma  of  the  prostate.  Of  tho.se  suffer- 
ifjig  with  carcinoma  of  the  bladder  one  was 
completely'  relieved  of  pain  for  a period  of 
SIX  weeks  after  operation,  at  wliiich  time 
death  occurred  j the  other,  who  had  been  re- 
ceiving one  half  grain  of  codein  every  three 
hours  was  relieved  of  pain  for  five  months, 
two  months  of  which  he  was  able  to  work  at 
his  former  occupation.  Of  the  cases  of  car- 
cinoma of  the  prostate,  one  died  five  days 
after  operation  of  broncho-pneumonia,  the 
other  remained  free  of  pain  until  his  death 
four  mouths  after  operation.  In  none  of 
these  was  the  operation  followed  by  motor 
weakness. 

In  this  type  of  operation,  loss  of  sphincter 
control  may  seem  to  have  a higih  incidence, 
but  it  must  be  remembered  that  in  auaioy 
cases  involvement  of  the  muscles  by  the 
growth  has  taken  place  and  mechanical  in- 
terference is  present  before  the  operation  is 
undertaken.  This  is  particularly  true  of 
carcinoma  of  the  prostate  and  of  the  bladder 
when  the  growth  involves  the  floor.  Judg- 
iment  of  the  oiieration  should  be  based  upon 
rea.sons  for  the  attempt  i.  e.  the  relief  of  pain, 
and  if  this  relief  is  attaiined  should  be  con- 
sidered justifiable. 

In  opposition  to  cordotomy,  the  third  pro- 
cedure is  the  section  of  the  nerves  of  the 
bladder  peripherally.  These  nerves  are  car- 
ried chiefly  by  the  jiresacral  nerve  (mostly 
syimlpathetic)  and  by  the 'hypogastic  ganglion 
(mostly  parasympathetic)  and  interference 
of  supply  by  section  of  either  of  these  leads 
to  marked  changes  in  bladder  physiology. 
These  procedures  are  difficult  and  almost  al- 
ways necessitate  opening  of  the  peritoneum, 
thus  adding  markedly  to  the  severity  of  post- 
operative progress.  They  should  only  be 
resorted  to  yn  extreme  cases. 

As  early  as  1921  Rochet,  quoted  by  Lear- 
month  (7)  published  a papei'  on  the  ti'cat- 
ment  of  painful  cystitis.  11c  stated  that  pain 
referred  to  the  lower  part  of  the  urinary 
tract  may  be  produced  in  three  ways ; By 
colic  in  the  vesical  part  of  the  ureter;  by 
painful  contra ctio»ris  of  the  bladder  wall ; and 
by  lesions  of  the  vesico- urethral  apparatiis. 
In  renal  tuberculosis  Rochet  thought  that 
pain  originated  in  the  lower  segment  of  the 
ureter  and  in  such  cases  performed  a peri- 
ureteral sympathectomy  on  the  lower  five  to 
six  cms.  of  the  ureter.  In  this  series  of 
operations  he  was  successful.  Furthermore, 
in  two  cases  of  tuberculosis  of  the  bladder  in 
which  painful  spasm,  frequency  and  d.vsuria 
were  prominent.  Rochet  performed  neux'ec- 
tomy  by  attacking  the  hypogastric  ganglion 
extraperitoneally.  In  the.se  also  he  was  suc- 
cessful in  eliminating  the  pain,  but  loss  of 
bladder  control  followed  which  with  the  pres- 
ence of  an  intact  sphincter,  necessitated 
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routine  catheterization  of  the  bladder  until 
death  of  the  patients  four  months  and  one 
month  respectively  after  operation,  fn  one 
of  these  cases  after  a period  of  a mouin  semi- 
control  was  re-established,  in  two  later  cases 
with  slight  modification  of  technique  and 
division  only  of  the  larger  roiots  of  the 
g-anglion,  urination  was  readily  re-established, 
It  being  necessary  to  catheterize  one  patient 
for  only  ten  days. 

Learmonth  at  the  Mayo  Clinic  recently 
carried  out  the  operation  of  Kochet  on  three 
patients,  two  of  whom  were  suffering  from 
carcinoma  of  the  bladder.  In  the  first  case,  one 
of  carcinoma  of  the  bladder,  the  larger  ef- 
ferent branches  of  the  hypogastric  ganglion 
were  divided  and  also  the  presacral  nerve, 
because  of  the  fact  that  during'  the  opera- 
tion it  was  established  accidently  that  irrita- 
tion of  this  nerve  by  traction  caused  severe 
bladder  pain.  The  bladder  was  drained  by 
catheter  hut  all  pain  had  disappeared,  and 
remained  absent  ifatil  death  of  the  patient 
from  broncho-pneumonia  eight  days  after 
operation.  In  the  second  ease,  one  of  tuber- 
culosis of  the  bladder,  the  branches  of  one 
hypogastric  ganglion  and  the  presacral  nerve 
were  divided.  The  bladder  was  drained  by 
catheter  and  could  be  distended  wdthout  pain. 
A secondary  operation  became  necessary  on 
this  patient  because  of  rupture  of  the  wound 
and  he  died  of  broncho-pneumonia  eight  days 
after  the  second  operation.  Pain,  however, 
disappeared  completely  after  (neurectomy.  In 
the  third  case,  also  carcinoma  of  the  bladder, 
division  of  the  presacral  nerve  only  was  done 
because  involvement  of  tumor  growth  made 
exposure  of  the  ganglia  impossible.  Pain 
was  greatly  relieved  so  that  the  patient  could 
sleep  tihroughout  the  night,  and  micturation 
was  re-established  after  eight  days. 

Cordotomy  occasionally  fails  to  relieve 
pain  because  of  the  fact  that  the  entire  tract 
of  Gower  is  not  included  in  the  section.  It 
is  followed  by  loss  of  temperature  sense  and 
pain  below  the  level  of  supply  at  the  point 
of  section,  and  at  times  by  loss  of  sphincter 
control.  It  is,  however,  an  easier  teehmical 
procedure  and  followed  by  a lower  operative 
risk.  Neurectomy,  on  the  other  hand,  in- 
volves only  the  bladder,  prostate  and  urethra. 
It  is  always  followed  by  inability  to  empty 
tbe  bladder,  especially  if  all  the  efferent 
brainches  of  the  hypogastric  ganglion  are 
severed,  but  a lesser  extent  if  only  the  pre- 
sacral nerve  is  cut.  But  neiirectomy  is  a 
somewhat  more  hazardous  operation  and  car- 
ries a higher  operative  mortality. 

It  would  seem  then  that  the  operations  of 
cordotomy  and  neurectomy  for  the  relief  of 
intractable  bladder  pain  due  to  carcinoma  or 
other  causes  are  reasonable  and  practical, 
though  difficult  procedures.  They  should  only 


be  advised  when  all  other  means  of  relief 
have  failed,  and  should  be  attempted  only  by 
one  well  acquainted  with  the  methods  of 
neuro-surgery. 
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DISCUSSION 

Owsley  Grant:  The  problem  of  bladder  tu- 

mor is  really  divided  into  two  parts;  first,  so 
far  as  the  diagnosis  goes  as  to  the  extent  of  the 
infiltration  of  the  tumor  into  the  bladder  wall 
with  its  possibilities  of  further  encroachment 
and  of  its  resort  to  metastatic  consequences.  It 
has  been  a mooted  point  for  a long  time,  the 
definite  classification  of  bladder  tumor  as  to 
malignant  or  benign.  It  has  been  clearly  shown 
that  there  occurs  in  some  instances  a definite 
transition  of  tumors  which  are  originally  classi- 
fied as  benign  into  a state  where  they  are  def- 
initely malignant.  With  such  a picture  in  mind 
it  seems  idle  to  speculate  upon  the  particular 
characteristics  of  the  tumor  which  presents  it- 
self. All  must  be  classified  as  potentially  malig- 
nant. I am  opposed  to  the  practice  of  remov- 
ing specimens  of  the  tumor  through  the  cysto- 
scope  for  biopsy  if  a definite  plan  of  treatment 
is  to  follow,  depending  upon  the  diagnosis  of 
such  specimens.  I do  not  believe  that  any  neg- 
ative finding  of  this  type  is  sufficient  to  justify 
an  inactive  course  because  it  is  quite  certain 
that  one  portion  of  a tumor  may  be  benign  and 
another  portion  malignant. 

Second,  the  treatment  of  bladder  tumors,  con- 
sidering that  all  are  potentially  malignant,  must 
proceed  along  one  principle — as  complete  eradi- 
cation as  possible.  The  possibility  of  complete 
eradication  is  dependent,  first  of  all,  upon  the 
depth!  in  the  bladder  wall  to  which  the  tumor 
extends;  second,  upon  its  location;  and  third, 
upon  its  size  and  multiplicity.  In  certain  por- 
tiohs  of  the  bladder  wall,  especially  the  dome 
and  the  lateral,  the  bladder  can  be  freed  from 
its  surrounding  tissues  and  resection  is  readily 
accomplished.  This  is  the  choice  in  all  tumors 
located  at  these  points  in  the  absence  of  such 
indications  as  extreme  a ge  and  metas- 
tasis. Resection,  however,  is  not  fb  be  under- 
taken too  lightly  as  there  are  many  slight  points 
in  the  technic  that  make  the  overwhelming  dif- 
ference between  successful  and  unsuccessful  ex- 
cision. In  the  less  freely  movable  portions  of 
the  bladder,  that  is,  the  base,  trigone  and  the 
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sphincteric  margin,  tiie  tumor  is  not  urdinr.riiy 
amenable  to  resection  and  its  desti  notion  must 
be  accomplished  either  by  radium  or  diathermy. 
In  the  small  tumors  tliat  show  no  evidence  of 
deep  infiltration  of  the  bladder  wall,  a great 
number  may  be  successfully  eiadicated  through 
the  cystoscope.  The  larger  tumors  require  open 
operation  and  the  a])plication  of  diathermy  ac- 
cording to  some  controlled  method.  If  radium 
is  used,  it  may  be  used  after  any  destructible 
part  is  removed  by  the  cautery  or  diathermy. 
Radium  is  most  effectively  used  in  the  form  of 
permanent  seeds  of  radium  emanation.  As  to 
the  use  of  radium,  it  may  be  said  that  in  the 
large  tumors  the  implairtation  of  seeds  in  defi- 
nite relationship,  where  they  will  accomplish 
their  purpose  without  destruction  of  normal 
bladder  mucosa  and  dee^r  structures,  is  an  ex- 
tremely difficult  matter.  Radium  implantation 
into  the  bladder  in  a great  many  cases  causes  an 
extreme  and  lasting  cystitis  which  is  even  less 
bearable  than  the  disease  itself.  Our  most  suc- 
cessful results  have  ibeetr  obtaiired  through  the 
use  of  diathermy  though  some  remarkable  re 
suits  are  reported  by  Barringer  with  the  emana- 
tions. 

Each  individual  case  of  bladder  tumor  is  a 
problem  always  trew  and  demanding  the  nicest 
judgment  as  to  best  treatment.  This  judgment  is 
founded  on,  first  of  all,  experience  with  the 
cystoscope  and  the  interpretation  that  this  pic- 
ture is  given  by  the  operator  and,  second,  on  the 
findings  at  open  operation  as  to  the  extent  to 
which  the  pedicle  has  penetrated  into  the  sub 
mucous  tissues  of  the  bladder. 

B.  F.  Zimmerman:  The  papers  oi  this  sym- 

posium have  been  very  interesting,  and  the  sub- 
jects it  seem  to  nre  have  been  as  thoroughly  cov 
ered  as  the  time  allotted  would  permrit.  What 
few  reirrar'ks  I have  to  make  will  be  limited  prin- 
cipally to  the  subejct  of  Dr.  Bowen’s  paper. 

The  intolerable'  pain  of  the  later  stages  of 
the  malignant  bladder,  has  been  mentioned  by 
all  the  essayists,  and  it  is  toward  the  alleviation 
of  this  condition  that  neuro-surgery  has  made 
some  contribution.  Of  the  two  principal  neuro- 
surgical procedures,  cordotomy  is'  in  my  opinion 
the  one  of  choice.  We  must,  of  course,  assume 
certain  risks  in  undertaking  the  operation  be- 
cause: First,  many  of  these  patients  are  in  a 

very  bad  physical  state,  and  in  such  cases  the 
mortality  may  be  fairly  high.  Second,  all  of 
the  pain  fibres  may  not  be  severed  and  hence 
complete  relief  will  not  be  obtained.  Third,  the 
lateral  pyramidal  tracts  may  be  injured,  leaving* 
a partial  paralysis  below  the  site  of  operation. 

In  my  opinion,  the  immediate  post-operative 
danger  is  not  greater  in  cordotomy  thati  the 
extensive  resection  of  the  pelvic  and  hypogas- 
tric nerve  supply;  and  judging  from  the  reports 
that  I nave  perused,  there  is  as  great  danger  of 
failure  to  get  all  the  pain  fibres  in  the  peri- 
pheral operation  as  there  is  in  cordotomy.  Fol- 


lowing cordotomy,  we  may  hope  to  have  an 
automatic  bladder;  whereas  in  the  operation  for 
removal  of  plexuses  It  is  .sure  to  leave  an  in- 
continent bladder  if  the  operation  is  radical 
enough  to  give  complete  relief  from  pain. 

J.  R.  Wathen:  1 would  like  to  speak  on  one 

phase  of  the  subject,  namely.  Cancer  of  the 
Bladder.  If  we  hope  in  our  campaign  for  the 
cure  of  cancer  to  make  any  progress  it  will  have 
to  be  by  an  appreciation  of  the  latest  and  more 
radical  means  of  combating  tiiis  disease.  1 
have  little  faith  in  radium  and  x-iay  in  cancer 
of  the  bladder  and  feel  that  electro-coagulation 
or  fulguration  offer  little  more. 

We  usually  receive  these  cases  fairly  well  ad- 
vanced after  the  urologist  has  failed  with 
them.  Judd  says  cancer  of  the  bladder  is  epithe- 
lioma in  95%  of  the  cases;  50%,  of  which  be- 
long to  class  one  and  two  and  involve  only  the 
mucous  membrane  of  the  bladder,  while  the 
other  50%  are  in  class  three!  ana  lour  and 
involve  the  entire  bladder  wall.  Our  method 
for  handling  these  cases  is  to  first  transplant 
the  right  ureter  Into  the  sigmoid,  and  in  about 
ten  days  if  the  patient  is  doing  nicely,  at  a 
second  operation,  transplant  the  left  ureter  and 
at  this  same  operation  remove  the  bladder — in 
the  female  with  comparative  ease;  but  in  the 
male  I would  suggest  to  wait  a few  weeks  for 
the  entire  removal  of  the  bladder  at  a separate 
operation  as  it  is  more  difficult  on  account  of 
the  prostate,  but  if  the  prostate  is  not  involved 
it  can  be  left. 

If  we  hope  to  make  any  progress  in  the  sur- 
gical treatment  of  Cancer  of  the  Bladder  we  will 
have  to  be  more  radical  than  in  tiie  past;  and 
we  must  take  a lesson  from  our  experience  of 
breast  tumors  in  which  we  appreciate  the  ad- 
vantages of  the  radical  removal.  I take  no 
stock  in  cutting  the  nerves  which  su^jply  the 
bladder,  as  one  of  the  essayist  suggests,  as  this 
is  only  palliative  and  in  n.o  way  cures  tne  cancer. 

J.  Garland  Sherrill:  Transportation  of  the 

uretei'  is  a nice  piece  of.  surgery.  Coffee  has 
done  a great  amount  of  work  in  this  line,  and' 
has  shown  that  operation  can  be  performed  suc- 
cessfully by  a competent  surgeon.  It  should  be 
completed  and  proper  function  obtained  in  the 
implanted  ureters  before  the  resection  of  the 
bladder  for  cancer  is  attempted.  A cancer  of 
the  fundus  may  be  excised  and  sutured  without 
interference  with  ureteral  function.  Tumors 
of  the  base  cannot  be  treated  in  this  way,  and 
are  best  treated  by  the  electric  coagulation 
method. 

Frank  P.  Strickler:  I would  like  to  speak 

briefly  on  this  subject.  Dr.  Coffee’s  latest 
technique  is  not  as  difficult  as  we  would  ex- 
pect it  to  be  from  Dr.  Sherrill’s  discussion.  In 
Dr.  Coffee’s  latest  technique,  he  does  not  open 
the  intestinal  lumen  at  all  but  implants  the  ureter 
under  the  muscular  coats  of  the  intestine  and 
passes  a linen  suture  through  the  mucosa  and 
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the  lumen  of  the  intestine  and  ties  this  suture 
tightly  over  the  ureter.  This  suture  eventually 
sloughs  through  in  about  twenty-four  hours  and 
establishes  an  opening  into  the  intestinal  tract. 
The  Coffee  operation  is  not  a difficult  one  at 
all. 

From  the  makers  of  cystoscopic  catheters, 
one  would  think  that  the  ureter  is  very  small, 
about  the  size  of  a broon  straw  and  that  it 
would  be  a very  difficult  anatomical  suture  to 
find.  But  this  has  not  been  my  experience  at 
all.  The  ureter  is  rather  easily  found  and  is  at 
least,  the  Size  of  a lead  pencil  and  in  many 
instances  even  larger  than  this. 

After  all,  the  thing  that  causes  the  pain  in 
neoplasms  of  the  bladder  and  m.,kes  these  con- 
ditions more  difficult  to  treat,  is  the  presence  of 
urine  in  the  bladder.  When  the  flow  of  urine 
has  been  diverted  into  the  intestinal  tract,  as 
is  accomplished  by  the  Coffee  operation,  we 
immediately  make  the  patient  more  comfortable 
and  stop  the  pain.  We  then  are  in  a position 
to  excise  the  bladder  surgically  or  pack  it  with 
radium.  I have  seen  some  cases  of  Dr.  Coffee 
where  the  bladder  had  been  packed  with  radium 
and  as  a result,  the  scar  tissue  of  this  treatment 
reduced  the  bladder  to  the  size  of  a small  lemon. 
I see  no  advantage  whatever,  in  doing  cordoto- 
mies or  the  section  of  various  nerves  to  control 
pain  in  the  bladder,  as  when  we  do  these  opera- 
tions or  advise  them,  we  are  merely  temporizing 
with  the  true  condition  and  in  no  way  stop  the 
growth  of  the  neoplasms  or  benefit  the  patients 
condition.  I do  not  think  that  we  will  ever  lower 
the  mortality  of  malignancy  in  the  bladder  un- 
less we  deal  with  this  condition  from  a very 
radical  standpoint. 

G.  A.  Hendon:  I would  not  attempt  to  clas- 
sify the  indications  for  transplantation  of  the 
ureter  in  neoplasms  of  the  bladder,  however,  it 
is  a procedure  that  has  its  puiposes  and  recom- 
mendations. My  object  is  to  present  rhe  tech- 
nique which  I have  found  to  be  '’ei*y  satisfactory 
in  five  cases.  Four  of  these  were  cancer.  The 
fifth  was  an  exstrophy.  The  technique  briefly 
described  is  as  follows:  The  ureter  is  exposed 

and  divided  at  its  entrance  into  the  bladder. 
The*  distal  segment  being  ligated  with  a silk 
suture.  A catheter,  varying  in  size  according 
to  the  lumen  of  the  ureter,  is  passed  into  the 
pelvis  of  the  kidney.  It  is  quite  remarkable  that 
some  ureters  will  accommodate  as  high  as  22 
French  catheters.  The  smallest  I have  ever  used 
was  a 14.  It  is  secured  by  two  or  three  chromic 
catgut  sutures,  transfixing  both  catheter  and 
ureter  at  regular  intervals.  The  distal  end  of 
the  catheter  is  then  carried  through  an  opening 
in  the  bowel  and  anastomosis  thus  made  between 
the  ureter  and  the  intestine.  The  advantage  of 
this  operation  is  its  simplicity  and  the  fact  that 
the  urine  is  delivered  into  the  bowel  at  a con- 
siderable distance  from  the  point  of  anastomosis. 


thereby  relieving  the  line  of  suture  from  the 
effects  of  contamination  of  urine.  As  soon  as 
the  catgut  holding  the  catheter  in  the  ureter 
becomes  absorbed,  the  catheter  is  discharged 
into  the  bowel  and  is  passed  through  the 
rectum,  which  takes  about  one  week. 

I submit  this  as  a technique  to  ibe  employed 
when  it  is  desirable  for  any  purpose  to  divert 
the  flow  of  urine  away  from  a diseased  bladder 
or  as  relief  of  exstrophy  of  the  bladder. 

D.  Y.  Keith: . There  are  only  two  points  I 
would  refer  to  in  the  management  of  tumors  of 
the  bladder. 

First,  is  the  value  of  an  air-cystogram  which 
in  my  judgment  and  experience  should  be  done 
on  every  case.  As  ;i  rule  it  is  not  painful  to  the 
patient  and  is  done  by  placing  a soft  rubber 
catheter  in  the  bladder  and  distending  the  blad- 
der with  air.  Immediately  after  this  procedure 
films  are  made  in  antero-posterior  and  posterior 
antero  positions.  Usually  it  is  quite  easy  to  tell 
the  amount  of  infiltration  in  the  bladder  wall, 
which  gives  an  irregular  “fat  eaten”  shadow  that 
is  characteristic  of  malignancy  of  any  hollow 
viscus.  The  information  gained  cannot  be  gained 
with  the  cystosoope  and  rarely  ever  is  any  more 
information  gained  by  operation.  Pedunculated 
tumors  can  be  seen  projecting  into  the  air 
shadow  and  frequently  tumors  not  larger  than 
a sewing  thimble  can  be  detected. 

The  second  point  is  in  regard  to  tieatment. 
Most  of  these  patients  will  show  some  improve- 
ment in  their  general  condition  and  usually 
have  relief  from  pain  if  high  voltage  x-ray  is 
I)ropei'ly  given.  Unquestionably,  anyone  who 
attemjits  to  treat  tumors  of  the  bladder  should 
have  co-opqration  wtith  the  general  surgeon,, 
urologist  and  radiologist.  Many  of  these  cases 
can  be  improved  and  many  more  can  be  made 
comfoi-table  by  the  use  of  surgeiy,  cautery, 
radium  or  high  voltage  x-ray.  Frequently  it 
requires  a combination  of  all  of  these  to  ac- 
complish results. 

It  appears  if  the  operation  for  transplanta- 
tion of  the  ureter  into  the  gut  can  be  made  a 
safe  procedure  and  one  that  the  average  general 
surgeon  or  urologist  can  perform  without  mor- 
tality, gTeater  improvement  can  be  expected 
from  the  use  of  radium  and  x-ray  following 
the  above  procedure.  Radium  could  be  applied 
into  the  bladder  as  vigorously  as  radium  is  ap- 
plied to  cancer  of  the  cervix  or  cancer  to  the 
body  of  the  uterus,  then  I am  sure  results  in 
cancel'  of  the  bladder  could  be  expected  from 
irradiation. 

I know  of  no  one  who  is  enthusiastic  about 
the  results  obtained  in  treatment  of  carcinoma 
of  the  bladder.  It  appears  to  me  the  best  re- 
sults obtained  at  iiresent  is  the  combination  of 
cautery,  radium  and  x-ray.  These  results,  we 
believe,  can  be  improved,  if  the  ureters  can  be 
successfully  transplanted  and  larger  and  more 
highly  filtered  radiation  applied. 
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R.  Glen  Spurling:  This  is  a most  interesting 

and  instructive  symposium.  I should  like  to 
say  a word  regarding  cordotomy  as  a pain  re- 
lieving measure  in  malignant  disease  in  and 
about  the  urinary  bladder.  I am  not  very  en- 
thusiastic about  the  operation  for  relief  of 
pain  of  a malignant  disease.  In  the  first  place, 
the  patients  arer  all  very  bad  operative  risks. 
In  the  second  place,  even  though  the  pain  may 
be  relieved,  the  span  of  life  is  usually  vei'y 
short.  If  all  other  pain  relieving  measures  have 
failed,  however,  and  the  patient  is  anxious  to 
submit  himself  to  operation,  knowing  the  exact 
status  of  his  case,  then  I believe  it  may  be 
worth  while. 

The  operation  of  cordotomy  is  by  no  means 
a simple  one.  The  danger  of  pyramidal  tract 
injury  and  the  interference  with  the  normal 
emptying  mechanism  of  the  urinary  bladder 
are  factors  to  be  seriously  considered.  I do 
not  mean  to  condemn  the  procedure  because  of 
these  reasons;  but  I do  feel  that  the  condition 
for  which  it  is  done  should  offer  a reasonable 
outlook  for  an  active  useful  life.  In  certain 
cases  of  intractable  paHn  from  inflammatory 
conditions  of  the  nerve  roots,  peripheral  nerves, 
tabes  dorsalis,  etc.,  this  operation  offers  the 
best  results  of  any  at  our  disposal,  and  in  fact 
may  be  one  of  the  most  satisfactory  procedures 
known  to  surgery. 

James  R.  Stites,  (in  closing)  : Gentlemen 

I want  to  thank  you  for  your  kind  discussions. 
I enjoyed  them  vei*y  much.  I fee’  that  I escaped 
most  of  the  “fire,”  for  the  program  committee 
was  kind  enough  to  assign  me  the  subject  of 
“Diagnosis.” 

In  regard  to  the  size  of  the  ureter,  I think 
this  subject  has  been  somewhat  exaggerated  to- 
night. It  is  true  that  after  the  ureter  leaves 
the  bladder  it  is  much  larger  in  size  and  more 
readily  dilated,  but  any  normal  ureter  would  be 
under  tension  to  have  a catheter  as  large  as  a 
No.  22  French.  The  intramural  portion  of  the 
ureter  is  very  small,  and  the  majority  of  Uro- 
logists are  happy  to  be  able  to  introduce  a No.  6 
ureteral  catheter. 

John  T.  Bate,  (in  closing)  ; It  has  been  aptly 
said  that  there  are  three  kinds  of  liars:  Liars, 
damn  liars  and  statistics.  Even  though  these 
hold  partially  true,  we  must  have  some  way  of 
reasoning  about  our  conduct  of  these  cases,  so 
we  must  either  reason  on  the  basis  of  a clinical 
classification,  a therapeutical  classification,  a 
pathological  classification,  or  by  using  all  three. 
In  this  paper  we  have  followed  the  latter. 

Radium,  I believe,  has  a distinct  value  in  the 
treatment  of  bladder  tumors.  Since  the  de- 
velopment of  the  use  of  radium — 'emanation 
seeds,  physicians  in  cities  such  as  Louisville  can 
obtain  just  as  much  radium-emanation  therany 
as  Dr.  Barringer  uses  at  the  Memoi’ial  Hospital. 
Dr.  Barringer  uses  the  emanation  seeds  even 


though  he  has  several  grams  of  the  el'ement  at 
hand.  Pfahler  reported  a series  of  twelve 
cases  with  four  apparent  cures  from  the  use 
of  radium  and  deep  x-ray  therapy  alone. 

I agree  with  the  gentlemen,  who  spoke  on 
the  subject  of  radical  surgery,  that  since 
achievement  of  improvement  in  our  technique 
of  transplantation  of  the  ureters  into  the  sig- 
moid followed  by  total  cystectomy,  this  opera- 
tion will  be  used  more  frequently  in  the  future 
than  it  has  in  the  past.  In  this  type  of  case, 
we  are  dealing  with  elderly  patients  who  have 
extensive  malignancies,  with  lowered  resistance 
to  infection  and  lessened  power  of  tissue  re- 
pair; so,  we  must  not  expect  results  comparable 
with  those  obtained  from  transplantation  of  the 
ureters  into  the  sigmoid  in  exstrophy  of  the 
bladder. 

I wish  to  thank  the  gentlemen  for  their  kind 
discussion. 

J.  A.  Bowen,  (in  closling)  : I want  to.  thank 

the  gentlemen  for  their  kind  remarks.  How- 
ever, I did  not  wish  to  say  that  the  operation 
as  described  should  be  done  except  as  a final 
and  last  resort.  The  patients  are  in  pain,  the 
outcome  of  their  bladder  condition  is  certain 
and  relief  of  their  pain  by  some  such  operation 
will  prolong  their  lives  to  some  extent  and  will 
surely  make  them  more  comfortable  while  they 
do  live.  For  these  reasons  I feel  that  it  is  well 
worth  while. 


Raynaud’s  Disease. — Allen  and  Brown  state 
that  Raynaud’s  requirements  for  diagnosis  of 
the  clinical  syndrome  which  justifiably  bears 
his  name  are  valid  and  tare  borne  out  by  their 
studies  of  more  than  150  cases.  These  require- 
ments are:  (1) Gangrene  or  trophic  changes 
limited  in  a large  deigree  to  the  skin;  (2)  sym- 
metrical or  bilateral  involvement;  (3)  absence 
of  evidence  of  occlusive  lesions  of  the  peri- 
pheral arteries,  and  (4)  intermittent  attacks 
of  changes  in  color  which  usually  precede  the 
trophic  changes  by  months  or  years.  Many  of 
the  cases  reported  by  Raynaud  were  not  illus- 
trative of  the  condition  described  by  him,  as 
is  usually  the  case  with  eponymic  diseases 
described  many  years  ago.  They  did  not  fulfil 
the  minimal  requirements.  The  use  of  these 
cases  as  models  by  many  subsequent  authors  has 
led  to  a high  percentage  of  erroneous  diag- 
noses. Study  of  twenty-five  cases  reported  in 
the  literature  as  Raynaud’s  disease  shows  that 
none  of  them  fulfils  the  necessary  requirements 
for  such  a disease.  These  cases  are  characterized 
by  failure  to  adhere  to  Raynaud’s  basic  require- 
ments, and  inadequacy  of  examination  of  pa- 
tients. Many  of  the  cases  are  obviously  ex- 
amnles  of  thrombo-angitis  obliterans.  The 
authors  emphasize  the  fact  that  accurate  diag- 
nosis in  peripheral  vascular  disease  b's  essential 
if  treatment  is  to  be  properly  evaluated. 
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AEKOPHAGIA  OR  GASTRIC  PNEU- 
MATOSIS'" 

A.  A.  Shapero,  M.  D. 

Louisville. 

The  swallowing'  ol  small  amounts  of  air 
during  a meal  is  a pliysioloigical  process.  A 
considerable  amouut  of  air  enters  the  stomach 
in,  children,  especially  in  infants  or  adults 
who  eat  or  drink  rapidly.  Air  contains  ap- 
proximately eighty  per  (.ent  of  \nitrogen,  an 
inert  gas  which  cannot  be  absorbed  by  the 
gastro-intestinal.  The  swallowed  air  is 
eliminated  by  means  of  eructation  and  the 
passing  of  flatus. 

The  presence  of  air  in  the  stomach  is  well 
demonstrated  by  the  x-ray  in  the  form  of 
an  oval  air  vesicle.  The  size  of  this  air  ves- 
icle depends  on  the  individual,  corresponding 
to  his  habit  of  swallowing  a greater  or  lesser 
amount  of  air.  The  air  may  remain  in  the 
stomach  for  a considerable  length  of  time, 
but  it  is  frequently  seen  to  disapT^^^' 
denly  by  means  of  belching. 

Aerophagia  or  gastric  pneumatosis  is  a 
condition  in  which  the  air  vesicle  in  the  stom- 
ach is  markedly  enlarged,  resulting  from 
swallowing  large  amounts  of  air,  and  is  iai- 
dependent  of  taking  water  or  food. 

Air  swallowing  is  seen  occasionally  by 
every  physician  and  is  frequently  the  reason 
for  which  he  is  called  to  see  an  excited'  pa- 
tient. The  adult  patient  often  has  a pro- 
nounced vertigo,  marked  pressure  and  ten- 
sion in  the  cardiac  region,  slowing  of  respira- 
tion and  a sensation  of  fullness  exists  in  the 
stomach.  These  symptoms  cause  the  patient 
to  believe  he  is  going  to  die. 

On  physical  examination,  the  heart  is  dif- 
ficult to  outline  due  to  the  presence  of  the 
large  air  vesicle  in  the  stomach  and  the  eleva- 
tion of  the  diaphragm  on  both  sides,  more  pro- 
nounced on  the  left.  The  prdse  is  full,  slow 
a'iid  regular.  A splaching  sound  is  heard 
when  the  patient  is  shaken.  The  lower  abdo- 
men is  often  distended  though  usually  this 
is  restricted  to  the  epigastrium  and  left  hypo- 
chondrium.  The  larynx  is  seen  to  move  up 
and  down  in  swallowing  movements,  the  pa- 
tient oft(ui  being  unaware  of  this  and  at 
times  stating  that  he  must  swallow  saliva. 

Roentgen  examination  shows  a large  ac'- 
cumulation  of  gas  in  the  stomach  on  the  left 
side  of  the  abdomen  whicdi  elevates  the  dia- 
phragm as  higlh  as  on  the  right  side,  displac- 
ing tlie  heart  to  the  right  amd  at  times  even 
into  the  right  thorax.  The  excursion  of  the 
left  diaphragm  is  as  great  as  the  right. 

The  patients  j)redominantly  females  belong 
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to  the  intellectual  group,  those  having  an  in- 
creased irritability.  They  complain  of  the 
stomach,  heart,  sometimes  dyspnoea.  Often 
they  suffer  with  vertigo  with  or  without 
anxiety.  Those  complaining  with  gastric 
disturbances  have  a feeling  of  fullness  after 
meals,  rarely  gastric  pain. 

There  are  cases  of  aerophagy,  the  latter 
being  a symiitom  of  a severe  organic  condition 
as  esophageal  carcinoma.  It  is  also  seen  in 
gall  bladder  and  stomach  disease,  to  a slight 
to  moderate  degree  in  heart  disease,  most  fre- 
quently in  sclerosis  of  the  coronary  arteries, 
rarely  in  lung  and  pleural  affections.  About 
60%  of  patients  having  organic  or  functional 
disease  of  the  gastro-intestinal  tract  are 
belchers  or  have  symptoms  referable  to 
aerophagy. 

The  air  is  trapped  in  the  stomach  by  a 
cardiospasm  and  at  times  a jiylorospasm. 
Occasionally  the  pyloric  sphincter  is  relaxed 
allowing  the  air  or  gas  to  enter  the  intestines 
producing  meteorism.  In  these  type  cases 
the  dhronic  gas  bubble  may  or  may  not  be 
present,  its  absence  due  to  passage  of  air  into 
the  intestines  through  a relaxed  pyloris. 

The  diagnosis  is  made  fluoroscopically  on 
observing  the  air  pass  from  the  stomach  into 
the  intestine.  The  presence  of  gas  simultane- 
ously in  the  stomach,  small  and  large  intest- 
ines, with  the  abovte  mentioned  ssymptoms 
makes  the  diagnosis  of  aeroplhagia  highi.. 
probable. 

As  most  adult  cases  of  aerophagia  give  a 
history  of  the  disturbance  commencing  dur- 
ing childhood,  the  following  case  is  pre- 
sented: 

Case  of  M.,  female,  Jewish,  age  years, 
complaining  of  marked  wea'kness,  inability  to 
walk,  abdominal  distension,  marked  anorexia 
belching,  passage  of  large  amounts  of  odorless 
flatus,  and  having  10  to  20  small  mucoid 
stools  a day. 

Past  History.  Patient  was  a full  term, 
para  2,  normal  delivery  weighing  six  pounds 
at  birth,  November  16,  1926.  There  was  no 
vomiting  nor  colic  during  infancy  and  was 
breast  fed  until  8 months.  Orange  juice  was 
given  at  3 months,  cereals  were  added  at  6 
and  vegetables  at  8 months.  She  refused 
cod  liver  oil  'during  infancy,  but  received 
Viosterol  when  3 years  of  age.  Had  Chicken 
Pox  at  2Vii  years,  no  scarlet  fever  nor  diph- 
theria. Vaccinated  at  6 months.  Toxin-anti- 
toxin  at  5 years. 

She  was  always,  or  some,  overweight,  well 
developed  and  was  considered  a bright  as 
well  as  an  excitable  child. 

The  patient  first  complained  of  weakness, 
inability  to  walk,  anorexia,  belching  and  the 
passage  of  large  amounts  of  odorless  flatus 
in  April,  1930,  at  the  age  of  three  and  a half 
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yeary.  iShe  was  treated  by  lu'r  family  phy- 
sician for  intestinal  indigestion  for  several 
months,  lie  recoumnended  consultation  and 
later  rel'ei-red  her  to  another  j)hysieian  for 
treatment.  This  attack  lasted  six  months. 
ISlie  belched  intermittently  and  passed  odor- 
less gas  contimially.  IShe  hail  10  to  20  small 
mucoid  stools  a day,  coidinually  soiling  her- 
self. She  is  a highly  excitable  child  and  her 
mother  stated  that  the  least  exciteiment,  such 
as  a i>arty  or  being  taken  to  a movie,  ag- 
gravated her  condition  tremendously. 

Towards  the  end  of  this  attack,  in  August, 
1930,  she  was  taken  to  a physician  in  i\lein- 
})his  where  a diagnosis  of  _hronic  intestinal 
indiigestion  and  chronic  tonsillitis  was  made. 
Her  tonsils  were  removed  under  general  anes- 
thetic and  her  symptOiins  stopped  immediately 
as  if  by  magic.  1 attribute  this  to  the  anes- 
thetic and  painful  throat  whidh  iirevented 
her  from  swallowing.  She  was  free  from 
any  symiitoms  for  two  imonths  and  her  par- 
(uits  felt  she  was  cured.  They  suddenly  re- 
turneii  at  this  time  when  I first  saw  her. 
'flu*  symptoms  were  identical  to  those  during 
her  prcnious  attack.  The  patient  was  four 
years  of  age  and  was  most  difficult  'to 
manage.  A ])hysieal  was  'done  on  throat  and 
abdomen  only. 

Her  throat  showed  a clean  tonsillectomy, 
no  catarrh  nor  post  nasal  drij)  was  present. 
The  abdomen  was  markedly  liallooned,  and 
tymjianitic.  ITiere  were  no  masses,  no  fluid 
nor  tenderness  jiresent.  Teiu])orature  99°F. ; 
]uilse  9G,  Kesj).  28.  Rectal  examination 
showed  relaxed  spliincters ; the  sigmoid  was 
considerably  larger  than  normal ; no  feces 
presi'ut.  A large  amount  of  flatus  passed 
during  llu'  examination.  IMienobarbital  was 
given  and  Ihc  attack  subsided  in  a few  days. 
Arrangement  was  made  for  a igastro-intestinal 
series  atid  barium  enema  but  the  j)arents  re- 
fused this  jiroeedure,  feariiig  h(>r  condition 
migbt  become  aggravated. 

Two  montHis  later  she  was  seen  again  liy 
the  physician  in  Memphis  and  a diagnosis  of 
pyelitis  was  made.  On  returning  to  Louis- 
ville she  was  taken  to  a genito  urinary  man 
for  study  at  which  time  a flat  idate  of  the 
abdomen  and  a barium  enema  under  the  flu- 
oroscope  were  done. 

The  x-ray  re])ort  of  Dr.  Enfield  was  as 
follows:  A ]U'eliminary  film  of  the  entire 

abdomen  shows  as  the  only  unusual  feature 
an  enormous  amount  of  air  in  the  stomach, 
the  shadow  of  which  occupies  almut  two- 
thirds  of  the  abdominal  cavity.  There  are 
no  abnormal  densities  although  the  gas 
shadow  is  suflicient  to  imask  any  small  and 
not  very  dense  shadow  -whiih  might  lie  in 
the  urinary  tract. 

A barium  enema  was  administered  under 


fluoroscopic  observation.  The  colon  filled 
normally  to  a perfectly  normal  outline.  There 
are  no  filling  defects.  There  is  no  obstruc- 
tion. There  was  no  unusual  amount  of  gas 
in  the  colon.  The  iiatient,  was  not  unusually 
intolerant  of  the  enema  considering  her  age. 

Conclusion 

From  the  history,  1 judge  that  this  small 
patient  is  in  the  habit  of  gulping  large 
amounts  of  air  wddeh  in  itself  may  account 
for  the  presence  of  an  unusual  amount  of 
abdominal  gas.  It  is  true,  however,  that 
pyloric  obstruction  in  infants  causes  much 
the  same  ap])earance. 

1 saw  this  jiatient  again  on  October  2, 
1931,  with  the  same  dist.irbance.  She  was 
most  unmanageable  and  the  physical  was  the 
same  as  formerly.  1 jilaced  her  on  a fat  free 
diet  and  had  her  removed  to  an  aunt’s  home 
believing  that  a change  of  environment  might 
benefit  her,  as  she  had  a younger  brother  at 
home  who  excited  her  while  playing  or  rest- 
ing. She  soon  became  dissati.sfied  and  re- 
turned home  after  three  days.  She  was  then 
separated  from  her  lirother  and  was  made  to 
take  a daily  nap  in  the  afternoon  for  two 
to  three  hours.  Sedatives  consisting  of 
Bromides,  Luminal  .and  Belladonna  were 
given  and  this  attack  subsided  in  tivo  weeks. 
The  sedatives  were  continued  for  a mointh 
subsequently,  the  dosage  being  gradually  re- 
duced. At  i>resent  she  is  free  of  any  dis- 
turbances, slee]is  three  Ihours  every  afternoon, 
has  an  excelhiat  appetite,  and  has  one  normal 
bowel  movement  baily.  She  has  gained  iveight 
and  is  in  good  health  at  present. 


Mechanism  of  Ultraviolet  Irradiation  in  Rheu- 
matic Diseases. — Llewellyn  and  Jones  stress  the 
fact  that  “rheumatism”  is  primarily  the  out- 
come of  an  inborn  tendency  to  “instability”  of 
the  heat  or  temperature  regulating  mechanism. 
The  stoi’age  in  the  skin  of  the  ammo-acids  tyro- 
sine and  cyistme  is  of  fundamental  and  probably 
etiologic  significance.  Tyrosine  is  the  mother 
substance  of  which  the  temperature-regulating 
hoi'mones  thyroxine  and  epinephrine  are  che- 
mical derivatives  and  also  of  melanin  through 
the  action  of  the  ferment  tyrosinase.  Tyrosine 
enters  into  the  formation  of  insulin,  another 
heat-producing  hormone,  and  the  sulpTmr  con- 
tent of  insulin  is  derived  from  cystine.  The 
amino-acids  tyrosine  and  cystine  exist  in  free 
state  in  the  blood  and  have  been  detected  in  the 
sweat.  The  blood  content  of  tyrosine  and  hence 
potentially  of  thyroxine  and  epinephrine  is  in- 
creased by  ultraviolet  irradation. 
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H Y P K R T H Y R 0 ID  ISM* 

H.  Osborn,  i\I.  I) 

A-^l  land. 

I have  selected  lor  the  subject  of  this 
paper  “hyperthyroidism,”  which  is  a con- 
dition that  should  be  of  special  interest  not 
only  to  the  general  practitioner,  but  to  most 
of  the  specialties  as  well. 

The  doctor  who  does  general  surgerj"  may 
conscientiously  side-step  thyroidectomies  as 
belonging  to  a special  field  of  surgery  only 
to  be  confrointed  at  any  time  with  the  alarm- 
ing reaction  that  is  sometimes  encountered 
following  other  operations  not  related  to  the 
thyroid ; in  which  the  patient  for  'no  apparent 
reason,  following  a simple  operation,  sudden- 
ly is  discovered  to  be  in  a state  of  profound 
collai)se  taxing  the  resources  of  the  surgeon 
to  overcome.  The  surgeoin  may  have  taken 
a careful  histoiw  without  obtaining  any  in- 
foi'mation  to  cause  sus])icion  of  a hyperactive 
thyroid  in  advance. 

Again,  it  has  many  times  happoaed  that  in 
the  presence  of  typical  local  symptoms  of 
acute  apiJlendicitis,  the  surgeon  has  confid- 
ently cut  down  over  McBurney’s  point  to 
find  a normal,  ai'pendix  when  in  reality  the 
condition  was  due  to  the  crisis  of  toxic 
goitre,  including  some  temperature  and  active 
vomiting. 

8o  whether  the  surgeon  selects  this  class  of 
patients  or  not,  he  will  occasionally  be  con- 
fronted in  one  way  or  another  by  the  prob- 
lem of  treating  temporaiuly  at  least  patients 
with  this  condition. 

The  eye,  ear,  nose  and  throat  man  will  oc- 
casionally be  consulted  for  eye  symptoms, 
not  only  exophthalmos,  but  failures,  of  con- 
vergence, diplopia,  astheuopia,  and  sometimes 
even  ulcers  of  the  cornea  resulting  from 
(goitre.  Laryngitis,  aphonia,  hoarseness, 
dyspnea,  resulting  from  this  conditiotn  also 
engage  the  attention  of  the  laryngologist. 

The  skin  sptecialist  is  often  first  consulted 
cm  account  of  pigmentation  of  the  skin, 
eczema,  vitiligo,  pruritis,  excessive  moisture 
of  skin,  and  erythematous  blushings. 

I The  nerve  man  is  of  course  first  in  a great 

number  of  cases  on  account  of  the  extreme 
and  ii)u controllable  nervousness  that  'inva- 
riably accompanies  this  condition. 

The  X-ray  man,  next  to  the  surgeon,  is 
[irobably  most  often  consulted,  both  in  tbe 
treatment  and  the  uiagnosis,  especially  the 
diagnosis  of  its  complications. 

Even  the  genito-urinary  man  is  sometimes 
first  consulted  on  account  of  excessive  urinary 
secretions  which  often  contain  traces  of  sugar 
and  in  the  presence  of  the  voracious  appetite 

i 

i 


and  with  lo.ss  of  weight,  may  be  confounded 
with  diabetes. 

These  different  angles  of  approach  to  this 
disease  are  mentioned  to  remind  you  of  the 
universal  contact  this  disease  makes  with  all 
branches  of  medicine  and  the  interest  which 
should  be  generally  manifested  in  this  con- 
dition. 

Hyperthyroidism  is  a constitutional  intoxi- 
cation due  to  excessive  and  perverted  thyroid 
secretion.  Hyperthyroidism  is  also  knowui  as 
toxic  thyroid,  thyrotoxicosis.  Graves  disease, 
Basedow’s  disease,  Barry’s  disease,  toxic 
goitre,  exophthalmic  goitre. 

There  are  two  types  of  toxic  thyroid,  one 
in  which  there  is  a smooth  symmetrical  en- 
largement of  the  gland  with  no  nodular 
masses.  'I'liis  typ,e  is  accompanied  by  a per- 
verted as  well  as  am  excessive  secretion,  in 
the  other  type  the  gland  presents  one  or 
more  hard  nodules  and  the  secretion,  while 
normal  in  cliaraeter,  is  excessive.  This  latter 
type  is  known  as  adeaioma  of  the  thyi'oid 
and  is  the  more  favorable  as  to  prognosis. 

Ilyjiertliyroidisni  is  much  more  common  in 
women,  some  authors  givipg'  the  relative 
proiiortion  as  high  as  eight  to 'one.  It  is 
predoiiiimantly  a disease  of  early  adult  life, 
of  the  patients  being  under  forty  years 
of  age. 

Thyroid  tiatients  are  extremely  nervous 
and  apprehensive.  They  can  mot  sit  still, 
lannot  relax,  and  are  in  a vicious  circle 
fasihion,  further  disturbed  by  being  well 
aware  of  their  nervous  iustaoility  over  which 
they  hav(!  no  control.  Efforts  of  the  will  to 
suppress  the  nervousness  greatly  exaggci'- 
ate  the  condition. 

There  is  a fine  tremor  of  the  fingers 
easily  obseiwed  while  the  arm  and  hand  is 
extended  with  the  fingers  separated. 

The  gland  may  be  considerably  enlarged, 
but  in  most  cases  it  is  oidy  slightly  enlarged, 
iin  some  cases  being  so  slight  that  it  cannot 
be  detectedv  The  eidargement  is  usually 
sytmmetrical,  but  in  some  cases  it  i)resents 
one  or  more  nodules  as  in  adenomata  of  the 
thyroid.  The  blood  supply  of  tlie  gland  is 
(greatly  increased,  the  vessels,  esjjecially  the 
, superior  a'nd  inferior  thyroid  ai’teries,  being 
greatly  increased  in  size,  with  a thrill  that 
can  be  easily  felt  and  an  audible  bi'uit  that 
can  be  ]dainly  heard  when  stethoseoije  is 
placed  over  the  gland 

There  is  an  imci’ease  in  systolic  blood  pres- 
sure with  a decrease  in  diastolic,  in  other 
words,  an  increase  in  pulse  pres.surc.  This 
is  easily  understood  when  we  observe  tbe 
enlarged  rapidly  beating  heart,  coupled  with 
dilation  f)f  peripheral  capillaries. 

Palpitation  and  tachycardia  ai'e  invariably 
complained  of  at  the  outset,  only  on  exertion  • 
later,  even  while  resting.  Peripheral  pulsa 
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lioiis,  especially  i’li  tlie  carotids,  are  easily 
oDserved.  Palpitation  and  irntauiiit^'  ot  the 
heart  is  lollowed  by  dilataiion,  and  linally 
by  decompensation,  it  tiie  condition  is  noi 
arrested.  Not  only  the  heart  but  the  aorta, 
especially  at  the  arch,  is  much  dilated,  as 
tan  be  brought  out  by  iluoroscopic  examina- 
tion. The  heart  can  be  teT  and  its  pulsa- 
tions seen  to  the  lett  of  tlie  maiinmary  line 
over  a laiige  area.  A systolic  aortic  murmur 
IS  often  lieard.  This  is  believeil  to  be  caused 
by  the  rush  of  blood  into  the  dilated  aortic 
pouch.  , 

Short  ness  of  breath  and  dyspnea  on  exer- 
tion are  complained  of,  greatly  increased  by 
exercise,  especially  walking  up  a hill  or 
stairway. 

.MusjuSlar  strengitih  for  temporarv  < ner- 
tion  is  not  mucli  impaired,  but  sustained  ef- 
fort is  greatly  reduced.  The  quadriceps 
extensor  group  is  especially  impaired,  the 
patient  complaining  of  weakness  in  knees, 
especially  on  (going  up  or  down  stairs. 

The  internal  recti  muscles  also  show  de- 
generative changes  resulting  in  failure  of 
ronvergeuce  when  accommodating  for  near 
objects. 

The  eye  symptoms  in  hyperthyroidism  may 
or  may  not  be  present. 

Exophthalmos  are  not  found  in  toxic  adeno- 
mata, but  are  many  times  found  in  toxemias 
resulting  from  hyperplasia  of  thyroid,  al- 
though Crile  says  that  in  his  clinic  exoph- 
thalmos are  not  often  found.  It  is  prac- 
tically never  found  as  an  early  symptom,  but 
develops  later.  The  protrusion  'may  be 
sligiit  as  is  usually  the  case,  or  so  marked 
that  the  bulbs  slip  beyond  the  eye  lids.  In 
marked  cases  the  cornea  may  ulcerate  and 
even  panophthalmitis  result.  Fortunately, 
these  cases  are  rare.  There  does  not  seem 
to  be  any  relationship  between  the  severity 
of  toxemia  and  degree  of  exoiihthalmos,  which 
may  remain  even  after  the  patient  has  appar- 
ently recovered.  The  exophthalmos  may  or 
may  not  be  confined  to  one  eye. 

Von  Graefe’s  sign  is  a disturbance  of  the 
associated  movement  between  upper  lid  and 
eye  ball  so  that  when  the  patient  is  directed 
to  look  downward  the  lid  does  not  follow  the' 
eye  so  that  a white  margin  of  sclera  inter- 
venes. 

IMoebus’  sign  is  due  to  a weakness  of  con- 
vergence, due,  it  isi  iclaimed  by  some,  to  a 
degeneration  of  internal  recti  muscles. 

Dalrymple’s  sign  is  the  appearance  of  a 
slit  between  the  lids  when  the  patient  is  at 
rest.  It  is  not  due  to  exophthalmos  but  to 
a heightened  tonus  of  levator  palpebrae  mus- 
cles. These  eye  symptoms  may  or  may  not 
be  present. 

The  skin  symptoms  in  toxic  goitre  are 
marked  and  almost  invariably  present.  One 


of  the  first  to  be  noticed  is  pigmentation  of 
the  skin  espJeeially  about  the  tace,  although 
(til)sorption  of  the  skin  pigment  or  vitiligo 
is  occasionally  found.  Moisture  of  the  skin 
and  excessive  sweating,  especially  of  palms 
and  axillary  spaces,  are  common  symptoms. 
Eczematous  patches  are  especially  found  in 
the  folds  of  the  body  as  in  the  groin  and 
exillary  spaces.  Pruritis  is  often  an  early 
and  aggi-avating  syipptom.  Brittleness  of 
nails  and  falling  of  the  hair  are  also  ob- 
served. 

An  erythematous  blush,  especially  over  the 
upper  part  of  chest  and  face,  is  often  seen. 
The  play  of  the  vasomotors  may  also  be 
siliown  by  drawing  a line  with  point  of 
pencil  or  other  sharp  object  across  the  skin. 
A swollen  reddish  discoloration  soon  takes 
its  place,  the  so-called  dermatographia. 

In  well  defined  cases  more  or  less  well 
tleveloped  digestional  disturbances  are  in- 
variably present.  The  appetite  is  unusually 
good,  the  patient  consuming  two  or  three 
times  what  has  previously  been  a normal 
amount  of  food,  at  the  same  time  rapidly  los- 
ing in  weight.  Vomiting,  especially  following- 
exertion,  and,  frequently,  attacks  of  diar- 
rhoea, are  complained  of.  Pain  in  the  abdo- 
men, more  often  situated  in  right  inguinal 
region,  is  often  intense.  This,  with  the  vomit- 
rag,  digestional  disturbances  and  occasional 
slight  templeraure,  has  many  times  caused 
a diagnosis  of  appendicitis  to  be  made. 

The  urine  is  always  excess! \^e,  contains 
excessive  phosphates,  often  traces  of  sugar 
and  albumen,  and  occasionally  hyaline  and 
granular  easts.  This  has  caused  in  many 
instances  a mistaken  diagnosis  of  diabetes 
imellitus  to  be  made. 

While  in  well  marked  cases  it  is  hardly 
necessary  the  metabolism  test  used  to  deter- 
mine the  amount  of  oxidation  is  of  great 
importance  as  a final  aid  to  diagnosis,  espe- 
cially in  border-line  cases.  Crile  states  this 
test  is  mot  necessary  in  most  eases,  being 
used  in  his  clinic  only  in  the  border-line 
cases. 

1 The  iiroignosis  in  these  eaises  is  usually 
good  if  a,  prompt  early  diagnosis  is  made 
and  the  proper  treatment  instituted.  How- 
ever, in  neglected  cases,  after  the  heart  is 
dilated  and  decompensation  appears,  the  out- 
look is  not  so  good.  In  neglected  cases  of  long 
standing  the  nervous  system  is  .sometimes  per- 
manently damaged.  Some  cases  have  a 
tendency  to  spontaneous  recovery,  but  this  is 
usually  mot  the  case,  and  owing  to  the  nat- 
ural tendencies  toward  remissions  -and  re- 
crudescences of  this  disease,  it  is  difficult  to 
know  just  w’hat  the  outlook  is  in  any  par- 
ticular case.  The  return  of  weight  to  normal 
land  the!  lack  of  nervous  symptoms,  if  per- 
sistent, are  good  omens  pointing  to  recovery. 
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The  length  of  time  for  recovery  after  opera- 
tive treatment  viaries  usually  requiring 
about  the  same  lenigth  of  time  for  recovery 
as  the  disease  has  been  in  developing. 

Treatment  is  divided  into  medical,  x-ray 
and  surgical.  Under  medical  treatment, 
rest,  physical  and'  mental,  is  imo.st  important. 
This  is  to  be  carried  out  over  a lo.ng  period 
of  time,  both  in  mild  eases  as  a method  of 
treatment  and  possibly  cure,  and  in  severe 
cases  as  a preliminary  treatment  preceding 
operation. 

Of  drugs,  iodine  is  most  efficacious  and  is 
usually  given  in  the  form  of  Lugol’s  solution, 
or  sodium  iodide-  Bromides  for  nervousness 
and  general  tonics  are  also  indicated. 

There  is  some  controversy  as  to  the  rela- 
tive value  of  surgery  and  x-ray  radiation  in 
the  hyperplastic  type  of  toxic  goitre.  How- 
ever, in  toxic  adenoma  all  are  agreed,  even 
the  roentgenologist,  that  surgery  alone  offers 
the  only  hope  of  recovery.  In  the  hyper- 
pla.stic  form  as  well  as  in  the  adenomatous 
type  Crile  says  all  cases  should  be  operated, 
however  mild,  as  soon  as  diagnosis  is  made 
and  patient  properly  prepared.  However, 
there  are  good  men  who  advocate  a series  of 
x-ray  radiations  of  moderate  intensity  as  a 
curative  treatment  in  mild  eases,  and  as  a 
preliminary  to  operation  in  severely  toxic 
cases,  and  also  following  thyroidectomies 
where  the  patient,  after  considerable  lapse 
of  time,  has  toxic  symptoms  still  left  as  a 
result  of  thyroid  residuals 

T>,  my  mind,  there  is  no  doubt  of  the  value 
of  x-ray  treatment,  as  I have  had  occasion 
to  observe  it  in  some  cases  of  my  own  both 
following  thyroidectomy  and  in  a severely 
toxic  case  refusing  sungery,  with  e|xcellent 
results  in  both  conditions. 

It  is  my  opinion  that  if  the  patient  is 
properly  prepared  and  skillfuly  operated  by 
a surgeon  giving  sptecial  attention  to  this 
cla.ss  of  work,  and  whose  experience,  both  in 
the  point  of  technique  and  observation  of 
operated  cases  over  a long  period  of  time, 
enables  him  to  use  the  proper  judgment,  not 
only  as  to  amount  of  gland  to  be  removed, 
but  as  to  the  safety  measures  to  be  emTdo.vetl. 
both  in  the  preparation  of  his  patient  and 
post-operative  procedures,  this  procedure 
offers  the  best  hope  of  permanent  relief. 

Crile,  in  his  last  series  of  anproximately 
five  hundred  cases  reported_,  including  all 
types  even  to  edema  of  extremities,  had 
a mortality  of  less  than  1%.  He  states  that 
he  operates  all  after  they  have  had  a thor- 
ough preliminary  treatment  of  absolute  rest 
and  thorough  Lugolization,  even  to  the  very 
worst  t.vpes. 

Considering  such  gi-oiips  of  syniptoms  as 
this  disease  y)resents,  it  would'  seem  that  the 
proinpt  and  certain  diagnosis  after  examina- 


tion or  even  observation  of  patient  would  al- 
ways be  made.  However,  this  is  not  the  case, 
as  it  is  as  often  overlooked  as  any  other  con- 
dition. The  symptoms  are  often  valgue  and 
the  process  is  so  insidious  that  the  patient  by 
a process  of  mental  adjustment  to  the  chang- 
ing personality  is  unable  to  describe  his 
symptoms  or  to  tell  the  examiner  definitely 
much  about  his  condition. 

In  this  connection,  Crile  has  written  a 
chapter  on  border-line  cases  in  which  he  ex- 
plains there  are  cases  in  which  every  degree 
of  symptoms  resulting  from  a slight  increase 
of  metabolism  up  to  true  exophthalmic 
goitre,  are  observed.  It  is  iii  these  cases  of 
partial  hyperthyroidism  that  the  greatest 
skill  and  judgment  are  required  in  diagnosis. 
When  we  consider  this  condition  from  all 
angles  it  is  convincing  that  we  are  dealing 
with  a condition  not  of  the  diseased  thyroid 
gland  alone,  but  a condition  involving  prob- 
ably the  entire  endocrine  system  whose  rami- 
fications extend  to  the  most  vital  and  least 
understood  of  the  processes  of  the  human 
mechanism. 

DISCUSSION 

M.  Di.  Garred.  Ashland:  I wish  to  thank  the 

members  of  the  Greenup  County  Medical  So- 
ciety for  their  invitation  to  discuss  this  paper 
of  Dr.  Osborn,  and  I also  want  to  thank  Dr. 
Osborn  for  the  good  paper  that  he  has  pre- 
pared. It  is  certainly  timely,  and  one  that 
should  bring  out  a good  deal  of  thought  from 
the  general  practitioner. 

Especially  do  I wish  to  emphasize  the  com- 
plications and  confusions  that  may  arise  from  a 
toxic  thyroid.  Toxic  goitre  may  assimilate  al- 
most any  disease  in  the  body. 

I cannot  urge  too  strongly  the  importance  of 
early  diagnosis  and  early  operalt'on  of  toxic 
goitres.  We  too  frequently  see  permanent  heart 
damage,  and  permanent  injury  to  the  nervous 
system  especially,  and  the  other  systems,  more 
or  less,  as  a result  of  palliative  treatment  of 
thyroid  diseases. 

Iodine  should  only  be  used  as  a pre-onerative 
drug  and  where  its  effects  are  spectacular  and 
almost  specific,  and  by  the  proper  use  will  pre- 
vent the  multiple  stage  onerations  that  were 
done  in  the  past.  From  the  general  practi- 
tioners standpoint,  I wish  to  bring  to  your  at- 
tention the  fact  that  no  goitre  should  ever  be 
put  on  LugoTs  or  any  other  form  of  iodine, 
until  that  patient  has  submitted  to  oneration 
and  is  ready  to  go  to  the  hospital.  They  must 
be  operated  within  three  weeks  from  the  time 
the  LugoTs  or  iodine  therapy  is  started.  When 
a patient  has  once  been  gotten  in  pbane  bv  th° 
administration  of  iodine,  and  allowed  to  go  on 
without  sur‘>'er.y,  that  patient  will  nevei-  again 
be  gotten  in  as  good  a condition,  and  that  >s 
a vei*y  imnortant  fact  to  remember,  esnecialb- 
as  iodine  therapy  is  too  frequently  described 
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as  a palliative  measure  in  this  disease. 

1 will  not  go  into  the  discussion  of  rest, 
digitalis,  and  sedative  drugs  that  should  be  ad- 
ministered in  the  pre-operative  preparation. 

In  regard  to  x-ray  and  other  forms  of  radia- 
tion. Their  greatest  field  is  in  getting  the  pa- 
tient ready  for  operation,  and  not  curative. 

In  regard  to  ibasal  liietabolic  lates.  The  test 
has  Its  greatest  value  in  making  the  diagnosis. 
There  is  no  use  making  repeated  metabolic 
rates  after  thei  diagnosis  is  made  and  the  pa- 
tient is  on  Lugol’s  solution,  because  the  pa- 
tient will  reach  its  maximum  benefit  within  two 
to  three  weeks  and  must  be  operated  at  that 
period,  regardless  of  the  rate,  as  the  patient  will 
then  be  in  the  best  condition  they  will  ever  be 
gotten  in. 

I have  enjoyed  the  meeting  very  much,  and 
enjoyed  Dr.  Osborn’s  paper  and  the  discussion  of 
his  paper. 

TIIHEK  I)TFP,EREXT  KINDS  OF  T(^- 
MORS  IN  THE  SAiME  REIAHS* 

-I.  Oakland  Suekkili,,  A.  i\I.,  M,  A.  (’.  S. 

Tjoiiisv'illo. 

Histologically,  neo[)lasms  of  the  ovai-y  are 
divided  into: 

1.  Benign  E])ithelial  Tumors. 

'1.  iMalignanI  Epitlndial  Tumors. 

d.  Embryo, mata  iiieludiug  dermoid  cysts 
and  teratomata. 

4.  (’onneelive  tissue  tumors,  as;  fibro- 
mata and  sarcomata. 

These  growths  arise  from  tlie  pretlominant 
strucdui'al  division  of  the  genital  aulage. 

1.  Tlis  simple  cysts  of  Morgagni  arise 
from  Wolffian  remains,  and  so  are  fre- 
(piently  found  as  three,  four,  or  more  simple 
serous  cysts  of  small  size  attached  to  the 
peritoneal  fold  near  the  oviduct. 

2^  The  larger  solitary  sei-ous  cysts  spidng 
ti'om  the  j)arovarium  ami  grow  out  from 
the  broad  ligament,  at  times  reaching  large 
size,  or  develop  between  the  layers  as  ijitra- 
liga  men  tons  cysts. 

d.  Those  cysts  which  develop  from  the 
paroojihoron  usually  are  multilocnlar  with 
mucigenous  contents  varying  much  in  color 
and  consistency.  These  cysts  are  often  hem- 
ori’hagic  in  type  and  many  increase  in  size 
rapidly.  They  are  usually  not  .’naliguant. 

4.  Those  cysts  which  grow  from  the 
oojjhoritic  or  egg-bearing  tissue  of  the  ovary 
vary  considerably  in  structure  and  in  their 
( linical  cour.se.  They  are  'made  up  of  a 
basement  membrane  lined  with  a glandular 
epithelium,  and  ap|)ear  to  be  a direct  en- 
largement of  the  egg-bearing  follicle  which 
from  disturbance  of  function  has  been  stimu- 

*Reacl  before  the  Jefferson  County  Medical  SocieStv, 
April  4,  19.32. 


lated  to  oveiNgrowth.  These  tumors  show  a 
tendency  to  the  production  of  iiapillomatons 
ingrowtljis  and  occasional  outgrowths,  are  for 
the  most  part  multilocnlar,  and  in  many 
instances  show  transplants  inti  the  surround- 
ing peritoneum  of  the  broa.J  ligaments,  the 
uterus,  the  bladder,  the  intestine  and  the 
abdominal  wall. 

The  l ontents  consist  of  a thick  mucigenous 
material  varying  in  color  from  a yellowish 
brown  to  a deep  chocolate.  The  contents  of 
each  saccule  has  a color  and  consistence  oi 
its  own.  Iiapillomatons  masses  are  broken 
off  and  these  fragments  in  part  determine 
the  consistency  of  the  contents.  Such  cysts 
are  essentially  raali/g'nant  when  they  show 
a marked  jiapillomatous  ingrowth,  and  if  the 
peritoneum  is  soiled  by  their  fluid  content 
in  removal,  it  is  likely  to  show  prompt 
j)a])illary  growth  in  its  structure. 

5.  In  addition  to  the  simple  form  of 
.ieoj)lasms  developing  from  the  ovary  the 
teratoma  or  dermoid  is  one  which  has  ex- 
cited mucih  debate  as  to  its  origin.  One 
view  holds  that  it  develojis  purely  from  a 
.stimulation  of  all  the  cellular  structures 
within  the  ovary.  The  exact  stimnlus  to  such 
development  is  unknown,  but  some  hold  that 
a missed  fetation  j)lays  a part  in  determininig 
the  development  of  these  growths.  Cysts  of 
ooifhoritic  origin  and  teratomatous  growths 
as  well,  must  not  be  confused'  with  Kruken- 
berg  tumors  which  are  believed  to  arise  from 
the  intestinal  canal.  In  this  connection,  it 
might  be  well  to  remember  that  the  intestine 
and  the  genital  tract  are  both  of  epithelial 
origin,  hence  the  similarity  in  these  neo- 
])lasms. 

6.  Connective  tissue  tumors  occur  as 

fibromata  and  sarcoma, ta  and  spring  from  the 
coirnective  tissue  of  the  ovary.  They  are 

not  frecpient.  The  sarcomata  make  up  about 
two  per  cent  of  all  the  malignant  growths  of 
the  ovarv.  In  Tavlor’s  series  (Howard  C. 
Taylor,  S.  (4.  and  'o.  1929,  Vol.  XLVTTT, 
No.  R.  204-2d(H  there  are  two  in  eighty- 
eight  cases.  Two  cases  of  ])apillarv  cysta- 
denosarcoma  are  recorded,  one  by  Pfannen- 
.stiel  and  one  by  Cullen. 

7.  Carcinomata.  Any  one  of  the  growths 
described  above  may  become  clinically  malig- 
jiant.  and  mav  show  definite  evidence  in  its 
histological  structure  of  carcinoma.  All 
through  the  literature  of  cellular  pathology 
the  origin  of  ttie  cells  which  form  the  (warian 
tumors  has  been  a di.sputed  point.  Every 
tvpe  of  cell  found  in  the  adult  ovary,  in  that 
of  the  embrvo,  and  in  the  neiebboring  em- 
brvologi^al  stnicture.  as  the  Mullerian  and 
Wolffian  ducts,  have  been  found  in  these 
grovvths  and  have  been  considered  respon- 
sible foi-  their  development.  A considerable 
percentage  of  carcinomatous  cysts  are  sec- 
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ondarj  in  origin.  (Jut  of  a group  of  ninety 
primary  ovarian  eareinomaia  reported  by 
iveliy,  thirty-tJiree  were  douole  ana  luiy- 
seven  unilateral. 

Jlore  recent  studies  of  Robert  Meyer 
(lyibj  igave  a liistogenetic  classification  to 
ovarian  tumors,  following  closely  the  mor- 
phological divisHins  of  Plannenstiel.  Meyer 
placea  the  origin  of  all  ciliated  epitiieiial 
tumors  from  the  germinal  epiiiielium, 
‘-‘Whether  this  be  in  the  form  of  tiie  surface 
epitiiieliam  of  the  adult  ovary  or  in  that  of 
remnants  of  the  medullary  rays,  or  tlie  rete 
ovarii.”  (Howard  C.  Taylor]  The  pseudo- 
mueigeiioLis  tumors  he  ascribed  to  a terato- 
matous orilgin.  Others  had  previously  held 
to  this  view. 

The  belief  was  held  by  \'on  Keekling- 
hauseu  that  tissue  of  extra-oVarian  origin, 
such  as  Wolffian  remnants,  was  the  source 
of  these  neoplasms.  The  studies  of  Goodall 
(1912-1920]  in  comparative  embryology 
seems  to  have  ujiset  this  belief,  since  he 
demonstrated  that  the  tubules  of  the  Wolf- 
fian body,  once  thought  to  invade  the  ovary 
during  fetal  life,  never  do  so,  but  are  met 
outside  the  ovary  by  tubules  growing  down 
from  the  ovarian  cortex.  (Taylor]  Hanaii 
proposed  the  theory  that  pseudomucilgenous 
cysts  are  merely  tlie  over-development  ot  tile 
'"iitodermal  component  of  a teratoma.  It  was 
chiefly  opposed  bv  two  theories,  the  first  of 
which  maintained  that  ovarian  cysts  were 
frequently  derived  from  Mullerian  duct 
rest.s,  and  the  pseudomucigenous  varieties 
were  showing  a development  in  the  direction 
of  the  part  of  the  Mullerian  duct  which 
forms  the  mucous  glands  of  the  cervical 
canal,  (Kossmann)  while  the  second  asserted 
that  the  germinal  epithelium  with  the  aid  ot 
its  facility  for  metaplasia  could  be  trans- 
formed even  into  goblet  cells. 

Sampson,  in  1921,  took  the  view  that  en- 
dometrial impdants  in  the  ovary  and  iieri- 
tonemm,  with  his  demonstration  of  the  sur- 
jirising  frequency  of  this  occurrence,  offered 
an  entirely  new  theoretical  source  for  the 
orligin  (explanation)  of  the  cells  in  the 
ovary,  which  might  produce  neoplasms. 
This  theory  has  met  with  considerable  op- 
position. The  ease  report i‘d  here  assumes 
im])ortanee  in  view  of  the  theories  concern- 
ing the  Mullerian  duet  origin  of  these  tu- 
mors and  also  lieeause  of  Sampson’s  views, 
since  here  we  have  in  the  same  patient  an 
adeno-careinoma  of  the  ov^ary,  an  adeno- 
carcinoma of  the  endometrium,  and  multiple 
leo-fibromyomata  of  the  uterus.  To  say 
the  least,  the  relationship  between  the 
uterine  and  the  ovarian  growth  is  strong, 
and  were  it  possible  to  state  definitely  the 
incidence  of  development  it  might  be  pos- 


sible to  determine-  the  primary  site  of  the 
disease. 

This  patient,  Mrs.  W.  IS.,  age  -12,  referred 
by  Dr.  Herman  Jlahaffey,  liatl  lieen  bleeding 
rather  profusely,  and  curettage  was  done  to 
remove  tissue  for  biopsy.  Dr.  Alien  re- 
ported aaeno-carcinoma  of  endometrium. 

M}-  examination  revealed  the  uterus  en- 
larged and  nodular,  also  a mass  in  the  left 
broad  lilgament  the  size  of  fetal  head.  Be- 
cause ot  the  pathological  repiort  a pan-hys- 
terectomy by  the  abdoaninal  route  was  per- 
formed. Tlie  mass  on  the  left,  side  proved 
to  be  a proliferating  papill.'inatous  adenq- 
cy,stoma  of  left  ovary.  The  uterus  sihowed  a 
number  of  nodular  liomyomata,  and  on  sec- 
tion into  the  endometrial  cavity  a small 
irregular  papillary  mass  presented,  which 
was  also  iironounced  to  be  adenocarcinoma. 

An  interesting  feature  of  this  case  is  the 
(piestion  of  prognosis.  In  my  experience  a 
malignant  pajiillary  ovarian  growth  recurs 
very  promptly,  if  at  all  usually  within  eight 
or  ten  weeks.  There  was  no  evidence  of 
recurrence  at  my  last  examination  on  March 
1,  19:i2. 

in  addition  here,  we  have  the  danger  ot 
implanting  into  the  wound  some  cells  from 
the  uterine  malignant  tissue.  Such  an  ac- 
cident occurred  in  one  of  my  cases,  a Nulli- 
para aged  28,  where  the  nodule  on  the  cervix 
was  scarcely  large  enough  to  be  differ- 
entiated. 

The  pathologi.st  re])ort  is  as  follows; 

Gross  Description;  Specimen  consists  of 
the  uterus,  tubes  and  ovaries  fixed  in  forma- 
lin when  received,  and  the  uterus  has  been 
ojiened  on  its  jiosterior  aspect.  The  cervix  is 
scarred  and  its  mucosa,  hemorrhagic.  In  it 
there  are  nuimerous  retention  cysts,  one  of 
which  is  2 mm.  in  diameter.  In  the  anterior 
wall  of  the  body  there  is  a spherical  tumor 
mass  measuring  5 ciiis.  in  diameter.  It  is 
intfa-murail,  but  protrudes  some  into  the 
caMty  of  the  uterus,  so  that  the  latter  is 
distorted.  Sectioned  surface  shows  pinkish 
gra^qi  striated,  hard  structure  ipiite  similar 
to  that  of  the  leiomyoma.  Attached  to  the 
serosa  anteriorly  over  the  liody  there  are  two 
similar,  but  smaller  masses  measuring  5 and 
8 mm.  in  diameter.  These  are  pedunculated  ; 
near  the  left  broad  ligament  is  another 
which  is  sessile  in  its  attachment,  measuring 
5 mini.  The  mucosa  of  the  uterus  is  folded 
and  papillary  over  the  po.sterior  portion  of 
the  body.  It  is  4 mm.  or  so  in  thickness. 

Right  ovary  measures  ems.  in  longest 
diameter,  contain^  several  follicular  cysts, 
one  of  wthich  is  heiinorrliagie.  The  right  tube 
shows  no  gross  changes  except  for  seven 
serous  cysts  attached  to  its  outer  coat  about 
the  mid-portion  of  the  tube.  These  vary  from 
1 to  3 mm.  in  diameter. 


392 


KENTUCKY  MEDICAL  JOURNAL 


[July,  1932 


The  ieit  tube  is  not  remarkable  except  that 
there  are  three  serous  eysts  similar  in  size 
attaeiied  To  the  serosa  of  us  mid-portion. 

ilie  leit  ovary  is  represented  by  a splierieaJ 
tumor  mass  winch  was  o])ened  oeiore  received 
and  estimated  to  measure  lo  eiiis.  in  dia- 
meter. 'ilie  wail  IS  smooth,  variable  in  color 
from  very  dark  red  to  ligiii  connective  tis- 
sue color.  The  content  is  made  up  chietiy  oi 
necrotic,  tumor  tissue,  some  of  which  is  still 
attaicihed  to  the  wall  in  loriii  of  large,  irreg- 
ular, papillary  masses.  Tiie  wail  oi  the  cyst, 
which  is  apparently  viable  tissue,  varies  in 
thickness  iS'oiu  1 to  b mm.  This  tissue  is 
grayish  in  color,  much  like  that  of  epithelium, 
except  for  a very  small  meiubrame  of  tlie 
outer  surface.  The  area  of  attiichment  meas- 
ures Gx2  cms.  Ovarian  tissue  is  not  recog- 
nized. 

lieport  of  Dr.  Jno.  Allen. 

Date  1-9-112 

Dr.  Sherrill 
i’  lueiit,  Mrs.  W.  S. 

Specimen  consists  of  Uterus,  both  ovaries, 
both  tubes. 

Uterus  o])ened,  tubes  attached,  one  ovary 
attaclied.  Intramural  tumor,  fibroid  in  char- 
acter, 4x3  cm.  Wall  of  uterus  3 cm.  thick. 
Endometrium  thickened,  with  small  tiimor 
masses  attached,  masses  soft,  adenomatous. 
Kight  ovary  cystic,  atrophied.  Papillary 
cystic  mass  of  left  ovary. 

Previously  opened  cavity  filled  with  soft 
necrotic  papillary  adenomatous  tissues.  Tu- 
mor approximately  6x8  inches.  Cervix, 
fibrocystic.  FibroJcystic  cervix,  with  en- 
docervicitis,  chronic  bilateral  salpinigitis. 

Cross  and  microscopic  diagnosis;  Adeno- 
carcinoma of  uterus.  (Endometriumi) . Fib- 
roma of  uterus.  Papillary  adeno-carcinoma 
of  ovary  (advanced). 

Signed'  J.  D.  Allen. 

IMicroscopy ; (Ur.  Miller):  Tumor  Mass; 

Sections  from  the  large  tumor  mass  in  the 
wall  of  the  uterus  sihow  it  to  be  made  up  of 
smooth  muscle  parenchyma  and  a moderate 
amount  of  connecti'  e tissue  strom'a.  'I'lie 
muscle  cells  are  arranged  in  irregular  bun- 
dles, but  are  all  uniform  in  morphology. 
Tliere  is  some  hyalinazation  of  the  stroma, 
but  it  is  not  marked.  A small  portion  of  the 
adjacent  uterine  muscle  is  attached  and  is 
somewhat  damaged  by  pressure. 

Sections  taken  from  the  body  and  fundus 
uteri  including  the  lining,  show  the  latter 
to  be  replaced  by  tumor  tissue  which  is 
epithelial  in  character.  The  cells  atre  defi- 
nitely tall  columnar  and  are  arranged  in 
good  gland  formation,  considering  that  it  is 
neoplastic  ti.ssue.  There  is  a very  oc- 
oardonal  mitosis.  Invasion  of  the  uterine 
wall  by  the  epithelium  is  well  dennonstrated 
in  many  of  the  sections.  There  is  practically. 


no  papillary  formation.  A’one  of  the  glands 
are  fitted  with  mucous,  but  some  of  ttiem  are 
distended  witTi  inflammatory  debris.  Tlie 
eintheliat  cetls  are  not  ciliated.  In  the  cyto- 
plasm 01  a lew  of  tiiem  tliere  is  globule  oi 
secretion. 

Cyst:  The  outer  portion  of  the  wall  is 

mane  U|)  of  connective  ti.ssue.  it  is  quite 
vascular.  There  are  a few  infiltrating  leu- 
cocytes and  there  is  considerable  recent  hem- 
orrliage  and  a moderate  edema.  The  lining 
consists  of  a pjapillary  gland-like  structure 
composed  oi  tall  columnar  epithelium  and 
a smatll  amount  of  connective  tissue  stroima. 
The  cells  are  well  formed  over  papillary 
strands  or  into  acinous-like  gland  structures. 
There  is  an  abundance  of  mucoid  secretion. 
The  cells  are  somewhat  irregular  in  size, 
sha])e  a|nd  staining  reaction  and  also  their  ar- 
rangement in  the  glands,  that  is,  there  is  a 
moderate  lack  of  polarity.  Mitoses  aa’e  rathei 
numerous.  Invasion  of  the  wall  of  the  cy.st 
by  the  epithelial  cells  is  aiipairently  taking- 
place.  Tlie  inner  imrtion  is  necrotic.  There 
are  .small  portions  of  the  tiimor  in  the  sec- 
tions in  which  the  gland  arrangement  is  al- 
most lacking  and  here  the  cells  iorm  small, 
lirregii'llaj’,  solid[  masses.  The  stroma/  is  a 
small  amount  of  connective  tissue,  which  is 
well  arranged,  but  carries  few  blood  cells; 
hence  the  great  amount  of  aiecrosis  of  the 
central  portion.  Judging  from  the  mor- 
phology of  the  two  tumors,  that  is,  the 
ovariain  one  and  the  one  in  the  body  and 
fundus  uteri,  it  does  not  seem  probable  that 
the  latter  is  a desceiident  of  the  former,  for 
the  following  reasons:  In  the  cyst  the  cells 

are  less  unifonm  in  morphology  than  in  the 
uterus.  If  the  uterine  tumor  was  an  implant 
from  the  ovarian  one,  we  would  expect  the 
converse.  There  aire  fewer  mitotic  filgnres  in 
the  uterine  tumor.  The  gland  formation  of 
the  uterine  tumor  is  better  than  that  in  the 
ovarian  tumor  and  we  would  expect  the  con- 
verse to  be  true  if  the  uterine  tumor  had 
arisen  froim  the  ovarian  one.  The  mor- 
phology then  would  indicate  that  these  a(re 
two  independent  (tumors.  I 

Cervix : The  cervix  is  eroded  and  there 

is  some  scarring.  Glands  are  distended  tvith 
secretion  and  in  some  instances  a few  leu- 
cocytes. A few  leucocytes  are  also  found 
in  the  stroma  near  the  surface.  Sections  do 
not  suggest  that  the  uterine  tumor  has  arisen 
from  the  cervix.  However,  there  is  a great 
similarity  in  the  morphology  of  the  cells  in 
the  two  locations. 

Diagnosis 

AdenO'-carcinoma  of  the  body  and  fundus 
uteri 

Leiomyomatal  of  the  uterus 

Bndoeervicitis,  chronic 

Papillary  adeno-carcinoma  of  the  ovary 
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I’ar-ovarian  cvsts,  bilateral. 

DISCUSSION 

J.  D.  Allen:  The  original  diagnosis  ol  adeno- 

carcinoma in  this  case,  was  made  by  me  from 
curettings,  and  1 was  very  much  surprised  af- 
ter operation  when  I had  the  opportunity  of 
viewing  the  gross  pathology.  As  stated  by 
Doctors  Sheri  ill  and  Miller,  there  were  un- 
questionably thiee  distinct  tumors  or  neoplasms. 
Dr.  Miller  and  myself,  independently  arrived 
at  the  same  pathological  diagnosis.  Dr.  Miller 
has  certainly  beautifully  demonstrated  the 
microscopial  pathology.  The  prognosis  in  this 
case  is  of  especial  interest.  Papillary  adeno- 
carcinomas of  the  ovary,  unless  ruptured  be- 
fore or  at  time  of  operation,  do  not  metas- 
tasize very  readily.  The  prognosis  of  the 
adeno-carcinoma  of  the  uterus,  of  course,  must 
be  guarded.  I enjoyed  Dr.  Sherrill’s  discussion 
of  the  histology  of  these  tumors  and  would 
like  to  ask  the  condition  of  his  patient  at  the 
present  time. 

Herman  Mahaffey:  This  patient  was  the 

wife  of  a very  good  friend  of  mine.  She  had 
been  bleeding  since  July,  1931  with  scarcely 
more  than  24  hours  freedom  at  any  one  time 
from  this  symptom.  Until  about  three  weeks 
before  she  presented  herseif  to  me,  she  had 
had  no  pain.  When  she  did  come  to  see  me 
and  gave  history  of  this  bleeding,  together  with 
the  passing  of  “something”  which  she  described 
was  about  the  length  and  size  of  the  finger, 
in  November,  there  were  seveial  things  to  be 
considered.  We  considered  first,  miscarriage. 
Of  course,  at  her  age  of  forty-two  years,  never 
having  been  pregnant  and  having  been  mar- 
ried about  five  years,  one  could  partly  dismiss 
that,  but  not  altogether.  We  also  considered 
hypertrophic  endometritis  and  gave  some 
thought  to  ovarian  cyst,  carcinoma  of  the 
uterus  and  fibroid  of  uterus.  Upon  examining 
the  patient,  there  was  apparently  a mass  that 
extended  to  the  umbilicus.  I was  unable  to 
differentiate  this  mass  from  a cystic  tumor  of 
the  ovary  or  of  the  uterus.  Also,  the  examina- 
tion was  very,  very  painful  to  patient,  espe- 
cially on  the  left  side.  As  far  as  I know,  pa- 
tient had  had  no  fever.  She  was  very  aenemic 
and  weak,  and  had  been  unable  to  do  her 
house  work  for  several  weeks.  I advised  pa- 
tient to  enter  a hospital  and  have  her  uterus 
curetted  for  in  this  way  we  could  make  a diag- 
nosis without  making  a mistake.  I,  myself,  did 
the  curettement.  The  first  scrapings  we  ob- 
tained were  not  of  the  same  type  as  those 
which  came  a little  later;  they  were  more  o? 
less  grossly  of  the  appearance  of  residual  tis 
sue  and  I hoped  when  we  saw  them  that  they 
were  the  result  of  a miscarriage.  However, 
very  shortly,  some  grayish-whitish,  soft  pieces 
of  material  began  to  come  out,  and  I remarked 
to  the  anesthetist  and  Head  Nurse  that  they 
appeared  malignant,  which  proved  to  be  true. 


Louis  Frank:  I would  like  to  ask  Dr.  Miller 

and  Dr.  Sherrill  it  the  cells  of  the  tumor  in  the 
ovary  and  the  tumor  in  the  uterus,  were  the 
same. 

A.  J.  Miller:  fhe  two  tumoi's  are  similar, 

that  is,  they  are  joth  made  up  of  tall  columnar 
epithelium  arranged  in  gland  formation,  but 
there  are  some  important  differences.  In  tne 
ovarian  tumor  there  is  more  papillary  growth 
than  in  tbe  uterine  one.  In  the  ovarian  tumor 
there  is  a great  deal  of  mucoid  substance  pro- 
duced by  the  tumor  cells.  'Ihis  is  absent  in  the 
uterine  one.  The  ovarian  tumor  cells  contain 
numerous  mitoses  and  are  more  irregular  in 
morphology  than  those  of  the  uterine  tumor. 
There  is  much  less  of  the  papillary  form  of 
growth  in  the  uterine  tumor  than  in  the  ovarian 
one.  We  would  hardly  expect  the  uterine  tu- 
mor to  have  metastasized  to  the  o\ary  by  way 
of  the  uterine  tubes,  for,  if  so,  there  should 
have  been  implants  elsewhere  on  the  peri- 
toneum. That  was  not  the  case.  The  difference 
in  morphology  would  hardly  support  the  view 
that  the  ovarian  tumor  was  implanted  on  the 
uterine  mucosa,  since  the  cells  of  the  ovarian  tu- 
mor are  more  irregularly  formed  and  contain 
more  mitoses  than  those  of  the  uterus.  We  should 
expect  the  converse  if  this  had  occurred. 

J.  G.  Sherrill,  (in  closjng)  : In  regard  to  the 

progress  of  patient,  there  has  been  no  further 
involvement. 

The  point  brought  ;ut  by  Dr.  Frank  is  an 
important  one;  namely,  the  relation  of  the 
small  tumor  in  the  endometrium  of  the  uterus 
and  the  tumor  of  the  ovary.  These  tumors 
grow  somewhat  rapidly  and  yet  growth  must 
have  been  going  on  over  a neiiod  of  months. 
When  we  consider  that  the  uterine  duct  ter- 
minates at  the  end  of  the  tube  with  this  struc- 
ture, the  question  we  can  understand  is  Dr. 
Sampson’s  viewpoint.  He  believes  that  the 
growth  forms  from  cells  of  the  endometrium 
which  break  away  and  are  transplanted  to  pro- 
duce tumors  of  the  ovary.  If  they  are  ovarian 
tumors,  they  evidently  spring  from  the  ovaiy 
itself,  in  opposition  to  Sampson’s  theory,  and 
that  particularly  has  never  been  cleared  up. 
The  ovarian  region  is  a very  prolific  field  of 
battle.  However,  by  careful  study  and  inter- 
change of  views  perhaps  we  may  come  to  some 
solution  of  this  j)roblem.  Howard  C.  Taylor’s 
article  in  the  November,  1929  S.  G.  & 0.  has 
gone  into  the  subject  very  widely  and  it  is  the 
latest  thought  on  this  subject.  This  case  might 
help  clear  up  the  subject  if  added  to  the  litera- 
ture of  ovarian  neoplasms. 

The  tendency  to  grow  to  the  outside  as  a 
papilloma  does  not  mean  that  it  is  malignant. 
Krukenberg,  in  1895,  reported  a papillomatous 
growth  from  the  ovary,  which  is  now  believed 
to  take  its  origin  from  the  intestine.  This  type 
of  tumor  must  not  be  confused  with  ovarian 
papillary  adeno-carcinomata. 
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POST-OPERATIVE  PAKALYTIC  ILEUS 
WITH  RECOVERY* 

Wii.  H.  Emkich,  M.  D. 

Louisville.  , 

The  streptoeoccus  demonstrated  in  this 
ease  Mrs.  L.  H.,  No.  1848  by  culture  and  by 
the  clinical  history,  Aveavcs  his  own  fabric ; 
the  history  of  W’liidh  wliile  not  romantic  is 
at  least  of  great  practical  interest. 

The  following  paragraph  gives  in  concise 
form  the  meaty  substance  of  w'hat  might  be 
correctly  termed  standard  symptoms  in  a 
large  iierceiitage  ot  late  gynecological  cases. 

My  observations  have  taught  me  to  anti- 
cipate the  following  seipieiice : In  childhood, 

tonsillittis,  scarlet  fever,  "growinlg'  pains,” 
this  term  a misnomer  for  rheumatism.  At 
puberty,  a slowly  developing  menses,  scant 
and  irregular;  and,  due  to  the  streptococcus 
dysmenorrhoea  progressive  in  type.  During 
adolescence,  continued  dysmenorrhoea  ot 
dark  blood  with  clots.  During  pregnancy, 
more  reflex  symptoms  than  ordinary ; thin 
amniotic  mcnnbrane.s,  early  rupture  of  the 
bag  of  waters,  a dry  difficult  labor.  At  the 
menopause,  uterine  fibrosis. 

1 have  repeatedly  seen  this  chronological 
sequence  of  illnesses  that  1 look  upon  it  as 
a landmark. 

In  addition  to  the  above  history,  this  pa- 
tient suffered  general  myalgia,  kidney  pains, 
gastro-intestinal  distress,  a damagiecl  mitral 
\alve  however  with  good  coinipensation. 
Tycos  100/ GO.  The  entire  abdomen  on  guard. 

This  patient  is  forty-one  years  of  age. 
She  is  of  the  asthenic  type.  She  has  had 
.seven  deliveries,  has  six  living  children,  one 
ilead  of  summer  complaint.  One  spontan- 
eous miscarriage.  Her  father  at  eighty 
years  of  age,  died  of  Bright’s  disease.  Mother 
at  forty  years  of  age  died  of  childbirth. 
One  brother  ill  of  stomach  trouble.  One 
sister  had  large  ovarian  cyst. 

Catheterized  urine,  normal  except  for  a 
trace  of  albumen.  Wassermann  and  Kahn 
blood  reactions  nega+ive.  Haemoglobin  70%, 
coagulation  5 min.,  red  cells  4,020,000, 
white  cells  12,500.  Other  data  negligible. 

Diagnosis:  Enlarged  iri'.-gular  uterus, 

undergoing  fibm.sis,  very  tender ; General 
pelvi  • cellulitis. 

IMarch  13,  1931,  this  very  rick  woman  was 
moved  on  a stretcher  into  The  hospital.  Tem- 
perature 99.2  to  101.5;  pulse  96  to  108. 

Pre-operative  therapy : Phenobarbital, 

digitalis,  morphine  in  l/8th  grain  doses 
iiimn  occasion,  Fisher’s  alkaline  drip  for  six 
to  eight  hours,  wdth  two-hour  rest  intervals, 
day  land  night.  Concentrated  licpiid  diet 

*Read  before  the  Je,fferson  County  Medical  Society, 
.faiiuary  4.  1932. 


every  three  hours,  plenty  of  hot  water  per 
orum,  bile  salts  and  enemas. 

This  therapy  clearly  indicated  would  have 
been  less  effective  and  positively  incomplete 
without  the  intelligent  use  of  biological 
prepara;tioiLs,  in  this  instance  influenza-pneu- 
monia vaccine,  wihich  converted  an  almost 
moribund  patient  into  a state  that  called  for 
a light  diet,  toniv.s  and  intravenous  iron  to 
pick  up  the  load  from  there  on. 

Previously,  I had  informed  the  husband 
that  his  wife  would  probably  not  survive  long 
enough  to  undergo  surgery.  However,  with- 
in eilght  days,  temperature  and  pulse  were 
normal,  patient  stronger,  brighter  and  out- 
look more  hopeful. 

Operation.  On  March  27,  1931,  the  four- 
teenth hospital  da}',  under  gas-oxygen-ether 
anesthesia,  abdomen  was  opened  through  a 
low  mid-line  incision.  Omentum  and  intestines 
were  found  adherent  everywhere ; both  tubes 
and  ovaries  adherent  in  cul-de-sac,  chronical- 
ly  inflamed ; uterus  large,  fibrous,irregular 
and  inflamed.  Both  tubes  and  ovaries  were 
resected  and  a supravaginal  amputation  of 
the  uterus  done.  Patient  suffered  a mod- 
erate shock. 

March  29th,  two  days  post-operative, 
tympany  required  eserine  salicylate.  Pa- 
tient developed  a septic  sweat.  Rectal  tubes 
and  low  enemas  were  of  no  avail.  Dyspnoea 
and  emesis  of  Igreen  fluid.  Oleum  ricini, 
surgical  pituitrin,  digifoline,  Avhiskey;  and 
turpentine  and  cotton  seed  oil  enemas  ac- 
coimplished  nothing  Dressings  chainged'  to 
relieve  tension. 

April  1st,  fifth  | vjst-operative  day,  normal 
saline  ami  glucose  were  given  intravenously, 
800-cc  at  a time,  repeatedly,  to  prevent  dehy- 
dration. Patient  was  turned  from  side  to 
side  and  even  put  up  on  a backrest. 

April  2nd',  sixth  post-operative  day,  at 
5 ji.  m.  a consultation  was  held  with  Dr. 
Geo.  A.  Hendon.  Gastric  lavage  advised. 
This  was  thoroujglhly  done  wdthout  any  bene- 
fit. Temperature-  102,  pulse  112,  respira- 
tion 22. 

To-  stand  at  the  bedside  of  a patient  who 
should  recover,  yet  to  see  them  slowly  slip 
away  and  to  ekpire  is  like  seeing  a healthy 
vigorous,  mentally  alert,  veiy  good  friend 
gradually  sink  and  disappear  into  quicksand. 
i\Iay  I add  that  living  in  a hospital  for  ten 
years  with  your  post-operative  patients  will 
teach  one  many  things  not  lotherwise  ac- 
quired. 

Here  was  the  situation ; Almost  a dead 
body'  with  just  a spark)  of  life,  that  vital 
clement  which  like  electricity  has  not  yet 
been  analyzed.  It  Avas  another  instance  of 
action,  or  ruin. 

At  12  p.  m.,  without  mOvinig  the  patient 
from  her  room,  but  under  thorough  aseptic 
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precautions,  using  a 1%  novocain  solution,  an 
incision  one  and  one-half  inches  long  was 
.made  though  the  -center  of  the  left  rectus  mus- 
cle just  opposite  the  umbilicus.  After  going 
throulgh  a blind  spot  in  the  adherent  onic;*: 
turn,  about  one  inch  of  the  presenting  bowel 
was  partially  freed  from  its  parietal  con- 
tact. No  attempt  was  made  to  free  the  entir-c 
loop,  the  adhesions  not  being  disturbed  in 
order  to  prevent  extension  of  infection  wliidli 
would  have  inevitably  resulted.  The  bowel 
was  so  thin  it  looked  like  tissue  pajier  and 
could  not  be  identified.  A medium  Moyniham 
tube  was  inserted  through  a minimum  longi- 
tudinal puncture.  There  was  an  immediate 
escape  of  gas  and  fluid  fecal  material.  The 
entire  abdomen  collapsed  like  ai  punctured 
balloon.  Due  to  the  sudden  reduction  of 
intra-abdominal  pressure,  my  troubles  were 
not  yet  over ; however  the  succe.ssf ul  out- 
come of  this  emergency  measure  cast  its  ray 
of  bouyant  sunkhine,  where  before  the 
horizon  seemed  all  grey. 

April  bth,  three  clays  later,  mercurochrome 
■solution  introduced  into  the  rectum  to  locate 
the  site  of  intestinal  drainage  was  very 
]iromptly  expelled  through  the  drainage  tube 
anchored  in  the  bowel,  proving  the  emer- 
gency operation  to  be  a colostomy  at  about 
midway  of  the  descending  colon. 

Drainalge  was  profuse.  Daw  edges  of  the 
wound  daily  massaged  with  the  English 
preparation  B.  I.  P.  P.  (bismuth,  iodoform 
and  parafine  paste)  ; this  to  prevent  infec- 
tion. 

Aptril  llth,  nine  days  after  emergency 
colostomy,  patient  ha(d  uormial  defecation 
after  enema. 

April  14tlh,  twelfth  phst-colostomy  day, 
drainage  tube  was  removed.  Two  days 
later,  April  16th,  wound  closed  spontaneously. 

At  this  writing  the  area  is  dimpled,  due 
to  the  retraction  of  tissues.  There  is  no 
hernia,  no  discomfort.  Patient  is  completely 
recovered. 

I Just  a word  as  to  the  need  for  exceeding!}" 

1 prompt  action  in  unfortunate  complication 
of  this  kind.  The  gastro-intestinal  tract  is 
piiysiologically  divided  into  three  parts ; 
First  the  secretory  portion,  namely  the 
stom-adh  and  the  first  part  of  the  duodenum, 
wnich  later  receives  the  pancreatic  secretion 
and  the  bile ; this  area  is  arterially  supplied 
by  the  coeliac  plexus.  The  second  portion  is 
the  absorbitive  area,  terminating  at  about 
midway  of  the  transverse  colon ; this  is  sup- 
i plied  by  the  superior  mesenteric  artery. 
And  the  third  and  last  part  of  the  gastro- 
intestinal tract,  physiologically  speakinig, 
1 which  terminates  'at  the  rectum  ; this  is  the 
receptive  or  eliminative  portion,  arterially 
supplied  by  the  inferior  mesenteric. 


In  post-operative  ileus  the  higher  the  oh 
struction  the  more  toxic  the  symptoms  and 
ihe  more  rapid  the  death.  This  is  due  to 
The  loss  of  acid  gastric  salts  in  the  vomitus. 
The  blood  chlorides  become  especially  Ioav 
and  the  chlorides  practically  disappear  from 
the  urine.  In  high  obstruction  without 
vomiting  but  accomplanied  by  marked  gastric 
dilatation,  the  gastric  juices  are  just  as  defi- 
nitely lost  to  the  individual  because  there 
is  no  absorption  in  the  stomach  or  proximal 
duodenum.  Dehydration,  alkalosis  and  death 
will  follow  continuous  and  complete  loss  of 
gastric  juice.  The  total  loss  of  pancreatic 
juice  alone  will  cause  dehydration  and  acido- 
sis. Total  loss  of  bile  for  long  periods  causes 
no  marked  chemical  changes  in  the  blood, 
and  is  compatible  with  life  . 

What  usually  happens  is  partial  -or  com- 
plete loss  of  both  gastric  and  intestinal  juices 
causinig  alternating  acidosis  or  alkalosis,  in 
varying  degree. 

In  Conclusion 

An  enterastomy  or  a colostomy  d,  any 
point  in  the  abdomen,  multiple  if  needed, 
may  after  all  else  is  done  for  a moribund 
patient,  prove  well  worth  while;  If  the 
enterostomy  is  high  then  J would  suggest 
another  opening  into  the  ileum  or  into  the 
ascending  colon.  Drain  the  gastro-intestinal 
juices  through  a glass  connected  rubber 
tube  into  the  second  physiological  portion 
of  the  intestinal  tract  for  absorption. 

Spinal  'anesthesia.  Personally  I know  of 
one  patient  who  was  spectacularly  relieved 
of  acute  intestinail  obstruction  by  a spinal 
anesthetic. 
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DISCUSSION 

B.  F.  Zimmerman: . Paralytic  ileus  may  be  the 
result  of  : (a)  Peritoneal  infection,  (b)  Em- 
bolism and  thrombosis  of  mesenteric  vessels. 

(c)  Traumatic  injuiy  to  the  spinal  cord. 

(d)  A terminal  condition  in  certain  chronic 
diseases, cardiac,  etc. 

The  case  reported  by  Dr.  Emrich  would  seem 
definitely  to  belong  to  group  (a).  In  such  -a 
case,  macroscopic  evidence  of  peritonitis  may 
not  be  present,  but  there  is  strong  evidence  to 
support  the  belief  that  bacterial  toxins  play 
an  important  role.  I have  had  cultures  taken 
from  various  parts  of  the  abdominal  cavity  at 
autopsy,  and  in  some  of  the  fatal  cases  no  growth 
was  obtained. 

In  view  of  the  fact  that  enterostomy  gave 
such  prompt  relief,  I am  of  the  opinion  that  in 
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this  case  the  intraspinal  injection  of  novocain 
would  have  relieved  the  condition.  The  thor- 
acico-lumbar  sympathetic  nerve  fibres  are  the 
principal  inhibitory  nerves  to  the  intestinal 
canal  and  at  the  .'■ame  time  they  supply  motor 
fibies  to  the  internal  anal  sphincter.  The  vagal 
and  sacral  autonomic  fibres  are  the  motor  nerves 
to  the  intestinal  canal.  Novocain,  by  anes- 
thetizing the  thoracico-lumber  segments  removes 
their  inhibitory  effect,  leaving  the  vagal  and 
sacral  autonmic  action  unopposed.  At  first 
glance,  it  would  seem  that  the  sacral  fibres 
should  likewise  be  anesthetized;  but  there  is 
strong  experimental  and  clinical  evidence  to 
support  the  belief  that  the  tacral  autonomic 
system  can  operate  through  its  plexuses  and 
ganglia  independent  of  connection  with  the 
cord. 

It  has  (been  our  observmtion  that  with  a lirmly 
contracting  internal  anal  sphincter,  and  the 
presence  of  some  peristalsis,  intra-spinal  novo- 
cain is  indicated.  In  this  clas.2  of  cases  there 
would  seem  to  be  an  irritativ,  . of  the  thor- 
acico-sympathetic,  producing  an  abnormal 
inhibition  to  the  intestinal  canal. 


Diabetes  and  Tuberculosis. — Banvai  presents 
an  analysis  of  thirty-one  cases  of  diabetes  mel- 
litus  complicated  by  pulmonary  tuberculosis. 
Tuberculosis  complicating  diabetes  often  has  an 
insidious  onset  and  larvad,  atypical  forms.  Un- 
usual, subapical  or  perihilar  localization  is  fre- 
quent; bronchopenumonic  lesions-  dominate  the 
picture.  The  cause  of  lack  of  symptoms  and  ab- 
sence of  physical  signs  in  early  cases  may  be 
sought  in  the  nature  and  localization  of  the  dis- 
ease, and  in  the  fact  that  aciidosis  is  liable  to 
mitigate  or  suppress  allergic  reactions  and  that 
in  the  aged  (40.9  per  cent  of  Joslin’s  diabetic 
tuberculous  patients  were  50  years  or  older) 
the  symptoms  of  tuberculosis  are  often  incon- 
spicuous and  the  physical  signs  hard  to  detect 
because  of  physiologiiic  change®  characteristic  of 
this  age  period.  In  the  presence  of  respiratory 
or  constitutional  symptoms  or  signs,  or  when 
diabetes  is  well  under  control  and  the  patient 
is  still  not  doing  well,  the  presence  or  absence 
of  pulmonary  tuberculous  must  be  ascertained 
by  means  of  stereoscopic  roentgenograms.  When 
the  pulmonary  disease  reaches  advanced  stages, 
symptoms  become  more  manifest  and  physical 
signs  more  easily  detectable.  The  author  has 
never  seen  insulin  cause  any  focal  or  constitu- 
tional reaction.  The  indications  and  contraindi- 
cations for  surgical  intervention  are  the  same  as 
in  nondiabetic  patients. 


EXPERIMENTAL  OBSERVATIONS  ON 
PERICARDITIS  WITH  EFFUSION* 

Sydney  E.  Johnson  M.  D.,  and  Martin 
Palmer,  M.  D. 

Louisville. 

The  clinical  and  x-ray  finding's  in  peri- 
carditis with  effusion  have  evoked  a good 
many  conflicting  statennents  in  medical  lit- 
erature. A large  number  of  signs  advocated 
by  tiheir  authors,  as  of  special  diagnostic 
value,  have  found  tiheir  way  into  standard 
systems  of  medicine.  One  of  the  most  per- 
idstent  of  these  is  the  sign  described  first  by 
RotdP  in  1878.  That  was  seventeen  years 
before  Roentgen’s  discovery  of  the  x-rays, 
but  Rotch’s  sign  is  still  given  in  several 
modern  te?:t-books  as  one  of  the  diagnostic 
signs'  of  fluid  within  the  pericardial  sac. 
This  sign,  supposedly,  apimars  as  a round- 
ing or  obliteration  of  the  eardiohepatic  angle, 
indicated  by  dullness  on  p'ercussion  in  the 
right  fifth  intercostal  space.  Considering 
the  anatomical  relations  of  the  parietal  peri- 
cardiuim  ivitlh  the  central  tendon  of  the 
diaphragm,  a rounding  of  the  eardiohepatic 
angle  is  exactly  the  opposite  of  what  would 
be  anticipated. 

In  order  to  determine  more  accurately 
what  changes  actually  occur  in  the  cardiac 
contour,  with  different  quantities  of  fluid 
in  the  pericardial  sac,  a series  of  experiments 
was  carried  out,  the  main  findings  of  which 
are  given  below.  We  are  indebted  to  Dr. 
Robert  Ball,  of  the  Department  of  Pathology, 
for  putting  the  experimental  material  at  our 
disposa-i. 

Seven  autopsy  specimens  were  used.  The 
plericardial  sacs  were  injected  in  situ  from 
one  to  three  hours!  after  death.  A ten  per 
cent  solution  of  sodium  iodide  was  used  as  a 
contrast  medium,  and  ouantities  from  100  ce. 
tio  500  c(|.  were  employed.  Injections  of 
500  cc.  gave  such  marked'  and  characteristic 
changes  that  it  was  not  considered  necessarv 
to  go  beyond  this  limit.  Owing  to  the  excel- 
lent contrast  given  by  the  medium,  small 
ouantities  could  easilv  he  seen  in  any  part 
of  the  oericardium.  The  bodies  were  strapped 
to  a tilt-table  and  were  .screened'  in  recum- 
bent and  vertical  positions.  Roentgenograms 
were  also  made  in  both  positions. 

In  considering  the  results  of  onr  experi- 
ments Ave  believe  that  the  only  data  of  auA' 
Amine  ohtaina'hle  hv  this  method  pertain  to 
the  cardiac  measurements,  i.  e.  the  size  and 
contour  of  the  shadoAv  cast  by  the  contrast 
medium.  We  doubt  the  value  of  results  ob- 
tained 1)A’  perenssion  on  cadavers  otuI  this 
method  was  abatidoned  aft^r  a few  trials 

The  (‘ardiac  measurements  obtained  Avith 
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Figure  1.  Cardiac  contour  before  injection 
of  opaque  medium  into  pericardial  sac.  Note 
gas  in  stomach  which  permits  clear  visualization 
of  the  cardiac  apex. 

quantities  of  fluid  of  100  cc.  to  500  cc.  are 
shown  in  the  followdng-  tabulation : 

Table  1.  Cardiac  measurements  with  d.f- 
ferent  quantities  of  contrast  medium  in  the 
pericardial  sac. 


The  cadavers  were  of  white  and  colored 
males,  ages  22  to  45,  and  weights  135  to  160 
pounds  . Several  showed  moderate  myocar- 
dial hypertrophy,  which  accounts  in  part  for 
the  increase  above  normal  in  the  carj.’ac 
measurem|?nts  before  the  injection  lof  the 
opaque  medium.  There  is  also  some  distor- 
tion dtie  to  the  use  of  a target-plate  distance 
of  36  inches.  These  factors  do  not  alter  the 
ratios  of  the  different  measurements  to  an 
appreciable  (extent,  and  are,  therefore,  lof 
little  or  no  significance  in  considering  the 
final  results.  A set  of  representative  films 
is  shown  in  figuries  1 to  4. 

Attempts  to  derive  an  index  number  from 
these  measurements  were  not  successful.  The 
measuremlents  which  increase  most  rapidly 
are  the  L,  Ml  and  Ql.  All  of  these  measure- 
ments increase  at  so  nearly  the  same  rate 
that  a characteristic  or  index  measurement 
appears  to  be  oiit  cf  the  question. 

Certain  features  in  the  cardiac  contour 
and  position,  however,  appear  to  be  constant 
and  fairly  characteristic,  viz:  (1)  depre.ssion 
of  apex;  (2)  narrowing  of  cardio-hepatic 
angle;  (3)  widening  in  upper  part  of  car- 
diac shadow. 

Tn  figure  1,  the  shadow  of  the  apex  lies 
at  the  level  of  the  9th  rib^  posteriorly.  With 
the  injection  of  only  100  cc.  of  fluid  IFig.  2) 
the  apex  dropped  below  the  level  of  the  lOrh 
rib,  and  it  is  important  to  note  that  this 
level  is  held  with  further  injections  of  fluid 
up  to  500  cc.  This  finding  indicates  that 


Case  No'.  1,  in  detail; 
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Figui'e  2.  The  same  subject  following  injec- 
tion of  100  cc.  of  opaque  medium  into  the  peri- 
cardial sac.  Compare  with  figure  1,  and  note 
the  marked  depression  at  the  apex. 

under  the  conditions  of  the  experiment  '3. 
very  small  aceumnlation  of  fluid  causes  a 
decided  drop  of  the  cardiac  shadow  at  the 
a[)(3x,  and  that  there  is  very  litfle  chanige  in 
this  part  of  the  shadow  on  fui'ther  increase 
in  the  amount  of  fluid  up  to  500  cc.  That 
the  fluid  accumulates  first  in  the  lower  left 
part  of  the  pericardial  sac  is  shown  in  all 
of  tlie  injections  regardless  of  the  posilion  of 
the  body.  Williamson^  obser^ed  this  depres- 
sion of  the  lower  left  border  both  clinically 
and  e.xperimentalh’'.  Hie  studied  (Casts  of 
gelatin  .masses  which  had  hardetied  within 
the  pericardial  sac,  and  drew  attention  espe- 
cially to  the  dullness  on  percussion  (in  ])a- 
tients  with  pericardial  fluid)  over  this 
region.  All  of  our  experimental  films  show 
this  depression  very  clearly.  Failure  to 
show  it  in  some  of  oiir  patients  is  appar- 
ently due  to  our  inability"  to  'clearly  dif- 
feiauitiate  the  cardiac  shadow  from  that  of 
the  structures  which  lie  immediately  below. 
If  the  stomach  is  partly  filled  with  air,  the 
position  of  the  pericardial  apex  is  often  very 
clearly  shown.  The  main  difficult''  en- 
(‘ountered  in  attempting  to  demonstrate  this 
sign  in  jiatients  was  due  to  the  pre.sence  of 
fluid  in  the  pleural  cavity.  In  reviewing 
the  histories  of  If)  cases  of  pericarditis  with 
effusion,  which  we  have  examined  in  the  past 
five  y('ars.  we  find  that  Williamson’s  sigil 
was  present  in  five  ('ases,  and  that  no  men- 
tion is  made  of  it  in  the  other  14.  Tt  is 
likely  that  in  most  ot  the  14  cases,  the  sign 
was  not  sought. 


A fallacy  that  has  had  rather  wide  circu- 
lation ill  medical  literature  is  that  the  c.irdio- 
hepatic  angle  is  obliterated  in  pericarditis 
with  effusion.  We  have  found  narrowing 
of  the  angle,  but  never  obliteration.  The 
ang’le  becomes  more  acute,  as  shown  in  fiig- 
ures  2 to  4.  This  is  the  natural  result  of  the 
increase  in  convexity  of  the  right  border  of 
the  pericardium  as  it  becomes  distended  with 
fluid.  With  the  angle  very  acute,  it  could 
easilj'  be  mistaken  to  be  obliterated,  on  per- 
cussion, as  the  amount  of  areated  lung  pre- 
senting anteriorly  in  this  region  would  be 
diminished. 

A feature  of  the  pericardial  contour  which 
does  not  appear  to  have  received  sufficient 
vMiiphasis  is  the  widening  of  the  .sVadow  in 
the  uppier  jiortion.  All  of  our  exjierimental 
films,  and  most  of  the  films  of  (u-oveu  cases, 
show  marked  widening  in  the  mijicr  part  of 
rile  cardiac  shadow,  with  al  rupt  narrowing 
to  normal  width  where  the  pericardium  i.s  re- 
flected onto  the  great  vessels.  In  .making 
this  measurement,  the  b’rd  intersjiaie  was 
selected  as  representing  a satisfactory  level. 
The  most  favorable  level  will  vary  somewhat 
in  different  subjects,  but  in  most  cases  we 
did  not  find  this  variation  to  be  sufficient  to 
alter  the  fina.l  interpretation.  The  inea.sure- 
meiits  with  different  aiuiounts  of  fluid  are 
shown  in  table  1.  There  was  a maximum 
increasf*  in  this  diameter  of  4 cm.  (40  per 
cent)  with  .dOO  cc.  of  fluid.  The  increase  in 
.!//■  and  .1//.  averages  about  2b  per  cent  with 
the  same  aimonnt  of  fluid.  The  widening  of 


Figure  3.  Cardiac  contour  following  injec- 
tion of  300  cc.  of  fluid  into  the  pericardium. 
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Figure  4.  The  same  subject  following  injec- 
tion of  500  cc.  of  fluid.  Compaie  with  figure 
2,  and  note  that  thei'e  is  very  little  difference 
in  level  of  shadow  at  the  apex. 

tlie  cardiac  shadow  ii’  ilie  ui)pcn'  iiitei'spaces 
miglit  he  seen  in  the  ihenniatic  t\'i)e  ol  lieart 
di.sease,  hut  in  that  case  the  apex  wonld  jcroh- 
ahly  not  he  depressed,  and  there  would  not 
he  the  abrupt  narrowing  on  the  upper  part 
of  the  great  vessels.  We  have,  therei'oi'e,  foui- 
characteristics  of  cardiac  contour  and  posi- 
tion which,  occurring  together,  appear  to  he 
definitel.v  diagnostic  of  ])ericar([ial  fluid, 
viz : depression  of  apex,  increase  in  acuteness 
of  cardio-hepatic  angle,  marked  wideiung 
in  upper  jmrtion  of  cardiac  shadow,  and  an 
abrupt  narrowing  of  this  shadow  on  the  great 
vessels  at  the  upper  limit  of  the  serous  peri- 
cardium. 
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Treatment  of  Perniciovis  Anemia  by  Injections 
of  Liver  Extract. — Harrington  and  Fleming  re- 
port the  results  they  obtained  with  the  intra- 
venous and  intramuscular  administration  of  a 
liver  extract  in  four  cases  of  pernicious  anemia. 
This  form  of  treatment  produces  a rapid  and 
effective  reticulocytosis  in  from  three  or  four 
days.  In  one  case  it  caused  a sharp  reaction, 
which,  however,  was  in  no  w.-^y  alarming.  The 
authors  believe  that  the  intravenous  administra- 
tion of  liver  extract  should  be  reseiwed  for 
severe  cases  and  may  obviate  blood  transfusion. 
Ordliinarily  the  extract  should  be  given  intra- 
muscularly. 


THE  PHYSICIAN  AND  PUBLIC  HEALTH 

WORK* 

D.  L.  .loNKS,  i\L  I). 

Fulton. 

It  w3idd  he  unkind  and  ungrateful  indeed 
if  I did  not  at  thi.s  time  (^'itend  to  you  any 
thauk.s  aiul  appreciation  fc"‘  the  honor  you 
have  (oiif erred  in  selecting  me  to  the  office 
as  your  President  of  the  Southwestern  Ken- 
tucky .Medical  Associ.itiou  fur  the  past  year. 
Also  thanks  to  the  commiltees  for  the  suc- 
cess of  the  good  work  of  the  pa.st  year  and 
in  being  able  to  secure  the  men  of  talent  on 
the  different  icrograms  of  our  meetings. 

For  the  subject  of  the  ])hysician  and  jndilic 
iiealth  work,  it  will  he  nece.ssary  to  give  a' 
brief  history  of  about  fifty  years  in  medicine 
and  public  health  work.  'I’he  jdiysiciau  IT 
few  .vears  ago  did  all  lines  of  work  as  there 
was  hut  little  sui'gery  other  than  (miergeiicy 
surgery,  hut  today  when  sjieakiug  of  tlie 
])hysicia)i  we  thiidc  of  him  as  doing  no  sur- 
gery othei-  than  miiioi-  surgeiw.  lie  I'efers 
to  the  different  sjceeialisls,  ear,  eyes,  Jiose 
and  throat,  eardiologist,  dermatologist,  gyno- 
cologist,  gastroenterologist,  tubercular  s])ecial- 
ist,  oi'thopedie  surgeon,  ohstetrieion  diagnos- 
tician and  sni’geon.  In  fael  anything-  that 
causes  a real  tliought,  the'  jcuhlie  now  t'hiuks 
they  should  go  to  one  of  the  different  spe- 
cialists or  a diagnostic  center.  Of  late  Ave 
have  a new  speeiali.st,  dating  hack  twelve  or 
fifteen  years  known  to  us  as  jcnhlic  health 
work  or  state  medieiiie.  Public  heahh  work 
Avith  all  of  its  units,  jenblie  health  physician, 
nurse,  sanitarian  and  the  laA'  units  or  hel])- 
ers.  When  all  is  said,  Avhere  is  the  field  of 
work  for  the  family  jch.vsician  ? Tlie  only 
thing  he  has  no  competition  for,  is  the  2 :()'() 
A.  i\I.  call  or  a call  to  the  dead  beat. 

When  I graduated  in  the  jihysician 

had  his  library,  not  .so  e.xtensive,  x-ray  was 
in  its  infancy,  liis  ecpiijiment  Avas  limited. 
His  jiatienls  leaining  to  confide  in  him  and 
with  them  hc‘  was  the  last  Avord  in  medieime 
If  a consultant  Avas  called  on  a difficult  ease, 
he  called  a physician  from  his  home  to.vn  or 
a nearby  tOAvn.  If  his  patiemt  died,  his 
friends  Avere  confident  that  all  was  done 
for  him  that  medical  science  kncAV  and  if  he 
got.  Avell,  tlip  p'hysieian  rei-eived  great  [iraise. 

A few  lamlmarks  in  mcaUeal  science  yet 
•stand  (Up  )>rnminent  as  Harve.v’s  discovery 
of  the  eirculatioT  of  tin*  blood;  Jenaer’s  dis- 
covery of  smallpox  vaccination;  Dr.  Eph- 
riam  IMcDowell  and  Dr.  J.  iMarian  Sims  in 
snriiery;  fjister  as  the  Father  of  antisepsis; 
K'0(  h in  1882  discovered  the  tuherele-haeil- 


*Read  before  the  Sixty-Third  Annual  Meeting  of  tlie 
Southwestern  Kentucky  Medical  Society. 
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lus;  Ivleb  and  Loeffler  the  discovery  of  the 
diphtheria  bacillus;  Schaudin  and  Hoffman 
in  1905  disoveretl  the  spi.roeheta  pallida  and 
Pasteur  discovered  rabies  vaccine  and  anti- 
veniii  for  snake  bites  in  our  present  Volstead 
days;  discovery  of  insulin  for  the  diabetic 
and  also  last  but  not  least,  the  x-ray.  All 
of  which  has  been  in  the  last  fifty  years  and 
the  most  of  which  has  been  in  the  last  twen- 
ty-five years.  The  above  discoveries  are  the 
nucleus  for  present  status  in  medicine. 

The  advances  in  medicine  and  surgery  are 
so  fast  we  must  be  on  the  alert  not  to  become 
obsolete.  During  the  World  War  we  were 
intermingling  wdth  the  medical  profession 
of  the  world  and  since  that  lime  medical 
science  has  made  a great  advance.  Special- 
ties iireceding  the  war  were  in  iheir  infancy 
but  since  the  war,  specialties  have  increased, 
also  group  medicine  and  public  health  work 
or  state  medicine. 

Today  the  question  is  with  us,  what  are 
the  duties  of  the  public  health  workers.  What 
are  liis  bounds?  1 will  speak  of  the  public 
health  work  and  state  medicine  interchange- 
ably and  will  speak  of  organized  medicine  of 
which  the  physician  is  a member.  State 
medicinq  or  public  health  work  is  with  us 
and  here  to  stay.  We  should  discuss  their 
duties  in  our  medical  society  and  place 
bounds  that  they  may  not  go  beyond. 

1 have  familiarized  myself  on  public  health 
work  and  it’s  advances  in  several  different 
states  of  the  Union  and  know  that  there  is 
a feeling  amonig  the  organized  medical  pro- 
fession that  state  medicine  or  public  health 
work  is  going  beyond  its  bounds.  I will 
endeavor  to  give  in  my  opinion  what  should 
be  the  limits  of  public  health  work  that 
would  not  be  in  conflict  with  the  organized 
medical  profession. 

a — School  inspection,  and  on  this  inspec- 
tion noting  the  defects  and  making  a report 
to  the  parent  or  guardian  of  the  child’s  de- 
fects requesting  that  they  be  taken  care  of 
by  their  respective  physician. 

b — Venereal  clinic  for  the  indolent  pa- 
tients. 

c — Small-pox  vaccination  for  the  indolent 
class  of  patients,  and  those  who  can  pay 
provided  they  are  not  being  cared  for  by  the 
family  physician,  or  refuse  to  be  vaccinated 
and  enforcement  is  required. 

d — Quarantining  of  contagious  diseases, 
e — Inspection  of  food  supplies,  hotels,  pub- 
lic buildings,  and  sanitation  in  general, 
f — Children’s  clinic  for  the  poor  only, 
g— Tubercular  clinic  for  the  poor  only, 
but  in  event  that  a patient  is  examined  in 
any  clinic,  found  in  need  of  treatment,  able 
to  pay  a bill  or  receive  credit,  he  should  be 
referred'  to  his  family  j^hysician  with  a 


report  of  his  condition  wdthout  being  pre- 
scribed for. 

Ji — Obstetrical  clinics  for  prenatal  care 
should  be  for  the  indolent  class  of  patients 
only. 

i — All  public  health  clinics,  be  they  medical 
or  surgical  should  be  held  only  by  tlie  wishes 
of  the  medical  profession. 

j — No  public  health  physician  or  nurse 
should  prescribe  or  suggest  to  any  patient 
able  to  pay  or  receive  credit  from  a repu- 
table physician. 

xVny  patient  reporting  to  a clinic  for  free 
treatment  should  be  questioned  as  to  who 
his  physician  is,  if  he  has  financial  means, 
able  to  work  or  I’eceive  credit  before  he  or 
she  is  given  free  treatment.  Too  often  the 
most  influential  in  the  town  or  county  is 
given  free  treatment  or  advise  in  the  clinics 
in  order  that  an  appropriation  may  be  made 
lor  the  health  work,  or  that  certain  indivi- 
duals of  the  public  health  unit  may  receive 
their  appointment. 

The  average  length  of  time  for  a physician 
in  active  practice  is  twenty-five  years.  In 
this  country  in  1800  the  average  length  of 
life  was  tliirty -three  years;  in  1885,  thirty- 
nine  and  seven  tenths;  in  1901,  forty-nine 
and  two  tenths ; in  1910,  fifty-one  and  four 
tenths;  in  1920,  fifty-six  and  three  tenths; 
in  1924,  fifty-eight  and  one  tenth.  A gain  of 
about  twenty-five  years.  This  increase  of 
twenty-five  years  in  life  is  due  in  a great 
measure  to  preventive  medicine  for  which 
every  branch  of  medicine  has  contributed. 
Not  only  the  public  health  work  is  practicing 
preventive  medicine  and  added  to  the  in- 
crease span  of  life,  but  the  increase  in  med- 
ical science  in  all  of  its  branches  are  adding 
to  the  span  of  years. 

The  public  health  work  costs  about  ten 
thousand  dollars  to  a county,  paid  by  the 
county,  state  and  federal  funds  and  is  not 
really  taking  care  of  the  indolent  class  of 
Avork,  but  leaving  that  for  the  local  phy- 
sician. If  this  money  was  paid  to  the  county 
for  the  support  of  a hospital  and  a part 
for  pay  to  the  physicians  to  take  ''are  of  the 
indolent  dlass  of  people,  more  physicians 
would  locate  in  the  country  and  small  towns 
and  receive  better  medical  services. 

Every  physician  should  recommend'  vac- 
cination, inoculation,  periodical  examina- 
tions and  equip]  himself  for  making  as  com- 
])lete  examination  as  can  be  done  by  him 
and  referring  fewer  patients  away  from  his 
home  town  and  when  in  need  of  consultation 
call  a physician  from  his  community,  thereby 
gaining  back  the  lost  prestage  of  a few  years 
ago. 

I am  quoting  a few  paragraphs  from  Dr. 
J.  D.  Brook,  his  Presidential  Address  to  the 
State  Medical  Association  of  Michigan  jin 
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1930,  on  the  subject  of,  “The  Passing  of  the 
h'amily  Doctor  and  Practice  of  the  f uture.” 

“Tnere  is  pernaps  no  one  condition  whicJi 
has  contributed  miore  to  the  elimination  of 
the  4^‘auiily  doctor  than  tJie  so-called  free 
or  hospital  clinic.  The  class  of  patients  who 
frequent  these  places  are  those  once  treiatcd 
by  the  general  practitioner,  who  when  sick- 
ness overtook  tiienu  were  carried  by  their 
doctor  until  such  time  as  they  could  save 
enough,  after  deducting  living  expenses,  to 
balance  the  .account.  These  jpeople  ^were 
usually  a good  class  of  citizen.  They  were 
thrifty  and  took  pride  in  keeping  themselves 
square  with  the  world.  But  gradually  as  the 
clinic  increased  in  popularity  and  as  Jones 
and  Brown  receired  free  service,  and  while 
the  head  of  the  family  perhaps  was  tempor- 
arily out  of  employment,  they  too  availed 
themselves  of  the  services  of  the  free  clinic. 

Nor  do  we  exactly  criticize  this  individual 
for  availing  himself  of  this  service.  Yet  it 
is  fundamentally  and  governmentally  wrong 
and  decidedly  un-American  for  any  group 
of  individuals  or  organization  to  place  before 
our  people  enticements  which  tend  to 
pauperize  and  encourage  dependence  in- 
stead of  independence  as  promulgated 
in  the  Declaration  of  our  forefathers. 
It  followls  therefore  that  free  clinics  and 
social  agencies  are  undermining  the  spirit 
of  true  Americanism  and  are  breeding 
socialistic  tendencies. 

I have  never  yet  received  a satisfactory 
answer  to  the  query — Why  the  free  hospital 
(dinic?  A partial  answ'er  may  be  gleaned 
from  the  following  incident  which  is  self- 
explanatory.  A physician  on  service  at  a 
clinic  told  one  of  the  admitting  officers 
that  Mrs.  Jones  sihould  go  to  her  private  phy- 
sician and  that  Mr.  Brown  was  properly  a 
city  charge.  The  attendant  replied  by  saying’ 
“Why  doctor,  if  we  did  that  with  those  who 
come  here  I would  lose  my  job.”  This 
reply  is  obvious  and  needs  no  further  com- 
ment. But  this  is  not  a symposium  on  clinics. 
They  are  here  doing  a wonderful  work  even 
though  suffering  from  abuses,  and  undoubt- 
edly will  remain  until  some  other  system 
supplants  them. 

How  then  shall  the  public  in  ttie  future 
receive  medical  care?  A national  committee 
on  the  cost  of  medical  care  has  been  for 
more  than  two  years  at  work  attempting  to 
determine  the  causes  but  they  are  still  far 
from  their  goal.  The  report  of  this  com- 
mittee undoubtedly  will  largely  determine 
the  conduct  of  medical  practice  of  the  future. 
If  the  utterances  of  members  of  this  com- 
mittee, and  particularly  its  chairman.  Dr. 
Ray  Lyman  Wilbur,  are  of  any  significance, 
and  I believel  they  are,  I can  see  only  one 


outcome,  namely,  some  form  of  state  med- 
icine. 

rom  a news  item  1 quote  Dr.  Wilbur  less 
than  a year  ago  as  saying,  “A  new  social 
significance  tor  mediciue^ — to  give  everyone, 
regaruiess  ot  residence  or  economic  condition, 
tne  best  the  profession  affords,  and  to  make 
medicine  fit  in  with  the  other  social  forces 
so  that  its  distribution  will  be  uniform,  is 
vital  in  tnis  age  of  science  and  democracy.” 
No  system  of  state  medicine  could  be  better 
defined  and  when  men  of  our  own  profes- 
sion holding  high  official  position  ,in  our 
government  come  out  boldly  with  these 
statements,  1,  like  Belshazzar  of  old,  can  see 
tile  handwriting  on  the  wall. 

At  about  the  time  of  Dr.  Wilbur’s  utter- 
ance came  the  following  from  Dr.  Glen 
Frank,  President  of  the  University  of  Wis- 
consin; “Our  only  hope  of  a healthier  na- 
tion, unless  we  go  bag  and  baggage  to  state 
medicine,  lies  with  the  unsefish  doctor  who 
will  consciously  reduce  his  income  by  giving 
patients  advice  that  may  keep  them  from 
falling  sick  again.”  The  inference  is  that 
state  medicine  will  practically  eliminate  dis- 
ease. If  this  were  true  the  countries  of 
Europe  where  the  system  is  now  in  opera- 
tion should  be  the  healthiest  in  the  world. 

1 have  advocated  for  years  and  still  be- 
lieve that  the  truths  of  scientific  preventive 
medicine  as  available  today,  properly  taught 
in  our  public  schools,  will  eliminate  more  dis- 
ease than  all  systems  of  state  medicine  in 
existence  or  that  ever  will  be  concocted.” 

1 am  now  quoting  from  Appleton  IMedieal 
Service  May  and  June  issue,  1932  the  fol- 
lowing ; 

“The  need  for  expansion  of  public  health 
work  in  the  United  States  is  definitely  indi- 
cated in  a recent  statement  by  the  Coim- 
mittee  on  the  cost  of  medical  care,  of  which 
Secretary  Ray  Lyman  Wilbur  is  chairman. 
Vermont,  being  two-thirds  rural,  was  selected 
by  the  Committee  for  study  as  being  fairly 
representative  of  a large  pdrt  of  the  United 
States.  The  complete  findings  and  recom- 
mendations of  the  Committee  will  be  an- 
nounced in  the  Fall  of  1932. 

The  committee  on  the  Cost  of  Medical 
Care  has  been  investigationg  this  matter  for 
five  years.  For  the  solution  of  this  problem 
a number  of  different  plans  have  been  pro- 
posed : 

1.  In  small  communities  the  hiring  of  or 
the  contracting  with  a paysician  upon  a 
yearly  salary. 

2.  The  organization  of  groups  of  physi- 
cians and  the  payment  of  their  services  by 
the  community  upon  an  insurance  basis. 

3.  Community  hospitals  and  sltaffs  of- 
fering a medical  and  hospital  service  upon 
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a yearly  payment  of  a definite  sum  per  indi- 
vidual or  family. 

4.  The  organization  of  county  medical  so- 
cieties of  medical  health  centers  and  the 
payment  for  health  service  of  the  com- 
imuiity  on  insuran  ‘e  oasis. 

i.  Pay  clinics. 

().  Health  insurar.  “ , voluntary  and  com- 
pulsory. 

7.  State  IMedicine. 

If  it  should  come  to  i)ass  that  we  have 
state  metliune  estahlishino'  state  hospitals  to 
he  under  the  control  of  public  heath  phy- 
icians,  specialists  and  surgeons.  A system 
of  medicine  giving  free  service  to  tiiose  not 
able  to  pay  and  caring  for  those  who  are  able 
to  pay  for  a very  small  fee,  that  will  surely 
mean  destruction  to  the  organized  medical 
profession  and  bankrupt  the  government. 

In  the  beginning  of  my  essay  1 dealt  with 
state  medicine  and  the  physii  iaii  as  condi- 
tions now  exist.  I sthall  now  state  in  my 
opinion  a system  that  would  be  more  satis- 
factory to  the  medical  profession  and  the 
public  at  large.  The  use  of  funds  that  are 
now  i)akl  by  the  fctleral,  state*  and  county 
governnu'ut  to  helpi  maintain  a county  hos- 
pital and  a part  as  medical  fees  foi-  charity. 
Said  hosjeital  should  be  under  the  jiiidsfliction 
of  the  medical  profession  and  not  a few  pub- 
lic health  officials. 

1 agree  with  Dr.  J.  I).  Brook,  in  that  pre- 
ventive medicine  should  be  taught  in  the  pub- 
lic schools,  that  an  adopted  textbook  of 
hygiene  and  preventive  medicine  be  added  to 
the  i)ublic  school  course. 

1 ho])e  that  the  State  Medical  Association 
will  take  action  in  the  future  and  that  the 
laws  may  he  amended  so  as  to  give  relief  to 
the  public  and  the  medicbl  profession  at 
large. 


Postural  Reduction  in  Vital  Capacity. — Hamil- 
ton and  Morg.an  present  evidence  that  while  the 
vital  capacity  decreases  when  one  assumes  the 
recumbent  posture,  the  residual  air  remains  con- 
stant. In  the  completely  inspired  position  the 
size  of  the  chest  may  increase  in  the  recumbent 
pc-ture.  It  would  seem,  therefore,  that  the 
lungs  serve  as  storage  for  blood  which  is  poured 
out  of  the  dependent  veins  when  one  lies  down. 
This  conception  is  substantiated  by  the  fact  that 
when  blood  pressure  cuffs  are  applied  to  the 
four  extremities,  and  blood  trapped  in  the  arms 
and  legs  by  raising  the  pressure  in  the  cuffs  to 
diastolic,  there  is  a prompt  and  marked  increase 
in  the  recumbent  vital  capacity,  so  that  it  may 
equal  or  exceed  the  vital  capacity  in  the  standing 
posture. 


ACUTE  LEAD  POISONING  IN  AN 
INFANT.  CASE  BEPORT’'' 

James  W.  Bkuce,  1\1.  D. 

Louisville. 

II.  1)..  male,  white,  age  20  mouths.  Ad- 
mitted to  St.  Joseph’s  lufiruiiary  November 
17th,  l!hH.  Birth  'history  aud  previous 
medical  hi.story  unimportant. 

Pre.sent  illness — mild  indisposition  for  two 
weeks.  Convulsions  began  suddenly  at 
10 :00  a.  m.  on  morning  of  admission  and 
continued  almost  uninterrupted  for  twelve 
hours.  Convulsions  almost  entirely  hemi- 
plegic, involving  left  side.  Rectal  tempera- 
ture on  admission,  was  105.5.  This  gradually 
came  down  to  normal. 

H.  B.  C.  4,400,000  H.  B.  (Tal)  72%;  W. 
B.  C.  22,800,  Polys.  81%,  Eosin  1%.  Many 
sti])pled  red  cells. 

Fragility  test  normal.  Hemolysis  began 
at  0.4 — complete  at  0.3. 

Urine  cloudy  and  1030.  Albumin  three 
plus,  Sugar  0,  Acetone  0,  MicTOScopic  : nu- 
merous casts,  \V.  P>.  C.  and  R.  B.  C. 

Chemical  test  for  lead  jiositive.  Spinal 
fluid  clear,  no  apparent  increase  in  pressure. 
Cell  count  9,  globulin,  faint  trace,  filament 
developed  on  standing  24  hours  in  ice  box. 
Lead  test  positive. 

Eye  grounds  negative.  Lead  line  on  gums 
not  ijresent. 

November  18th,  1931,  convulsions  con- 

trolled by  intramuscular  magnesium  sulphate 
intravenous  glucose  50%-  and  chloroform. 
Intensive  Ca  therapy  .started  (IMilk  and  CaCL 
by  mouth.  Ca  gluconate  intravenously  and  in- 
tramuscularly.) 

November  24th,  sitting  uj)  and  playing — 
weakness  and  incoordination  of  left  side. 

R.  B.  C.  2,760,000;  II.  B.  50%  ; Polv.  54%. ; 
Eosin  2%c;  W.  B.  C.  10,000;  Baso.  4%; 
Lymph.  40%. 

Very  few  stippled  red  cells  in  smear. 
Urine,  amber,  acid,  1030,  Albnmin,  faint 
trace,  sugar  0.,  Microscopic,  occasional  pus 
cell. 

Test  of  drinking  water  used  at  home  gave 
a positive  test  for  lead. 

December  15th  1931,  Child  normal  in  every 
way. 

Discussion 

Lead  ])oisoning  in  children  occurs  often 
enough  for  us  to  bear  it  in  imind.  The  usual 
source  of  lead  is  paint  which  has  been  chewed 
from  toys,  beds,  play  pens,  etc.  In  the  case 
under  discussion  careful  questioning  failed 
to  disclose  any  source  of  lead  other  than  the 
drinking  water.  A child  just  older  than  the 
liatient  had  been  complaining  of  headac-he 

*Road  before  the  Jefferson  Countv  Medical  Society. 
April  4.  1932. 
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and  pains  in  the  abdomen  for  some  time. 
The  other  iiiemhers  of  the  family  had  been 
free  of  symptoms. 

Lead  poisoning  is  iisnally  classified  as 
acute  and  ehroiue.  However,  the  so-called 
acute  cases  au  Tisnally  acute  exacerbations 
of  chronic  })oisoning  due  to  sudden  liberation 
into  the  blood  stream  of  lead  which  had  been 
stored  in  the  bones.  The  acute  symptoms 
are  usually  enumerated  as  headache,  abdo- 
minal pain,  constipation,  convulsions, 

('hroidc  symptoms  are  pallor,  weakness,  diz- 
ziness, anorexia,  paralysis  of  eei'tain  extensor 
muscles,  e.  g.  wrist  or  ankle  droj).  Basic 
sti])pling  of  the  red  cells  occurs  early  and 
while  not  jcathoignomonic  of  lead  poisoning 
is  never-the-less  a great  help  in  diagnosis. 

The  symptoms  of  lead  poisoning  are  caused 
by  the  toxic  effects  of  lead  in  the  circulating 
blood.  The  chief  object  of  treat:ment  is 

therefore  to  store  the  lead  in  the  hones  where 
it  remains  indefinitely  as  aji  inert  mass. 
This  is  accomplished  by  giving  large  amounts 
of  calcium.  Milk  and  calcium  lactate  by 
mouth,  Ca  Clj  by  mouth  and  intravenously 
and  Ca  gluconate  intravenously  and  intra- 
muscularly are  all  good  methods  of  getting 
calcium  into  the  body.  Free  elimination  by 
the  bowel  must  be  accomplished  also.  Co;m- 
plete  storage  of  lead  in  the  hones  so  as  to 
render  the  patient  free  of  acute  symptoms 
will  take  several  days. 

The  next  objective  of  treatment  is  to  grad- 
ually “delead”  the  ]>atient  i.  e.,  to  slowly 
get  lead  into  the  circulation  so  that  it  can 
be  eliminaled  from  the  body.  If  this  is  done 
too  rapidly,  acute  synpitoms  will  recur  and 
this  frequently  ha])i)ens.  There  are  three 
ways  of  getting  lead  from  the  bones  into  the 
circulation:  (1)  Pi'odueing  a mild  acidosis. 

(2)  Producing  a mild  alkalosis.  (3)  Admin- 
istration of  pota.ssinm  iodide.  The  produc- 
tion of  mild  acidosis  or  alkalosis  requires 
the  admini.stration  of  acids  or  alkalies  and 
also  careful  diet  regulation.  Potassium 
iodide  can  be  given  independently  of  diet 
and  is  therefore  the  simplest  form'  of  treat- 
ment. The  occurence  of  mild  acidosis  or 
alkalosis  during  acute  infections  accounts 
for  the  frequency  with  which  symptoms  of 
acute  lead  ]misoning  occur  at  these  times. 

REPK'RENCES 
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Park — Am.  J.  Dis.  Chil.  v 41:  485,  Mar  1931 

Aub,  Pairchikl.  Minot  and  Riznihoff — Medicine  v 4- 
1,  Feb. -May.  1925. 

DISCUSSION 

Sam  A.  Overstreet:  Through  the  courtesy 

of  Dr.  Bruce,  I was  allowed  to  see  this  pa- 
tient. He  presented  quite  an  interesting  picture 
froJft  the  standpoint  of  diagnosis  and  treatment. 
It  seemed  to  me  that  the  crux  of  the  treatment 
in  these  patients  is  the  use  of  calcium  in  storing 
the  lead.  It  has  been  shown  that  vigorous  at- 
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tempts  to  eliminate  lead  at  early  stage,  may 
result  in  death — such  patients  apparently  hav- 
ing a lead  encephalitis.  Particularly  is  this 
usually  followed  by  exacerbation  of  symptoms, 
when  large  doses  of  potassium  iodide  are 
given.  Ihe  use  of  calcium,  as  Dr.  Bruce  has 
stated,  is  far  more  effective  ia  relieving  the 
symptoms  immediately;  but  3-5-drops  of  potas- 
sium iodide,  over  a long  peiiod  of  time,  will  de- 
lead patient  much  more  satisfactoiily  without 
exacerbation  of  symptoms  and  causing  the  com- 
plications of  encephalitis.  Also,  many  other 
localized  complications,  such  as  oic'hitis,  are 
not  infrequent. 

J.  J.  Glaboff:  It  is  surprising  to  note  that 

this  patient  had  no  demonstrable  lead  line. 
Stippled  cells  are  occasionally  found  at  onset 
of  disease  and  then  disappear  until  later  in  ill- 
ness. The  ends  of  the  shafts  of  the  long 
bones,  especially  at  the  anterioi'  ends  of  middle 
sixth  ribs,  or  the  upper  ends  of  humerii,  lower 
ends  of  femoi'a,  upper  and  lower  ends  of  tib- 
iae and  fibulae,  lower  ends  of  radii  and  ulnae 
sometfimes  e how  shadows  which  'indicate  de- 
posits of  lead.  The  density  of  the  shadow  is 
gfeatest  at  the  ends  of  the  bones  where  growth 
is  the  greatest.  ‘ The  dense  shadow  is  accounted 
for  by  deposits  of  lead.  In  infants  under  one 
year  of  age  sometimes  congenital  bone  lues 
causes  dense  shadows  at  the  ends  of  the 
bones;  this  is  due  to  columns  of  calcified  inter- 
cellular substance  of  the  cartilage  that  form 
an  interlacingg  network  in  the  .‘■haft  beneath 
the  cartilage.  I would  like  to  mention  also 
that  in  Rickets,  sometimes  a shadow  is  cast 
which  is  due  tc  healing.  When  one  gets  a 
dense  shadow  in  the  ends  of  the  long  bones 
after  one  year  of  age,  it  is  usually  assumed 
that  this  is  due  to  a deposit  of  lead  or  phos- 
phorous. 

I appreciate  having  listened  to  this  paper  of 
Dr.  Bruce’s. 

Henry  C.  Hermann:  In  regard  to  the  previous 
statements  cn  the  deposits  of  lead  in  the  long 
bones,  the  latter  usually  pei'sists,  or  leaves  evi- 
dence of  the  deposits  of  lead,  throughout  life. 
The  increased  transverse  deposits  in  the  ends 
of  the  long  bones  are  not  pathognomonic  of 
lead  poisoning  although  the  fact  that  if  such 
shadows  do  exist  in  the  ends  of  the  long  bones, 
it  aids  one  in  narrowing  the  diagnosis  to  such 
conditions  that  cause  striations  in  the  ends  of 
the  long  bones  such  as  rickets  which  often 
causes  these  changes,  and  I believe  that  there 
is  a slight  difference  in  the  characteristics  of 
the  markings  due  to  lead  poisoning  and  rickets. 
I also  believe  that  the  lines  as  a result  of  lead 
poisoning  are  more  or  less  characterstic  and 
are  of  great  diagnostic  value. 

James  W.  Bruce,  (in  closing)  : In  answer 

to  Dr.  Solomon  s question  as  to  whether  we 
ever  determined  how  lead  got  into  the  child’s 
drinking  water,  the  only  way  the  family  could 
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account  for  this  was  that  they  had  had  some 
plumbing  done  on  some  iron  pipes  and  in  this 
way  the  lead  could  have  gotten  in  the  water. 

This  child  did  not  have  a lead  line  on  the 
gums.  It  is  difficult  to  tell  a case  of  lead 
poisoning  from  one  of  healing  rickets.  I showed 
a Roentgenologist  these  pictures  and  asked  him 
what  was  wrong  with  them.  He  looked  at  them 
and  remarked,  “Well  it  looks  like  healed 
rickets.” 


TREATMENT  OP  CONGENITAL  SYPHI- 
LIS WITH  BISMUTH  ARSPHEN- 
AMINE  SULPHONATE  (BIS- 
MARSEN)* 

Thomas  M.  ]\Lvrks,  M.  D. 

Le'xington. 

Until  three  years  ago  my  results  in  treat- 
ment of  congenital  syphilis  were  so  dis- 
couraging that  I had  almost  reached  the  con- 
clusion that  the  best  way  out  for  all  con- 
cerned was  for  the  infant  to  die  as  early  as 
possible,  but  upon  the  arrival  of  Bismarsen 
and  after  overeominig  my  fear  of  largie  doses, 
even  in  infants  as  young  as  three  weeks,  con- 
tinuous bi-weekly  doses  of  V2  adult  doses  are 
seemingly  well  tolerated  with  remarkable 
results,  in  fact  one  infant  now  5 months  old 
who  at  three  weeks  had  a most  virulent  infec- 
tion with  prolapsed  rectum  and  high  fever  is 
now  the  object  of  envy  of  mothers  with  well 
infants. 

In  Bismarsen  we  have  a combination  of 
Arsphenamine  and  Bismuth  which  can  be 
given  intramuscularly  to  infants  in  nearly 
adult  doses  without  the  untoward  reactions 
and  ill  effects  of  the  other  arsphcnamines 
even  when  given  in  smaller  doses  according 
to  age. 

Case  Report : September  22,  1930  I was 

called  in  consultation  to  see  a boy  26  months 
old  giving  an  acute  history  of  two  days  dura- 
tion. The  child  just  began  to  show  signs  of 
irritability  September  20th  and  during  the 
48  hours  previous  to  my  seeing  him,  had  only 
slept  at  very  short  intervals  and  between 
times  would  just  run  at  full  steam  from  one 
room  to  another  paying  no  attention  to  any 
one  of  the  family  and  not  answering  to  his 
name.  He  had  eaten  but  little  and  had  difficul- 
ty in  swallowing.  There  was  projectile  vomit- 
ing at  the  time  I saw  him  and  an  early  ptosis 
of  the  left  eye  lid  which  the  family  had  just 
noticed.  The  early  history  showed  nothing 
relevant  to  present  complaint  except  that  11 
days  previous  to  illness  had  fallen  from  porch 
swing  upon  concrete  porch  striking  forehead. 
The  child  was  practically  unrestrainable  and 
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physical  examination  was  very  uncertain. 

General  physical  examination  was  essential- 
ly negative  with  the  exception  of  several  large 
impetiginous  areas  from  scratching,  ptosis 
of  left  upper  lid  and  exaggeration  of  both 
knee  jerks.  No  facial  paralysis;  negative 
Keriiig  and  Babinski ; neck  slightly  rigid : eye 
(ground  examination  checked  Dy  Dr.  W.  N. 
Offutt  showed  2D  choked  disc  111  left  eye  with 
slight  neuro  papillo  oedema  disc  right  eye. 
Dr.  OffuU  made  tentative  diagnosis  of  syph- 
ilitic disease ; spinal  fluid  was  clear,  cell  count 
23;  globulin  2 plus;  Wasserman  4 plus. 

September  25,  1930 ; Mercury  rubs  daily 
V2  g'lii-  for  40  days  were  started  and  bi-weekly 
doses  of  .1  gm.  Bismarsen  for  16  doses  and 
then  .2  gm.  for  4 doses.  Best  period  for  8 
weeks  and  another  series  of  .15  gms.  doses  for 
24  doses  bi-weekly.  Then  rest  period  of  three 
months.  Spinal  puncture  at  the  end  of  this 
period  showed  increased  pressure  2 plus  was 
clear;  cell  count  2;  Globulin  negative;  Was- 
sermann  negative;  Blood  Wasserman  nega- 
tive ; Fundus  examination  negative  right  eye ; 
left  eye  disc  essentially  negative ; evidence 
of  old  heriiorrhage.  Ptosis  of  left  lid  entirely 
(gone  after  first  six  weeks  treatment  and  prac- 
tically of  signs  of  brain  jmessure. 

The  child  is  now  taking  bi-weekly  doses  of 
15  gms.  for  4 weeks  with  4 weeks  rest  until 
24  doses  are  taken.  This  will  complete  his 
first  15  months  treatment.  The  child  is  to 
all  appearances  normal  and  well.  Am  report- 
ing this  case  for  the  rareness  of  brain  gummia 
in  one  of  this  age  and  the  most  pleasing  man- 
ner in  which  it  responded  to  Bismarsen  treat- 
ment. 

— : — / 

Oral  Administration  of  Corticosuprarenal  Ex- 
tract.— Briitton  and  his  associates  demonstrate 
the  effectiveness  of  corticosuprarenal  extract 
given  by  mouth.  It  prolongs  considerably  and 
possibly  indefinitely  the  lives  of  suprarenalecto- 
mized  cats  and  brings  about  complete  recovery 
from  even  the  severest  symptoms  of  suprarenal 
insufficiency,  when  given  by  the  oral  route. 
The  low  blood  sugar  values  found  in  supra- 
renalectomized  animals  are  markedly  increased, 
and  the  high  nonprotein  nitrogen  values  and 
blood  cell  volumes  are  reduced  toward  or  to  the 
normal  levels,  during  the  recovery  period.  Ani- 
mals that  have  refused  food  may  be  induced 
to  eat  within  an  hour  after  administration  of 
the  extract.  These  observations  are  in  keeping 
wiith  those  produced  by  intraperitoneal  injec- 
tion of  the  material.  Large  amounts  of  the 
extracts,  approximately  three  to  five  times  the 
intraperitoneal  dosage,  were  necessary  by 
mouth  in  order  to  produce  comparable  results. 
Epinephrine  given  by  mouth  in  similar  con- 
centration to  that  found  in  cortico-suprarenal 
extract,  and  also  dextrose  solutions,  have  no 
noteworthy  effect  on  suprarenal  insufficiency. 
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THE  OCCASIONAL  OPERATOR*’ 

W.  B.  Atkinson,  M.  D. 

Campbellsville. 

The  picture  of  the  occasional  operator  is 
usually  painted  as  follows. 

Definition;  Malignancy  of  the  body  of 
medicine. 

Etiology : 

1.  Desire  for  a fee. 

2.  Prevalent  in  both  city  and  rural  locali- 
ties. 

3.  Developes  in  early  medical  life. 

4.  No  seasonal  variation. 

Location : May  originate  in  the  tonsils, 

abdomen,  rectum  or  extremities.  Spreads 
rapidly  to  other  parts  of  the  body. 

Symptoms : 

1.  Itching  of  the  palms. 

2.  Delusions  of  grandure'. 

3.  Empty  feeling  in  the  pocket  book. 

4.  No  loss  of  weight. 

5.  A feeling  of  well  being  in  the  part  af- 
fected. 

Signs : 

1.  Atrophy  of  the  Conscience. 

2.  Swelling  of  the  head. 

3.  Alnemia  of  the  judgment. 

4.  Cougn  (up  by  others). 

5.  Rapid  expansion. 

6.  Hyper-activity  of  the  part. 

Proignosis : Very  grave  for  the  body  as 

a whole,  less  grave  for  the  part  affected. 

Diagnosis : The  diagnosis  is  made  when 

one  or  more  of  the  above  mentioned  symptoms 
are  present  in  a younger  part  of  the  body, 
with  the  accompanying  signs.  Hyper  activity 
is  the  most  important  of  the  signs,  and  leads 
to  early  and  extensive  metastasis. 

Differential  Diagnosis:  This  disease  must 

be  differentiated  from  the  following  condi- 
tions. 

1.  Crap  shooting. 

2.  Playing  the  stock  market. 

3.  Lottery. 

4.  Banco  Kentucky. 

Treatment : 

1.  Starvation. 

2.  Excision  or  amputation. 

Case  Report : Mr.  New  Born  Medic.  Age 

(medical)  3 years. 

History  and  Experience ; None. 

Onset,  one  year  ago  when  his  first  p'atient 
presented  an  abscess  of  the  finger  requiring 
lancing.  One  month  later  a second  attack. 
This  time  a patient  came  with  peritonsilar 
abscess  and  incision  was  done.  A third  at- 
tack came  a short  time  later  when  first  aid 
was  given  to  a man  who  had  lost  a leg  in  a 
saw  mill.  Three  weeks  later  a fourth  attack 


*R«ad  before  the  Muldvaugh  Hill  Medical  Society. 


was  suffered  when  a child  sustained  a stab 
wound  of  the  abdomen  through  which  vis- 
cera protruded.  Other  attacks  have  followed 
at  inteiwals,  the  severity  of  which  have  va- 
ried. The  last  attack  was  one  week  ago  when 
a patient  was  operated  upon  for  a pus  tube, 
and  an  ovarian  cyst  was  found,  and  removed. 
This  case  is  now  far  advanced  and  constantly 
growing  worse.  No  hope  for  recovery. 

A peculiarity  of  some  modern  paintings  is 
that  they  may  be  reversed  and  retain  as 
ni,uch  intelligence  as  in  their  correct  position. 
We  shall  take  another  view. 

The  occasional  operator  is  none  other  than 
the  general  ractioner  whom  it  is  popular 
to  laud  at  the  present  time. 

The  loause  of  the  occasional  operator  is 
the  same  as  it  has  always  been ; the  need  for 
someone  to  care  for  certain  specific  ailments 
in  an  intelligent  manner.  In  a word,  neces- 
sity. This  happens  to  be  the  younger  doc- 
tor since  his  training  in  this  line  has  been 
more  intensive. 

In  a profession  that  stands  second  to  none 
in  its altruism,  the  occasitonial  operator  is 
no  more  apt  to  do  work  for  his  personal 
gain  alone  than  is  his  fellow  practitioner  in 
other  lines.  Any  delusions  of  grandeur  are 
of  short  life,  as  the  next  case  takes  care  of 
this.  The  empty  feeling  in  the  pocket  book 
is  relieved  all  too  rarely.  The  feeling  of  well 
being  cannot  exist  without  good  results,  since 
any  bad  results  are  met  daily  among  his 
friends  and  neighbors. 

The  personal  interest  manifest  by  the  gen- 
eral practitioner,  and  his  conscientious  ef- 
forts are  too  well  advertised  for  comment 
here.  Needless  to  say  they  have  been  exag- 
gerated. Swelling  lof  the  head  is  .more  or  less 
a necessity  for  the  successful  doctor.  He  must 
believe  in  himself  before  others  will.  Judg- 
ment is  a quality  hard  to  define.  It  is  em- 
piloyed  daily  in  varying  degrees  and  for- 
tunately we  are  not  held  responsible  for  100 
per  cent  perfection. 

The  true  position  of  the  occasional  opera- 
tor lies  somewhere  between  these  two  views. 
In  every  community  emergencies  arise  that 
require  attention  of  a surgical  nature.  One 
or  more  doctors  in  that  community  should 
be  able  to  oare  for  such  needs,  when  they 
arise.  To  do  this  to  the  best  advantage  that 
man  mu.st  be  accustomed  to  the  use  and  hand- 
ling of  instruments  other  than  in  the  oc- 
casional emergency  that  may  arise.  In  the 
hands  of  the  man  who  does  some  surgery, 
and  who  realizes  his  capabilities  and  limita- 
tions, the  average  patient  npon  whom  he  at- 
tempts to  operate,  will  fare  as  well  as  in  more 
elaborate  surroundings.  The  attitude  toward 
the  occasional  operator  should  be  co-opiera- 
tive  not  obstructive,  helpful  not  critical.  He 
serves  a useful  purpo.se. 
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A CASE  OF  MFLTli‘LE  INTIJSSFSOEP- 
TIOX,  ((Quintuple)* 

Charles  Earon,  1\I.  D. 

Coving-ton. 

L).  M.,  a boy  of  2 years,  came  into  the  hos- 
pital on  December  24,  1930,  comi)laining-  of 
pain  in  the  chest  and  abdomen,  fever,  and 
vomiting-.  Previous  to  the  hospital  entrance 
i.ay,  he  had  been  jierfectly  well.  At  noon  the 
child  suddenly  ran  to  his  mother  screaming 
with  pain  ami  pointing  to  the  lower  anterior 
chest  wall  and  upper  abdomen.  This  attack 
lasted  about  a half  an  hour  and  towards  the 
end  he  vomited.  lie  had  two  other  attacks 
of  pain,  but  they  were  not  associated  with 
vomiting.  Previous  to  his  first  attack,  his 
bowels  liad  moved  normally  in  the  morning. 
Shortly  after  the  first  attack  of  pain,  an 
enema  was  given  by  his  mother,  and  the 
movement  was  noticed  to  be  slightly  blood 
tinged. 

When  the  child  was  brought  to  the  hos- 
pital. eleven  hours  after  tiie  onset  of  the 
fir.st  attadv  of  pain,  the  child  still  complained 
of  intermittant  pain.  His  temperature  Avas 
101.4  Avith  a pulse  of  92  and  a respiration 
of  22.  A.  physical  examination  did  not  re- 
veal any  al)normal'ties  except  a suggestive 
rigidity  in  the  midline  below  the  umbilicus. 
No  tenderness  Avas  elicited.  The  Avbc  Avas 
7,700.  The  urine  Avas  negative. 

An  exploratory  laparotomy  Avas  decided 
upon.  0|)ening  tlu‘  abdomen  Avith  a rigid 
i-ectus  incision,  the  appendix  was  found  to 
be  oidy  sligldly  i-eddened.  After  its  remo\'al, 
a digital  examination  of  the  boAvel  did  not 
rcA'eal  a thing  that  was  abnormal.  Yet  upon 
a painstaking  examination  Avith  partial  Avith- 
draAval  of  the  .small  intestine,  it  Avas  not  until 
the  jejunum  Avas  reached,  that  the  seat  of  the 
pathology  Avas  seen.  In  the  space  of  about 
2b  cm.,  there  Avere  fiA-e  distinct  intussuscep- 
tions, each  about  1.3  cm.  in  length,  in  the 
usual  direction,  i.  e.,  aboralAvard.  They  were 
easily  reduced,  presenting  no  apparentt 
changes.  The  abdomen  Avas  closed  Avithout 
drainage.  'Phe  patient  made  an  uneA-entful 
recovery  and  left  the  hospital  in  13  days. 

Literature 

A revicAv  of  the  literature  revealed  that 
the  subject  of  multiide  iidussnsception  is 
practically  never  imndioned  and  in  ordy  a 
few  textbooks  is  it  discussed.  It  is  cpiite  com- 
mon to  se(>  at  ])ost-mort(‘in,  multijile  intus- 
susee])tions  of  the  bowel,  so-called  terminal 
or  aopnal  spasm  having  foi-med  the  multaph‘ 
invaginations.  Holt  and  Howland  (li  call 
this  condition  int  ussuseepJtion  of  the  dying. 
Eabeock  (2).  Boyd  (3),  Holt  and  IIoav- 
land  (1),  aitnong  otln*rs,  state  that  midtiple 
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intussusceptions  are  agonic  and  postmortem. 
lioAvever,  none  of  the  text-books  mentioned 
the  possibility  of  it  occurring  in  ;i  ])atient  in 
a non-agonit,  condition  and  in  one  that  av;is 
far  from  the  stiite  of  being  moribund.  It  has 
been  pointeil  out  that  in  agonic  states,  the 
direction  is  upAvartls,  i.  e.,  the  intussusceiitum 
travels  oralwaii-ds  into  the  intussuscipiens. 
However,  Campbell  and  Kerr  tf)  state  that 
in  a few  eixceptional  cases,  true  clinical  cases 
of  idiojiathic  intussusceiition  occur  in  this 
direction.  This  has  also  been  noticed  by  Holt 
and  lloAvland  (1).  However,  in  the  presented 
case,  the  direction  was  dowinvard  in  the  usual 
manner. 

The  only  cases  that  I could  find  of  a 
similar  nature  occurred  in  postmortem  find- 
ings re}iorted  by  Beeche  (b)  and  Long.street 
(b).  However  no  report  of  clinical  cases  of 
multiple  intussusception  could  be  found  in  the 
available  literature. 

Conclusions 

A clinical  case  Avith  recovery  is  reported 
of  multijile  intussusception.  There  Avere  fiA’e 
in  all,  occurring-  in  the  jejunum,  Avithin  a 
spa.ee  of  2b  cm.  It  is  felt  that  this  case 
shoiihl  not  be  regardetl  as  agonal  or  dying 
intussusception,  but  a true  ea.se  of  idio- 
pathic intussusception. 

Thanks  is  hereby  given  to  Dr.  .1.  D.  North- 
eiitl  for  jierniission  to  iiresent  this  case. 

8ince  the  reading  of  this  paper  at  the 
Camiibell-Kenton  County  Medical  Society  on 
•la Hilary  21,  1932,  I found  a report  of  three 
eases  of  multiple  intussusception  in  the 
(lily’s  Hosiiital  Reports  for  October,  1931 
ill  Avhich  363  cases  of  acute  intussusception 
in  children  Avere  revieAved  at  that  hospital 
1904  to  1927  inclusive.  A personal  conumuni- 
cation  from  the  author.  Dr.  II.  G.  Close,  re- 
vealed that  of  the  midtiple  type,  tAvo  of  the 
three  cases  Avere  double  and  one.  had  three 
intussusceptions,  the  last  being  all  in  the 
ileum. 

In  addition,  a reference  Avas  found  in  this 
report  on  ninlti]1lle  intiissiisceiition  by  D.  C. 
L.  FitzAvilliams  in  Lancet,  1908.  i,  628,  Avho 
Avrote  an  exhaustive  pajier  on  intussusception 
in  Avhieh  he  rcA-icAved  all  the  available  litera- 
ture Avhich  included  Avell  over  1000  cases.  Du 
the  subjei't  of  multiple  intussusception,  he 
states,  “Instances  AA-here  tAvo  nr  more  inA-ag- 
iuatinns  oeeiir  iu  different  ]iarts  of  the  ali- 
fmieutary  canal  Avei-e  very  infreipieut.  In 
777  cases  of  intussusception  iu  Avhich  the 
variety  and  site  of  the  invagination  Avere 
uoti'd  onlv  12  such  eases  Avere  met.  T have 
refei-eiice,  lioAveA'cr,  t')  threi'  other  cases. 
(Homolle,  Bulletin  de  la  Soi-.  Anatomiipii'. 
1870.  ])  269;  D’.Vrey  PoAver,  Tran.sactions  of 
the  Ibith.  Soc.  1886,  u.  240;  Waterhouse,  ibid. 
1898,  p,  108.)  Details  Aver(>  only  given  in  11 
of  the  cases.  In  each  ease  the  iutussuscep- 
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tion  which  showed  the  most  changes  either 
towards  gangrene  or  irredncibility  was  pre- 
sumed to  he  the  primary  and  the  otJiers  tin.' 
setiondary  intussusceptions.  On  examination 
they  were  found  to  fall  naturally  into  three 
groups.  In  the  first  /group,  which  contains 
six  eases,  the  primary  invagination  was  in  the 
region  of  the  valve,  while  the  secondary  was 
higher  up  in  the  small  intestine.  In  two  of 
the  cases  the  primary  intussusception  was 
double,  each  being  examiiles  of  the  third  va- 
riety of  double  intussusceiition.  In  the  sec- 
ond group,  conshstinig  of  two  cases,  the  pri- 
mary invagination  was  in  the  region  of  the 
valve  but  the  secondaiy  was  below  in  the 
large  intestine;  in  one  the  secondary  intus- 
susception was  retrograde.  The  third  group 
comprised  three  cases  and  all  the  invagina- 
tions were  situated  in  the  jejunum;  in  two 
instances  there  were  no  less  than  four  separate 
invaginations.  They  were  all  associated  with 
the  presence  of  multiple  polypi.  It  may  there- 
fore be  said  that  when  multiple  intussuscep- 
tions are  present  they  are  as  a rule  compli- 
cated by  the  presence  of  double  intussuscep- 
tions in  the  lower  part  of  the  intestine  or 
polypi  in  the  upper  part.” 

Thus  eighteen  cases  of  multiple  intussus- 
ception have  been  found  in  the  literature,  but 
none  quintuple  in  number,  the  most  being 
four. 
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Postural  Reduction  in  Vital  Capacity. Hamil- 

ton  and  Morgan  present  evidence  that  while  the 
vital  capacity  decreases  when  one  assumes  the 
recumbent  posture,  the  reridual  air  remains  con- 
stant. In  the  completely  inspired  positiion  the 
size  of  the  chest  may  increase  in  the  recum- 
bent posture.  It  would  seem,  therefore,  that  the 
lungs  seiwe  as  storage  for  blood  which  is  pured 
out  of  the  dependent  veins  when  one  lies  down. 
This  conception  is  substantiated  by  the  fact 
that  when  blood  pressure  cuff  are  applied  to  the 
four  extremities,  and  blood  trapped  in  the  arms 
and  legs  by  raising  the  pressure  in  the  cuffs  to 
diastolic,  there  is  a prompt  and  marked  increase 
in  the  recumbent  vital  capacity,  so  that  it  may 
equal  or  exceed  the  vital  capacity  in  the  standing 
posture. 


KKACTUUES  INTO  AND  NEAR  THE 
ANKLE  JOINT* 

Orville  Miller,  M.  1). 

Louisville. 

One  cau  reatlily  uiiderstaud.  that  fractures 
involving  the  lower  extremity  otter  possibili- 
ties of  greater  subsequent  piiysmai  iiaiidieap 
than  wlien  a fracture  of  like  severity  occurs 
111  the  upper  extremity.  The  eoristaiit  exer- 
tion of  supporting,  propelling  and  fitting 
the  body  weight,  combined  witli  the  effect  oi 
torsions  and  strains  of  force  peculiar  to  the 
normal  funetion  of  the  lower  extremity,  ap- 
plied at  an  angle  from  the  long  axis  of  the 
bones,  may  frequently  cause  complaint  of 
weakness  and  pain  which  would  be  unnoticed 
in  the  upper  extremity  which  suffers  no 
such  strains.  It  one  may  complain  of  pain 
in  an  ankle  in  which  the  visible  results  of 
repair  are  splendid,  it  is  needless  to  say,  if 
fragments  remain  out  of  their  proper  posi- 
tion and  a gross  deformity  is  present,  that 
the  patient  is  likely  to  experience  a propor- 
tionate amount  of  weakness  aiul  disfunction. 

An  exception  to  the  rule  is  found  occasion- 
ally. Espeeiall}'  is  this  true  of  children. 
The  state  of  mind,  the  vigor  ot  reparative 
processes  and  the  eondition  of  the  body 
fluids,  all,  probably,  have  a direct  bearing. 
Unless  there  is  severe  pain  or  a deformity 
which  causes  interference  with  his  efforts  at 
normal  locomotion,  a child  accepts  his  con- 
dition as  a part  of  the  bargain,  until  nature 
in  her  kindness  to  youth  makes  restoration, 
ifeparative  processes  are  certainly  more 
active  in  childhood  and  young  adults,  and 
healing  and  readjustment  of  structures  are 
quickly  aceoimplished  if  metabolism  is  not 
altered  from  some  remote  cause.  Change  in 
tile  normal  properties  of  tJlie  body  fluids 
because  of  the  presence  of  chemical  or  bac- 
terial toxins  is  presumed  to  be  a predis- 
posing factor  in  certain  cases  of  repair  "with 
almormaiity,  e.  :g.  chronic  traumatic  artliri- 
tis — not  so  frequently  seen  among  children 
as  among  adults. 

All  authorities,  I think,  are  fully  agreed 
tliat  in  every  injury  about  the  ankle,  the 
doctor  in  charge  sliould  take  great  care  that 
he  is  fully  informed  as  to  the  true  condition 
of  affairs.  An  x-ray  is,  therefore,  to  be 
taken  at  the  earliest  possible  moment.  Pa- 
tients sometimes  question  the  nece.ssity  of 
going  to  this  expense  when  the  injury  is 
seemb’ngijy  rather  trivial.  Bu^t  'because  a 
person  can  walk  on  the  injured  ankle,  or  be- 
cause crejiitation  and  deformity  are  absent, 
do  not  constitute  a valid  excuse  for  not  hav- 

*Read  before  the  Third  District  Medical  ^Society  at 
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ing  an  x-ray  examination.  And  in  the  event 
that  the  Koent.genograni  is  refused,  the  patie)it 
slionld  be  willing  to  assume  responsibity  for 
a liandieap  following  the  unknown  patholo- 
gical condition. 

Early  x-ray  affords  early  information. 
While  some  surgeons  prefer  to  wait  a few 
days  until  swelling  and  some  of  the'  sensi- 
tiveness have  subsided,  the  author  has  found 
it  infinitely  easier  to  reduce  a fracture,  and 
to  adjust  the  fragments  in  a more  nearly 
perfect  relationship  to  each  other,  during  the 
first  few  hours  than  at  any  other  time.  The 
muscles  do  not  offer  resistance  because  of 
contraetions , fibrous  tissue  which  must  be 
ruptured,  has  not  formed,  clotted  blood  has 
not  even  organized  enough  to  form  a mem- 
branous covering  of  the  fradurei!  surfaces 
and  to  interfere  with  repUsition. 

Ordinarily,  the  reduction  in  the  first  few 
hours  following  fracture  is  easily  and  pain- 
lessly aceomjilished  under  either  local  or 
general  anesthesia.  The  author  is  very  par- 
tial to  tlie  use  of  novocain,  when  no  con- 
traindication is  jireseiit.  And,  if  the  patient 
Iiresents  himself  in  the  office,  the  reduction 
IS  done  on  the  x-ray  table.  Ten  or  fifteen 
c.  c.  of  2%  novocain  with  Adrenrdin,  as  put 
out  in  amjjoules  by  some  of  the  pharmaceu- 
tical houses,  are  injected  into  the  hematoma 
after  the  needle  of  the  .syringe  lias  come  into 
contact  with  the  fractured  surface  of  the 
bone.  In  five  or  ten  minutes,  'whatever 
manipulation  that  is  necessary  can  be  accom- 
plished without  attendant  pain.  Fixation  is 
then  applied  and  another  x-ray  examination 
done  so  as  to  have  both  lateral  and  antero- 
posterior views.  If  it  is  found  that  the  frag- 
ments are  not  in  position,  other  atteni])ts  are 
made  until  it  is  found  that  it  is  iniiiossible 
to  accomplish  a closed  reduction. 

It  is  the  belief  of  the  author  that  whether 
by  the  closed  or  open  method,  the  fragments 
should  be  replaced  as  nearly  perfectly  as 
possible.  The  slightest  variation  in  the  planes 
of  the  articulations  of  a joint  so  complex  as 
the  ankle,  may  be  productive  of  disabilit.y. 
During  reduction,  one  should  bear  in  mind 
the  position  and  attachments  of  ligaments 
and  tendons  and  the  characteristics  of  the 
adjacent  joints,  whose  alteration  may  influ- 
ence the  final  recovery. 

Ligaments  lend  themselves  to  very  useful 
])iir]ioses  in  aiding  reduction  quite  frequent- 
ly. One  of  the  most  notable  examples  of  this 
is  in  the  case  of  Pott’s  fracture.  The  lower 
fragment,  at  its  upper  end,  is  practically  al- 
ways  drawn  toward  the  mid-line  of  the  bod.v. 
allowing  a spreading  of  the  mortise  joint 
formed  by  the  fibula,  tibia  and  astragalus. 
In  order  to  prevent  disability  from  this 
source,  one  seeks  to  maintain  the  normal  ap- 
l)earance  of  this  joint.  By  inverting  the  foot 


forcibly,  so  as  to  cause  the  sole  to  look  inward, 
enough  stress  may  be  put  on  the  calcaneo- 
fibnlar  ligament  to  bring  t'lie  tragments  of 
bone  into  alignment.  This  position  can  easily 
be  maintained  by  a plaster  splint,  moulded 
to  the  foot  and  leg  and  bandaged  in  place, 
while  the  foot  is  hehl  in  as  much  adduction  as 
])ossible.  However,  one  should  not  lose  sight 
of  the  fact  that  the  foot  sliould  at  the  same 
time  be  kept  at  a right  angle  to  the  leg,  in 
order  to  avoid  contraction  in  the  Tendo-Ach- 
illes.  If  both  malleoli  have  been  fractured  and 
separation  has  taken  place,  only  an  open  op- 
eration and  fixation  of  the  fragments  by 
means  of  a bone  peg,  or  otherwise,  can  be 
depended  upon  to  prevent  a weakened  and 
troublesome  ankle,  in  the  majority  of  cases. 
When  fixation  is  aiiplied  in  this  type  of  case, 
the  foot  is  held  straight  and  at  a right  angle 
to  the  leg  and  not  in  either  inversion  or  ever- 
sion. Pressure  .should  be  made  on  both  mal- 
leoli to  aid  in  maintaining  their  proper  posi- 
tion in  relation  to  other  bones. 

When  the  internal  malleolus  is  fractured 
near  its  tip  and  the  small  fragment  becomes 
seiiarated,  it  is  necessary  to  do  an  open  op- 
eration, in  order  to  accom])li.sh  rednclion  and 
fixation,  as  a usual  thing.  We  have  seen 
some  ugly  deformities  and  painful  disabilities 
following  this  fracture,  which  necessitated 
operative  correction.  But  without  separation; 
the  fragments  may  be  held  in  approximation 
by  inversion  of  the  foot  if  the  tip  of  the  mal- 
leolus is  fractured.  If  the  fracture  line  is 
above  the  internal  malleolus,  it  may  be  neces- 
sary to  utilize  the  pull  of  the  deltoid  ligament 
by  placing  the  foot  in  eversion. 

Fracture  of  the  os  calcis,  while  it  cannot  be 
truly  considered  a fracture  of  the  ankle,  often 
interferes  with  the  proper  function  of  this 
joint.  It  has  bemi  the  writer’s  experience 
that  practicall.y  every  case  of  fracture  of  the 
os  calcis  has  a greater  or  less,  amount  of 
permanent  disability.  AVhen  there  is  an  ac- 
companying interference  with  the  ankle  func- 
tion, it  is  usually  due  to  an  alteration  in  the 
calcaneo-astragaloid  joint  which  produces  an 
abnormal  flattening  of  the  lateral  arch  and 
subsequently  excessive  strain  on  the  deltoid 
ligament,  or,  it  is  due  to  impingemeut  of  bone 
fragments  on  the  tip  of  the  fibula. 

We  have  come  to  believe  that  the  easiest 
way  to  treat  fractures  of  the  os  calcis,  is  to 
unlock  whatever  impacted,  misplaced  frag- 
ments there  are.  Tenotomy  of  the  Tendo- 
Achilles  may  be  done  befoi’e  this  manipula- 
tion, or  afterwards,  depending  on  what  the 
t.v])e  of  fracture  is.  The  fragments  are 
moulded  together  then  and  by  repeated  heavy 
blows  with  a mallet  they  are  impacted  in  the 
proper  position.  The  foot  is  then  placed  in 
marked  inversion  and  held  so  by  a properly 
applied  ])laster  of  Paris  dressing.  Formerly, 
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it  was  our  custom  to  do  an  arthrodesis  be- 
tween the  astraptalus  and  os  calcis  on  all 
fractures  of  fhis  bone.  We  are  now  disposed 
to  reserve  the  open  operation  for  those  older 
fractures  vvihich  cause  disability  severe  enough 
to  warrant  this  procedure.  If  the  fragments 
are  properly  moulded  there  should  be  no 
impingement  against  the  fibula  and  if  the 
foot  is  strongly  inverted  there  should  be  no 
symptoms  of  foot  strain. 

The  length  of  time  of  treatment  of  frac- 
tures of  this  portion  of  tlhe  body  seems  to  be 
rather  important.  It  is  believed  that  many 
disabilities*  are  present  because  of  too  short 
a time  of  fixation.  Possibly,  one  can  main- 
tain fixation  too  long,  but  this  is  very  un- 
likely in  the  average  ease.  The  plaster  of 
Paris  dressing  may  be  cut  along  the  inner  and 
outer  aspects  of  the  leg  and  foot  and  the  edges 
pric'd  apart  to  permit  inspection  of  the  ex- 
tremity after  a week’s  time.  Light  massage, 
by  the  finger  ti])s  and  gentle  rubbing  with 
alcohol,  are  also  perniissable.  The  patient  is 
encouraged  to  move  the  toes  actively,  in 
order  to  improve  circulation.  But  weight 
bearing’  is  not  allowed  until  firm  union  of 
the  fragments  has  taken  place.  Some  sur- 
geons pi'efer  to  incorporate  a walking  iron 
in  the  plaster  in  order  that  the  patieutl  be 
ambulatory.  This  apparatus  is  made  of  strap 
iron,  bent  into  an  hairpin  shape.  A cross 
piece  about  three  or  four  inches  long  is  welded 
at  each  end  of  the  iron.  It  is  long  enough 
to  reach  from  the  knee  to  a distance  of  about 
two  inches  below  the  sole  of  the  foot.  After 
two  or  three  plaster  bandages  are  wound 
aroi;nd  the  foot  and  leg,  the  iron  is  put  in 
place  and  other  bandages  applied  to  incor- 
porate it  solidly  between  their  layers.  Wlien 
the  plaster  is  thoroughly  dried  and  the  shoe 
on  the  well  side  raised  two  inches,  the  pa- 
tient is  allowed  to  get  up  and  walk  about. 
If  the  ])laster  is  properly  fitted,  the  weight 
of  the  body  is  borne  on  the  bandage  at  the 
knee  and  no  stre.ss  whatsoever,  on  the  point 
of  fracture. 

After  six  weeks  the  bandage  may  be  re- 
moved, but  no  weight  bearing  allowed  for  two 
weeks  more  at  least.  During  these  two  weeks 
the  j)atient  receives  massage  and  passive  mo- 
tion. Dorsiflexion  is  the  most  difficult  ac- 
tive motion  to  regain.  Particular  attention 
sihoidd  therefore  be  given  this  important 
movement.  And  passive  motion  should  never 
go  beyond  the  point  of  pain. 

Alternating  hot  and  cold  plunges  for  the 
ankle  is  of  great  benefit  at  this  stage  of 
treatment.  The  patient  is  instructed  to  pro- 
vide himeself  with  two  large  receptacles,  deep 
enough  to  permit  emersion  of  the  extremity 
half  way  up  the  calf  of  the  leg.  One  if  filled 
with  -water  as  hot  as  the  patient  can  stand. 


and  an  ecpial  amount  of  cold  water  put  in  the 
other.  The  affected  foot  and  leg  are  put  in 
the  hot  water  for  one  or  two  minutes  and  then 
plunged  into  the  cold  water.  This  is  repeated 
for  a period  of  about  fifteen  minutes  daily. 
Diathermy  is  also  valuable.  In  the  opinion  of 
the  writer,  it  supercedes,  with  the  exception 
of  massage,  all  other  forms  of  physiotherapy. 

For  those  who  do  not  have  access  to  an 
x-ray  laboratory,  Kellogg  Speed  has  laid  down 
fairly  conservative  rules  for  weight  bearing 
following  ankle  fractures,  as  follows : 

“External  malleolus  alone  below'  joint 
level,  after  eight  weeks. 

External  malleolus  alone  above  joint  level, 
after  eight  weeks. 

Internal  malleolus  alone  at  or  above  joint 
level  after  eight  to  twelve  weeks. 

Bimalleolar  fractures,  after  tw-elve  to  six- 
teen weeks,  depending  on  the  extent  of  frac- 
ture and  amount  of  pain  and  swelling.’’ 

As  stated,  these  are  considered  conservative 
rules.  Were  it  not  for  exceptions,  rules  would 
be  axioms,  and  the  exceptions  are  frequent 
enough  to  fully  warrant  the  assertion  that  a 
jmtient  should  not  only  have  an  x-ray  examin- 
ation immediately  following  injury  and  im- 
mediately following  reduction  of  a fracture, 
but  also,  immediately  prior  to  dismissal  from 
treatment.  In  this  way  only,  can  we  guard 
against  many  disabilities  that  are  the  result 
of  unrecognized,  impropierly  adjusted  and  in- 
completely united  fractures.  Weight  bearing, 
allowed  before  the  x-ray  show's  complete  con- 
solidation of  the  callus  and  the  obliteration 
of  any  fracture  lines  extending  into  the  joint 
may  cause  very  serious  consequences,  in 
those,  esi)ecially,  of  the  arthritic  tendency, 
or  those  of  the  acid  tissue  tyi>e. 

In  summing  ujo,  the  statements  arc  made 
that : 

1.  Disability  is  more  likely  to  follow-  frac- 
tures near  or  into  the  ankle  joints  of  adults 
than  of  children. 

2.  The  true  condition  should  be  recognized 
early.  Prompt  adjustment  of  the  fragments 
should  be  accomp'ilished. 

3.  Fixation  should  maintain  the  proper 
relationship  between  the  fragrmoits  and  be- 
tween the  joints. 

■I.  The  length  of  time  of  fixation  and  non- 
weight bearing  should  be  adequate  to  permit 
bony  consolidation  and  to  avoid  roughening 
of  joint  surfaces  by  sharp  edges  of  fracture 
lines. 

5.  X-ray  examinations  should  be  done  be- 
fore treatment,  during  treatment  and  at  the 
time  of  dismissal. 
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NEXT  MEETING  LOUISVILLE 
OCTOBER  3,  4.  5,  6,  1932 


COUNTY  SOCIETY  REPORTS 

Mason:  The  Mason  County  Medical  Society 

met  Wednesday  evening,  March  9,  held  at  the 
office  of  the  Mason  County  Health  Department. 
Clinic  at  4 p.  m.,  meeting  at  8 p.  m. 

The  meeting  was  called  to  order  by  the  presi- 
dent, Dr.  L.  H.  Long,  Wedne.sday  evening, 
March  9th,  1932.  The  following  doctors  were 
present:  Brand,  Hord,  Stark,  Colvin,  Samuels, 
Taylor,  Quigley,  Morgan,  and  Murphy.  Dr.  H. 
Jerry  Lavender  president  of  the  Cincinnati 
Dermatalogical  society  was  the  guest  of  the  so- 
ciety and  lecturer  of  the  evening. 

Minutes  of  tlie  previous  meeting,  and  the 
treasurer’s  report  were  read  and  approved  as 
read.  The  president  reported  that  Dr.  A.  R.  Car- 
rigan  wanted  to  hold  a joint  meeting  witli  the 
Adams  County  Ohio  Society,  and  ordered  the 
secretary  to  get  in  touch  with  Dr.  Carrigan 
and  make  the  necessarry  arrangements.  ’1  he 
meeting  was  then  turned  over  to  Dr.  Lavender, 
who  gave  an  excellent  lecture  on  Ringworm,  in 
its  various  phases,  and  illustrated  same  with 
lantern  slides.  Every  pliase  of  the  subject  was 
completely  covered.  Among  others  things  Dr. 
Lavender  said  that  “Atlilete’s  P'oot”  was  prob- 
the  most  interesting  form  of  ringworm,  that  we 
see  today,  that  it  was  on  tlie  tongue  of  every 
layman  as  well  as  every  physician,  and  that  the 
Government  was  now  doing  some  systematic  in- 
vestigating. 

Everyone,  not  only  enjoyed  it,  but  expressed 
themselves  as  having  been  benefitted  greatly  by 
the  lecture  and  hoped  that  Dr.  Lavender  would 
return  soon  with  another  lecture.  So  many 
questions  were  asked  after  tlie  lecture  that  the 
meeting  did  not  adjourn  until  after  eleven 
o’clock. 

The  clinic  held  in  the  afternoon  was  attended 
by  nineteen  patients,  and  many  of  the  doctors 
of  Maysville,  and  one  from  Germantown.  An 
excellent  dinner  was  enjoyed  by  Dr.  Lavender 
and  the  doctors  attending  the  clinic.  Dr.  Lav- 
ender also  saw  some  patients  in  the  doctors  of- 
fices between  the  dinner  and  the  meeting. 

A.  F.  MURPHY,  Secretary. 


Jefferson:  The  666th  State  meeting  of  the 

Jefferson  County  Medical  Society  was  held  in 
the  City  Hospital,  Monday,  June  20,  at  8:00  p.  m. 
After  an  interesting  program  the  delegates  and 
alternates  were  elected  for  the  State  meeting. 

The  Society  adjourned  until  September,  this 
being  the  last  meeting  of  the  year. 


U.  H.  SMITH,  Secretary. 
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THE  EYE,  EAR,  NOSE  AND  THROAT 
SECTION 

Elsewhere  in  this  issue  the  Journal  is 
publishing  the  complete  proceedings — papers 
and  discussions — of  the  latest  meeting  of  the 
Eye,  Ear,  Nose  and  Throat  Section.  This 
is  in  accord  with  the  policy  consistently  pur- 
sued since  organization  of  the  only  special 
section  of  the  Kentucky  State  Medical  As- 
sociation. 

The  1931  meeting,  scheduled  to  be  held  in 
Bowling  Green,  had  to  be  postponed  because 
of  the  tragic  deaths,  in  an  automobile  ac- 
cident, of  Dr.  J.  A.  Stucky,  Lexington,  and 
the  guest  speaker  for  the  occasion.  Dr.  R.  C. 
Lynch,  New  Orleans,  Louisiana.  At  the 
time,  some  sentiment  developed  for  abandon- 
ment of  the  Section.  Happily,  however,  the 
Section  met  later  in  the  year  at  Lexington, 
contemporaneously  with  the  annual  se.ssion 
of  the  Kentucky  State  Medical  Association, 
and  tliis  meeting  so  signally  emphasized  the 
value  of  the  orig’aniz^ition  that  it  was  de- 
cided to  continue  the  Section,  with  annual 
sessions  during  mid-year. 

The  wisdom  of  that  decision  is  conclusively 
shown,  as  you  will  doubtless  agree  after  react- 
ing them,  by  the  proceedings  and  pa])ers  at 
the  latest  meeting.  Not  in  years  has  there 
been  a better  attended  or  more  successful 
session. 

Those  composing  the  Eye,  Ear,  Nose  and 
Throat  Section  are  carefully  selected  by  the 
Section’s  Board  of  Censors.  All  of  them 
devote  their  time  exclusively  to  the 
practice  of  their  specialty.  The  Journal 
extends  congratulations  to  the  Section  in 
particular  and  to  the  Kentucky  IMedical  Pro- 
fession in  general,  upon  the  clecision  to  con- 
tinue this  highly  valuable  organization. 


THE  PRELIMINARY  PROGRAM 

For  the  benefit  of  our  new  and  re-instated 
members,  we  are  again  carrying,  elsewhere 
in  this  issue  of  the  Journal,  the  preliminary 
program  for  the  Eighty-Second  Annual  Meet- 
ing of  the  Kentucky  State  Medical  Associa- 
tion, which  will  be  held  in  the  Roof  Garden 
of  the  Brown  Hotel,  October  3rd-6th. 

Each  month  we  re-instate  many  delimpients 
who,  for  some  reason,  failed  or  neglected  to 
pay  their  dues  on  or  before  April  l.st,  the 
date  on  which  we  are  compelled,  under  the. 


postal  regulations,  to  drop  all  those  in  ar- 
rears. The  membership  this  year  compares 
favorably  with  that  of  last  year,  but  it  should 
be  even  better.  The  more  or  less  enforced 
leisure  occasioned  by  the  prevailing  economic 
strain  and  stress  should  give  more  time  for 
reading,  and  the  Journal,  it  should  be  re- 
membered, is  the  expression  in  print  of  the 
Medical  Profession  of  Kentucky. 


THE  ST.  JOSEPH  INFIRMARY  CANCER 
CLINIC 

Science  has  yet  to  find  a solution  to  the 
problem  which  cancer  presents.  It  has  been 
the  most  stubborn  of  the  diseases  to  treat  and 
is  responsible  for  approLximately  100,000 
deaths  yearly  in  this  country.  During  the 
past  thirty  years  it  has  shown  a steadily  in- 
creasing incidence.  In  the  last  two  years, 
under  the  impetus  afforded  by  the  activities 
of  the  American  College  of  Surgeons  and  the 
American  Society  for  the  Control  of  Cancer, 
ways  and  means  have  been  advanced  for  at- 
tacking the  problem  in  a co-ordinated  and 
vigorous  manner. 

These,  briefly,  consist  in  the  education  of 
lay  people,  the  establishment  of  Cancel- 
Clinics  and  Cancer  Research  Institutions  and 
the  correlation  and  co-ordination  of  all  med- 
ical activities  concerned  in  the  recognition 
and  treatment  of  the  disease.  It  is  believed 
that  the  service  rendered  to  lay  people  by 
such  agencies  wall  mean  an  appreciable  saving 
of  life  and  that  the  accumulated  data  will 
greatly  augment  our  present  knowledge,  both 
of  the  disease  and  of  the  methods  of  success- 
fully combatting  it. 

The  Cancer  Clinic  in  St.  Joseph  Infirmary 
was  opened  to  the  profession  and  the  public 
on  Thursday,  May  19,  1932.  It  is  operated 
and  governed  under  the  rules  and  condi- 
tions set  forth  as  minimum  requirements  by 
the  American  College  of  Surgeons.  This 
minimum  includes  a staff  comprising  rep- 
resentatives of  each  of  the  medical  special- 
ties, selected  from  members  of  the  ho.spital 
staff ; facilities  for  any  and  all  of  the  tech- 
nical procedures  in  making  complete  examina- 
tions; and  an  adequate  amount  of  material 
for  the  application  of  radiant  energy.  Full 
records  are  kept  on  prescribed  forms,  so  that 
idtimate  results  in  all  forms  of  the  disease 
may  be  known  and  tabulated.  The  clinic  is 
held  each  Thursday  at  8 ;00  A.  M.  and  is  con- 
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ceriied  only  in  patients  presenting  cancer  or 
lesions  which  are  generally  recognized  by  the 
profession  as  “precancerous.  ” 

When  an  examination  has  progressed  suf- 
ficiently far  to  rule  out  the  presence  of  can- 
cer, no  further  service  will  be  given.  The 
service  of  the  clinic  in  making  a diagnosis  is 
free.  No  charge  is  made,  regardless  of  the 
extent  or  character  of  the  examination  re- 
quired, including  cystoscopy,  bronchoscopy, 
biopsy,  and  x-ray  studies.  When  all  avail- 
able data  upon  a patient  has  Ibeen  seei;red, 
the  case  is  considered  in  staff  conference  and 
a decision  reached  as  regards  diagnosis  and 
treatment.  A report  is  sent  to  the  family 
physician  designated  by  the  patient.  In 
order  to  protect  both  the  family  physician 
and  the  clinic,  it  will  be  an  invariable  rule 
to  send  such  reports.  The  family  physician 
may  then  assume  responsibility  for  treating 
the  patient  himself,  of  referring  the  patient 
to  a specialist  of  his  own  choice  or  of  sending 
the  patient  back  to  the  clinic  for  treatanent 
and  observation.  . 

A limited  numlber  of  beds  are  available  for 
charity  patients,  to  whom  no  charge  will  he 
made  for  any  character  of  treatment  required. 
Charge  for  hospital  maintenance  and  for 
professional  service  will  be  made  to  those 
able  to  pay.  Professional  service,  in  both 
charity  and  pay  joatients,  will  be  rendered 
by  the  staff  member  to  whom  the  })atient  is 
allocated  by  the  staff  conference. 

Accurate  follow-up,  with  periodical  ex- 
aminations, will  be  made  of  patients  under 
treatment,  to  the  end  that,  with  accumulated 
statistics,  a Ibetter  evaluation  of  all  known 
methods  of  treatment  may  be  had.  Since  the 
activities  of  the  clinic  are  centered  upon  one 
disease,  namely  cancer,  and  its  purpose  com- 
prises its  diagnosis  and  treatment,  it  is  hoped 
that  it  will  afford  opportunity  to  the  profes- 
sion to  acquire  knowledge  concerning  it. 
Family  physicians  of  patients,  and  physicians 
interested  in  cancer  as  well,  are  welcome  to 
attend  the  eight  o’clock  staff  conferences 
held  each  Thursday  morning. 

The  Journal  welcomes  the  St.  Joseph 
Clinic  in  the  same  confident  spirit  in  which 
it  welcomed  the  Norton  Memorial  Clinic. 
Both  are  designated  to  help  meet,  and  both 
may  be  reasonably  expected  to  contribute 
materially  towards  filling,  a real  need,  not 
alone  in  Louisville,  but  in  the  State  at  large. 
We  congratulate  those  responsible  for  the 
establishment  of  these  clinics  in  particular 
and  the  Medical  Profession  of  Louisville  and 
Kentucky  in  general.  Especially  do  we  con- 
gratulate the  people  of  the  city  and  State, 
who  will  be  chief  beneficiaries  of  these  well- 
directed  efforts  to  cheek  the  steadily  mount- 
ing ravages  of  cancer. 


PRE\M1NTI0N  AND  CURE  OF 
PELLAGRA 

The  occurrence  of  pellagra  is  a certain  indi- 
cation that  for  some  reason  there  has  not 
been  included  in  the  diet,  or  has  not  been 
consumed,  enough  of  the  pellagra-preventive 
Vitamin.  This  substance  is  unequally  dis- 
tributed in  the  natural  foods  and  foodstuffs. 
Some  are  so  rich  in  it  that  when  iuiy  one  of 
them  is  added  to  the  usual  diet  in  leasonable 
quantity,  pellagra  will  be  prevented  or  will 
disappear  if  it  has  already  occurred.  Among 
these  the  Milk  (including  sweet  milk,  butter- 
milk, skim  anilk,  canned  evapor.ded  milk), 
lean  meats  and  fish  (including  beef,  canned 
corned  beef,  liver,  canned  salmon,  and  canned 
haddock),  Vegetables  (including  turnip 
greens,  tomatoes,  English  peas,  and  perhaps 
also  collard  greens  and  other  green  vV'ge- 
tables  which  have  not  yet  been  studied  in 
detail).  Yeast  and  commercial  Wheat  Germ 
have  been  found  to  be  rich  in  the  pellagra- 
preventive  vitamin,  dried  yeast  being  its 
richest  known  sottree. 

Other  foods  carry  the  pefiagra-preventive 
vitamin,  but  in  smaller  quantity,  and  when 
used  alone  to  supplement  a pellagra-produc- 
ing diet  may  not  quite  uneet  the  requirements. 
HoAvever,  if  they  are  used  in  combination 
with  one  another,  or  where  the  diet  is  fairly 
well  supplied  with  this  protective  substance 
from  other  sources,  a liberal  allowance  of 
one  or  more  of  these  foods  will  be  found 
satisfactory.  This  group  includes  dried  beans 
(navy  bean  and  red  kidney  bean),  peas 
(black-eyed  pea  and  the  common  cowpea), 
canned  spinach,  green  cabbage,  and  green 
beans. 

A large  number  of  foods  have  been  found 
to  be  such  poor  pellagra  preventives  that  they 
may  not  be  depended  u]ion,  regardless  of  the 
quantity  or  combinations  used.  These  ,in- 
clude  corn  meal,  white  flour,  rye  flour,  oat- 
meal, mlolasses,  cane  sirup,  sweet  potatoes, 
mature  onions,  carrots,  rutabaga  turnips, 
salt  pork,  lard,  cottonseed  oil,  butter,  and 
gelatin. 

The  pellagra-preventive  foods  are  also 
curative  foods ; but  in  severe  cases  they  must 
be  used  in  modified  form.  Instead  of  fresh 
lean  meats,  it  is  often  advisable  to  begin 
with  beef  juice,  or  soups  and  broths  made 
from  fresh  meat.  Milk  is  perhaps  the  most 
Wiluahle  food  in  the  treatment  of  pellagra, 
as  it  can  be  talker  satisfactorily  in  “cases 
where  other  foods  are  not  tolerated.  Pellagra 
tends  to  upset  the  digestive  system,  and  the 
capacity  of  the  patient  to  take  or  assimilate 
food  is  often  A'ery  much  reduced.  It  is  fre- 
nnentlv  advisable  to  begin  with  very  small 
quantities  at  frequent  intervals,  the  alloAV- 
ance  being  increased  as  the  patient  recovers 
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the  power  to  digest  food.  There  is  no  drug 
known  that  has  any  curative  or  preventive 
value  in  pellagra;  supplying  the  food  factor, 
the  absence  of  which  causes  it,  is  the  only 
iiuethod  by  which  recovery  can  be  brought 
about.  I'articular  care  should  be  exercised 
to  see  that  these  foods  are  taken  in  sufficient 
quantity  and  with  sufficient  regularity.  With 
suitable  dietary  supervision  the  average  case, 
if  uncomplicated,  should  recover  in  from 
six  to  twelve  weeks. 

Pellagra,  being'  dependent  upon  the  char- 
acter of  the  diet,  may  return,  of  course,  if 
the  preventive  or  curative  foods  are  not 
continued.  To  avoid  further  trouble  from 
this  disease,  preventive  foods  must  be  eaten 
at  all  seasons.  It  is  often  hard  to  secure 
foods  of  this  charaeter  in  the  rural  districts, 
esjiecially  during  the  late  winter  and  early 
spring.  This  can  be  overcome  to  a large  de- 
gree if  the  people  involved  will  make  it  a 
point  to  produce  as  much  of  their  fqgd  sup- 
ply as  possible.  Some  can  secure  and  keep  a 
cow,  and  thus  provide  themselves  with  a con- 
.stant  supiily  of  milk;  others  can  keep  poultry 
for  food  purposes;  while  nearly  all  can  grow', 
easily  and  cheaply,  one  or  more  of  the  vege- 
tables having  preventive  value — such  as  tur- 
nip greems,  peas,  etc.  There  is  usually  little 
advantage  in  discontinuing  foods  on  which 
pellagra  has  developed,  except  to  anake  place 
for  those  known  to  be  a protection  against 
the  disease.  The  idea  always  should  be  to 
increase  the  variety  used  by  supplementing 
rather  than  displacing,  the  line  of  foods  to 
wdiieh  the  patient  has  become  accustomed. 


THE  CROSS-EYED  CHILD 

At  the  recent  annual  session  of  the  Amer- 
ican Ophthalmological  Society,  held  in  New 
London,  Conn.,  one  of  the  subjects  under  dis- 
cussion w'as  the  management  of  S({uint. 

In  the  early  days  of  eye  surgery,  the  turned 
eye  which  would  not  straighten  by  the  wear- 
ing of  glasses  or  under  other  conservative 
measures,  was  subjected  to  a tenotomy  of  the 
muscle  w'hich  was  rotating  the  eyeball  exces- 
sively. The  tendon  w'as  merely  severed  from 
its  scleral  attachment,  thus  allowing  it  to 
recede  and  reattach  itself  to  the  sclera  at  a 
point  more  remote  from  the  cornea  than  its 
original  attachment  and  so  lessen  the  arc  of 
rotation. 

Theoretically,  this  operation  w’as  based  on 
sound  principles.  How'ever,  its  weakness 
was  in  that  the  point  of  reattachment  could 
not  be  controlled  and  that  an  insufficient 
correction  or  an  over  correction,  with  devia- 
tion of  the  eye  in  the  opposite  direction,  fre- 
quently followed  this  operation.  This  led  to 
the  adoption  by  most  ophthalmic  surgeons  of 
surgical  procedures  which  offered  more  defi- 


nite means  of  securing  perfect  cosmetic  re- 
sults. Instead  of  setting  back  the  strong 
muscle,  surgery  was  applied  to  the  antagonist 
or  w'eak  muscle,  having  for  its  purpose  either 
the  removal  of  a portion  of  the  muscle  and 
reattaclrment  of  the  shortened  muscle  to  the 
site  of  its  old  attachment  or  in  suturing  the 
severed  tendon  to  a point  closer  to  the  cornea, 
thus  increasing  its  arc  of  rotation.  The 
amount  of  effect  could  be  fairly  well  esti- 
mated with  a conscious  patient ; hence,  sur- 
gery was  delayed  by  many  operators  until 
the  patient  was  old  enough  to  co-operate 
under  a local  anesthetic.  Now,  many  opera- 
tors are  reverting  to  the  tenotomy ; not,  how- 
ever, in  the  old  way  of  allowing  the  severed 
muscle  to  reattach  at  random — “in  the  dark” 
as  it  were,  but  by  suturing  the  muscle  to  the 
sclera  back  of  its  old  insertion.  The  opera- 
tion, spoken  of  as  a recession,  can  be  gauged 
fairly  definitely  by  measuring  the  amount 
of  squint  clinically  present  and  by  comput- 
ing the  amount  of  mechanical  recession  in 
millimeter  graduation  necessaiy  to  overcome 
.1  given  amount  of  squint.  Thus,  the  sur- 
geon may  operate  ^^nder  a general  anesthetic, 
(“uabling  surgical  correction  of  squint  at  an 
earlier  age  than  was  feasible  in  the  opera- 
tions of  advancement  and  resection  under 
local  anesthesia. 

Perhaps,  the  greatest  advantage  of  an  early 
operation  is  to  overcome  at  as  early  an  ago 
as  po.ssible  the  self  consciousness  incident  to 
the  cosmetic  disfigurement  of  a turned  eye. 
Children  with  cro.ssed  eyes  often  grow  to 
be  timid  and  acquire  a “hangdog”  expres- 
sion on  account  of  their  apparent  inability 
to  look  one  straight  in  the  eye. 

The  possibiBty  of  improving  vision  in  the 
defective  eye  and  of  securing  binocular  single 
vision  is  also  to  be  considered  in  .securing 
early  parallelism  of  the  eyes. 

As  in  many  other  ojierative  procedures, 
one  operation  cannot  be  employed  in  ex- 
clusion of  others,  the  problem  resolving  it- 
self into  the  selection  of  the  procedure  best 
adapted  to  the  existing  conditions. 

It  must  not  be  undei’stood  that  conservar 
tive  measures  in  the  treatment  of  squint  are 
to  be  abandoned ; for  a large  percentage  of 
children  with  such  defect  can  be  spared  an 
operation  by  the  early  use  of  correcting 
gla.sses  and  by  instituting  muscle  exercises 
and  orthoptic  measures.  However,  in  the 
event  .such  measures  fail  to  improve  condi- 
tions after  a conscientious  trial  of  from  6 to 
8 months  and  the  child  has  reached  the  age 
of  6 or  7 years,  at  which  scleral  suturing  can 
securely  and  safely  be  accomplished,  surgical 
interference  should  not  only  be  suggested  but 
urged. 


A.  0.  Pfingst. 
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OFFICIAL  ANNOUNCEMENTS 

Preliminary  Program  Kentucky  State 
]\Iedical  Association,  Brown  Hotel 
October  3-6,  1932 
GENERAL  MEETINGS 
Tuesday,  October  Itii,  9 A.  M. 

Call  to  Order  by  the  President. 

Invocation. 

Address  of  Welcome. 

Response  Address  of  Welco.me. 

Installation  of  President. 

1.  Acute  Gall  Bladder  Disease,  W.  H. 
Smith,  M.  D.,  Danville. 

2.  Radiation  of  Uterine  Cancer, 

3.  The  Treatment  of  Compound  Frac- 
tures, C.  R.  Petty,  M.  D.,  Lynch. 

4.  Treatment  of  General  Infectior  with 
Blood  Transfusion,,  Carl  Norfleet,  Somei'set. 

Special  Order  at  12  j\l. 

Oration  in  Surgery,  R.  Glen  Spurling, 
M.  1).,  Louisville. 

Tuesday,  2 P.  M. 

1.  Relative  \’alue  ami  Dangers  of  Spinal 
and  Inhalation  Anesthesia,  \V.  R.  Pinnell, 
M.  D.,  Lexington. 

2.  Diagnosis  and  Ti'ealiueut  of  Injuries 
of  the  Abdomen. 

3.  Lung  Abscess  and  Its  'rreatmeut. 

4.  Stricture  of  the  Urethra  in  the  Female, 
W.  T.  Briggs,  M.  D.,  Lexington. 

PUBLIC  MEETING  AT  8:00  P.  M. 
Crystal  Ball  Room 
Tuesday,  October  4th 
President’s  Addre.ss.  Philip  F.  Barbour, 
M.  I).,  Louisville. 

Annual  Oration,  Joliii  Lovett  IMorse,  M.  D., 
Boston,  Mass.,  President,  Aimudeau  Academy 
of  Pediatricians. 

Wednesday,  October  5tii,  9 A.  i\I. 

1.  Case  Reports  (Limitetl  8 minutes  each) 

a.  Carotniemia,  Winston  U.  Rutledge, 
M.  D.,  Louisville. 

b.  Bronchretosis,  J.  W.  Scudder,  M.  D., 
Calhoun. 

c.  Lepro.sy  in  Louisville,  L.  H.  South, 

M.  D.,  Louisville. 

2.  Diagnosis  and  Treatment  of  Eiu])yema 
of  Childhood,  Clark  Bailey,  M.  D.,  Harlan. 

3.  Malpraetic'e  Suits,  .1.  B.  Imkius.  i\I  .1)., 
Loui.sville. 

4.  Symposium  on  Anemias  (Limited  10 
minutes  each). 

Diagnosis  and  Treatment  of: 
a.  Pernieious  Anemia, J.  H.  Holbrook, 
M.  D.,  Paintsville. 

1).  Agranulocytosis,  Carl  H.  Fortune, 
M.  D.,,  Lexington. 

e.  Lymphatic  Leukemia,  Thomas  J. 
Marshall,  M.  D.,  Paducah. 

d.  Indications  In  Anemia  for  Surgery 
of  the  Spleen,  Austin  R.  Quigley,  M. 
D.,  Maysville. 


Special  Order  at  12  M. 

Oration  in  Medicine,  Cnarles  N.  Kav- 
anaugh,  M.  I).,  Lexington. 

Wednesday,  2 I*.  M. 

1.  Etiolo'gy  and  Treatment  of  Asthma  in 
Children. 

3.  Calcium  Metabolism  in  Health  and 
Disease,  James  E.  Winter,  M.  D.,  Louisville. 

3.  Relation  of  Ear,  Nose  and  Throat  to 
General  Infectious  Disease,  A.  L.  Bass,  M.  D., 
Louisville. 

4.  Symposium  on  Obstetrics  (Limited  lU 
minutes  each) 

a.  Pregnancy  and  Its  Complications, 
Lee  C.  Redmon,  M.  D.,  Lexington. 

b.  Labor  and  Its  Complications,  B.  S. 
Rutherford,  M.  D.,  Bowling  Green. 

e.  Puei’perium  and  Its  Complications, 
N.  C.  Witt,  M,  D,,  Franklin. 
Tirirsday,  October  6tii,  9 A.  M. 
Conducted  by  the  University  of  Louisville 

1.  Radical  Treatment  of  Joint  Tubercu- 
losis, R.  L.  Woodard,  M.  D.,  Louisville. 

2.  Relief  of  Prostatic  Obstruction  Through 
the  Urethra,  E.  Owsley  Grant,  M.  1).,  Louis- 
ville. 

3.  Siibect  delayed,  'C.  B.  W’’illmott,  M.  D., 
Louisville. 

4.  Studies  on  Circulation,  J.  M.  Kinsman, 
M.  D.,  Louisville. 

5.  Clinical  Progress  in  Obstetrics,  Edward 
Speidel,  M.  D.,  Louisville. 

6.  Subject  delaj^ed,  John  J.  Moran,  M.  D., 
Louisville. 

7.  Surgical  Complications  in  Pneumonia, 
Wallace  Frank,  M.  D.,  Louisville. 

Thursday,  2 P.  M. 

1.  Some  Causes  of  Blindness,  Claude  T. 
Wolfe,  M.  D.,  Louisville. 

2.  Varicose  Veins  of  the  Broad  Ligament 
as  Cause  of  Pelvic  Discomfort,  Charles  W. 
Hibbitt,  M.  D.,  Louisville. 

3.  Some  Practical  and  Theoretical  Points 
in  Oxygen  and  Carbon  Dioxide  Therapy,  W. 
Hamilton  Long,  M.  D.,  Louisville. 

4.  The  Ano-Rectal  Abscess,  Bernard  As- 
man,  M.  D.,  Louisville. 

5.  Recent  Developments  in  the  Depart- 
ment of  Psychiatry,  W.  E.  Gardner,  M.  D., 
Louisville. 

7.  Prognosis  of  Para-nasal  Sinus  Disease, 
Walter  Dean,  M.  D.,  Louisville. 

Prevention  of  Recurrence  After  Hernia  Op- 
erations— ^Bassini’s  method  is,  according  to  Ad- 
ler, the  most  v/idely  employed  operation  in  the 
treatment  of  inguinal  hernia.  However,  Bas- 
sini’s  original  method  as  well  as  its  modifications 
are  followed  by  recurrence  in  from  4 to  5 per 
cent  of  the  cases.  To  prevent  recurrences  the 
author  perfected  a new  plastic  procedure  which 
provides  reinforcement  for  the  Bassini  sutures. 
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The  Twelfth  Annual  Meeting  of  the  Eye, 

Ear,  Nose  and  Throat  Section  of  the 
Kentucky  State  Medical  Associa- 
tion, Kentucky  Hotel,  Monday, 

May  16th,  1932 

Evening  Session,  Monday,  May  16 

The  opening  session  was  called  to  order  'by 
the  President,  Dr.  W.  N.  Offutt,  of  Lexington, 
at  7 :00  0 ’clock  p.  m,.  with  approximately  fifty 
members  present. 

The  guest  of  honor  was  Dr.  William  Thorn- 
wall  Davis,  of  Washington,  D.  C. 

An  excellent  dinner  was  served,  after 
which  the  following  addresses  were  presented ; 
President’s  Address,  Agranulocytic  Angina, 
with  report  of  Three  Oases,  W;.  N.  Offutt, 
M.  D.,  Lexington.  This  was  followed  by  the 
address  of  our  guest  speaker,  as  follows: 
The  Modern  Conception  and  Treatment  of 
Comitant  Strabismus,  William  Thornwell 
Davis,  M.  D.,  Washington,  D.  C. 

Dr.  Adolph  0.  Pfingst,  of  Louisville,  ex- 
tended to  all  members  present  an  invitation 
to  join  him  at  luncheon  in  the  Kentucky 
Hotel  at  12  ;45  P.  M.,  Tuesday,  May  17th, 
for  the  purpose  of  becoming  better  acquaint- 
ed with  the  guest  of  honor,  William  Thorn- 
well  Davis,  M.  D.,  Washington,  D.  C. 

The  meeting  adjourned  at  9 :45  P.  M.  to 
reconvene  at  9 :00  A.  M.,  Tuesday,  May  17th, 

Morning  Session,  Tuesday,  -May  17th 

The  Eye,  Ear,  Nose  and  Throat  Section  of 
the  Kentucky  Medical  Association,  was  called 
to  order  in  Parlor'  ‘ A ” Kentucky  Hotel,  Lou- 
isville, on  Tuesday  morning.  May  17th,  at 
9:30  o’clock,  by  W.  N.  Offutt,  M.  D.,  Presi- 
dent, with  approximately  thirty  members 
present. 

The  Secretary,  Dr.  F.  C.  Thomas,  Lexing- 
ton, read  the  minutes  of  the  eleventh  annual 
meeting,  in  1931,  which,  without  objections 
or  correction,  were  approved  as  read. 

The  Treasurer,  Dr.  S.  B.  Marks,  Lexing- 
ton, submitted  the  following  report : 

“Your  Treasurer  has  only  to  report  that 
the  Section  has  on  hand  sufficient  funds  to 
defray  all  expenses  of  the  present  meeting, 
but  that  next  year  it  will  be  necessary  to 
charge  the  regular  dues  of  three  dollars.” 

Without  objection  the  report  was  ordered 
received  and  made  a part  of  the  minutes.  The 
next  order  of  business  was  the  election  of 
new  members,  no  names  were  proposed  for 
membership. 

Dr.  E.  'C.  Yates,  Lexington,  asked  per- 
mission of  tbe  Section  to  withdraw  motion 
made  by  him  at  previous  meeting  to  the  ef- 
fect that  the  Section  be  abandoned.  Dr.  C. 


T.  Wolfe,  Louisville,  also  requested  permis- 
sion to  withdraw  his  second  to  the  abovte 
motion. 

Permission  was  granted  by  unanimous 
consent. 

It  was  moved  by  Dr.  S.  B.  Marks,  Lejxing- 
ton,  that  election  of  officers  be  made  a special 
order  of  business  at  the  afternoon  session 
immediately  after  lunch. 

Motion  duly  seconded  and  carried. 

There  being  no  further  business  before  the 
Section,  the  scientific  program  was  proceeded 
with  as  follows:  * 

Ophthalmic  Tularemia;  Report  of  Case,  R. 
M.  Armstrong,  M.  D.,  Lexington. 

Discussion  by  Doctors  Wm.  Thornwell 
Davis,  Washington,  D.  C. ; R.  H.  Cowley, 
Berea ; Claude  T.  Wolfe,  Louisville ; Geo.  F. 
Doyle,  Winchester;  M.  C.  Baker,  Louisville; 
and  by  Dr.  Armstrong  in  closing. 

Some  Observations  on  the  Treatment  of 
Interstitial  Keratitis,  R.  H.  Co\^ey,  M.  D., 
Berea. 

Discussion  by  Doctors  Adolph  0.  Pfingst, 
Louisville ; H.  G.  Reynolds,  Paducah ; S.  O’. 
Dabney,  Louisville;  Wm.  P.  Drake,  Bowling 
Green;  D.  M.  Griffith,  Owensboro;  Claude 
T.  Wolfe,  Louisville;  Wm.  Thornwell  Davis, 
Washington,  D.  C. ; and  by  Dr.  Cowley  in 
closing. 

Catheterization  versus  Myringotomy  in 
Purulent  Otitis  Media,  J.  D.  Williams,  M.  D., 
Ashland. 

Discussion  opened  by  S.  B.  Marks,  M.  D., 
Lexington;  also  discussion  by  Doctors  E.  C. 
Yates,  Lexington ; A.  L.  Bass,  Loufsville ; 
D.  M.  Griffith,  Owen.sboro ; Gaylord  C.  Hall, 
Louisville;  Octavus  Dulaney,  Louisville; 
Walter  Dean,  Louisville;  Wm.  P.  Drake, 
Bowling  Green;  and  by  Dr.  Williams  in 
closing. 

Thermo-Puncture  of  Detached  Retina.  Wal- 
ter Dean,  M.  D.,  Louisville. 

Discussion  by  Doctors  Adolph  0.  Pfingst, 
Louisville ; and  by  Dr.  Dean  in  closing. 

Etiology  of  Middle  Eiair  Suppilration 
With  Special  Reference  to  Sinusitis  as  a Fac- 
tor; Report  of  Cases.  A.  L.  Bass,  M.  D.,  Lou- 
isville. 

Discussion  by  Doctors  J.  D.  Williams,  Ash- 
land; S.  C. ; Dabney,  Louisville;  Gaylord  C. 
Hall,  Louisville;  E.  C.  Yates,  Lexington;  S. 
B.  Marks,  Lexington;  Walter  Dean,  Louis- 
ville ; Octavus  Dulaney,  Louisville ; and  by 
Dr.  Bass  in  closing. 

Upon  motion  duly  seconded  and  carried, 
the  meeting  adjourned  to  a luncheon  in  the 
Kentucky  Hotel,  given  by  Dr.  Adolph  0. 
Pfingst,  Louisville  for  the  purpose  of  en- 
abling members  of  the  Section  to  become  bet- 
ter acquainted  with  the  guest  of  honor,  Will- 
iam Thornwell  Davis,  M.  D.,  Wa.shington, 
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D.  C. ; the  imeeting  to  reconvene  at  1 :3U  1’.  M. 
on  the  sanije  day. 

jiVi-u’ERNOoK  Session,  Tuesday,  May  17 

Tile  Eye,  Ear,  Nose  and  Throat  Section  of 
the  Kentucky  State  Medical  Association  re- 
convened in  Parlor  "A”,  of  the  Kentucky 
Hotel,  at  1 :3U  l^  M.,  and  was  called  to  order 
by  the  President,  \V.  N.  Ofl'utt,  x\l.  D.,  Lex- 
ington. 

'file  President  announceel  that,  pursuant 
to  motion  made  and  carried  at  the  morning 
session,  the  election*  of  officers  to  serve  for 
the  ensuing  year  was  now  in  order,  and  called 
for  nominations  for  President. 

Dr.  11.  \V.  Bledsoe,  Covington,  placed  in 
noiuiination  the  name  of  11.  11.  Cowley,  M.  D., 
Berea.  Nomination  seconded  by  Dr.  Uctavus 
Dulaney,  Louisville. 

Dr.  S.  G.  Dabney,  Louisville,  placed  in 
nomination  the  name  of  d.  O.  Carson,  M.  D., 
Bowling  Green.  Nomination  seconded  by  Dr. 
Shelton  Watkins,  Louisville. 

IMotion  was  made,  seconded  and  carried 
that  tlie  nominations  be  closed  and  the  ballot 
spread. 

The  President  appointed  Dr.  Walter  Dean, 
Louisville,  and  Octavus  Dulaney,  Louisville, 
as  tellers. 

The  ballot  was  spread  and  Dr.  11.  11.  t'ow- 
ley,  Berea,  having  received  a majority  of  all 
votes  cast,  was  declared  elected  to  the  office 
of  President  to  serve  for  the  ensuing  year. 

Vice  President : The  President  then  called 
for  nominations  for  the  office  of  Vice-Presi- 
dent. 

Dr.  fl.  1).  Williams,  Ashland,  placed  in 
noiinination  the  name  of  Dr.  S.  P>.  Marks, 
Lexington;  seconded. 

It  was  moved  by  Dr.  A.  L.  Bass,  Louksville, 
that  the  nominations  be  closeci  ..nd  that  the 
Secretary  be  instructed  to  cast  one  ballot 
for  Dr.  Marks  for  the  office  of  Vice-President, 
to  serve  for  the  ensuing  year.  IMotion  .seconded 
and  unanimously  carried. 

The  I’resident  then  called  for  nominations 
for  Secretary. 

Dr.  x\.  L.  Bass,  Louisville,  placed  in  nomin- 
ation the  name  of  the  in'esent  ineiunbent.  Dr. 
F.  C.  Thomas,  Lexington. 

Upon  motion  by  Dr.  J.  D.  AVilliams,  Ash- 
land, seconded  and  unanimously  carried,  the 
nominations  were  closed  and  one  ballot  Avas 
cast  for  Dr.  Thomas  for  the  office  of  Secre- 
tary, to  serve  for  the  ensuing  year. 

The  President  then  called  for  nominations 
for  Treasurer. 

Dr.  A.  L.  Bass,  Louisville,  placed  in  nomin- 
ation the  name  of  Dr.  W^alter  Dean,  Louis- 
ville. Upon  motion  duly  seconded  and  car- 
ried, the  nominations  were  clo.sed  and  Dr. 
Walter  Dean  AA'as  unanimously  elected  Treas- 
urer, to  serve  for  thv  ensuing  year. 


Keport  up  Secretary 

The  Secretary,  Dr.  F.  C.  Thomas,  Lexing- 
ton, reported  tliat  there  are  now  sixty-eight 
menrbers  of  the  Section  in  good  standing,  and 
urged  the  necessity  of  the  acquisition  of  ncAV 
members,  calling  attention  to  the  fact  that  it 
reipnres  the  nomination  by  one  member,  sec- 
onded by  another  member,  to  propose  a new 
name  for  membersliip. 

Dr.  11.  G.  Reynolds,  Paducah,  extended 
to  the  Section  a cordial  invitation  to  hold  its 
next  annual  meeting  in  Paducah,  Ky. 

It  was  moved  and  seconded  that  the  time 
and  place  of  the  next  annual  meeting  be  left 
to  tlie  discretion  of  the  officers.  Motion 
unanimously  carried. 

I'liere  being  no  further  business  before  the 
Section,  the  scientific  program  Avas  continued 
as  follOAVS: 

Clinical  xVspects  of  Tumors  of  the  JaAV 
and  Palate;  (Illustrated  by  lantern  slides) 
E.  C.  Yates,  M.  D.,  Lexington  Clinic,  Lex- 
ington. 

Diseu.ssion  opened  by  Claude  T.  W^olfe,  M. 
1).,  Louisville;  also  discussion  by  Wm.  P 
Drake,  Bowling  Green  ; R.  W.  Bledsoe,  Cov- 
ington ; A.  L.  Bass,  Louisville,  and  by  Dr. 
i ates  in  closing. 

Local  Temperature  Studies  in  Diseases  of 
the  Kar,  Nose  and  Throat,  (Illustrated  by 
lantern  slides).  Karl  N.  Adetor,  M.  D.,  Lou- 
isville. 

Discussion  opened  by  Walter  Dean,  M.  D., 
Louisville;  also  discussion  by  Doctors  S.  B. 
iUai-ks,  Lexington;  11.  G.  Reynolds,  Paducah; 
Octavus  Dulaney,  LouLsville;  R.  W Bledsoe, 
( 'ovington ; and  by  Dr.  Victor  in  closing. 

On  the  Prevalence  of  AIorax-Axenfeld 
( 'onjuncti\dtis,  Gaylord  C.  Hall,  AI.  D.,  Lou- 
isA’ille. 

Discussion  by  Wm.  Thornwell  Davis,  AI.  D., 
AVashington,  I).  C. ; II.  G.  Reynolds,  Ai.  D., 
Paducah ; and  by  Dr.  Hall  in  closing. 

Upon  motion,  duly  seconded  and  carried, 
liie  Section  adjourned  to  meet  sine  uie. 

F.  C.  Thomas.  AI.  D. 

Secretary. 

“Avertin’”  in  Gynecology. — Young  believes 
that,  employed  in  a dosage  which  does  not  ex- 
ceed 0.1  Gm.  per  kilogram  of  body  weight, 
“avertin’’  is  a safe  drug.  In  this  dosage  it  may 
suffice  for  minor  operative  work,  but  a supple- 
mentary inhalation  anesthesia  is  usually  re- 
quired. Its  advantages  are:  (1)  ease,  comfort 
and  certainty  of  induction;  (2)  reduction  of 
postoperative  discomfort  and  sickness,  and 
(3)  reduction  of  postoperative  pulmonary  com- 
plications. In  the  author’s  series  of  1,000  un- 
selected cases  there  were  no  deleterious  effects, 
either  immediate  or  remote.  There  were  five 
deaths  in  the  series,  and  in  no  instance  could 
the  fatal  issue  be  attributed  to  the  “avertin.” 
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ORIGINAL  ARTICLLS 

AGRANULOCYTIC  ANGINA  AND  RE- 
PORTS OF  THREE  CASES* 

W.  N.  Offutt,  M.  D.,  P.  a.  C.  S. 

Lexington. 

This  disease  was  first  brought  to  our  at- 
tention in  1922  by  Schultz  and  Rye  of  Ger- 
many, who  gave  it  the  name  of  Agranulocytic 
Angina.  They  believed  it  to  be  a true  clinical 
entity,  though  there  are  many  who  believe  it 
merely  a syndrome.  It  is  thought  to  be  more 
prevalent  in  wmmen  of  middle  life,  brought  on 
by  some  endocrine  disturbance  or  imbalance 
at  that  time. 

The  syiinptoms  of  Agranulocytic  Angina 
are  (1  ) An  acute  systemic  infection  with  high 
fever,  (2)  Rapid  diminution  of  the  white 
cell  count  and  still  more  rapid  loss  in  the 
polymorphonuclear  cells  which  are  some  times 
completely  absent,  (3)  Ulceration  and  necro- 
tic lesions  of  the  oropharynx,  especially  on  the 
tonsils,  guims,  pillars' and  tongue.  'Phe  clini- 
cal picture  of  the  throat  lesions  looks  v^ery 
much  like  a dirty  diphtheritic  exudate  on  a 
dark  or  black  necrotic  base,  usually  found  on 
the  tonsils,  yet  may- be  found  on  the  gums 
or  hard  palate. 

The  chief  symptom  of  this  gangrenous 
process  is  the  terrible  necrotic  disintegration 
of  tissue.  The  leucocndic  reaction  so  com- 
monly present  in  nearly  all  inflammatory 
conditions  is  absent. 

These  lesions  begin  as  white  or  gray  areas, 
turning  to  a dirty  gray,  then  to  a blackish 
gray  on  a necrotic  gangrenous  base,  with  a 
very  offensive  odor.  This  odor  is  almo.st 
diagno.stic.  Mild  jaundice  is  re])orted  in 
about  fifty  per  cent  of  these  cases.  The  dis- 
ease is  self-limited  to  the  mucous  membrane, 
destroying  it  down  to  the  muscle,  but  never 
going  beyond.  The  gums  and  palate  tissue 
being  destroyed  down  to  the  bone. 

Bactei'iologically  the  question  is  still  mi- 
solved,  but  since  the  bacillus  pyocyaneiis  is 
found  in  nearly  all  cases,  it  is  thought  to  be 
one  of  the  causative  organisms,  together  Avith 
some  anaerobic  lorganism.  Many  other  or- 
ganisms have  been  found  in  the  lesions  such 
as  streptococci,  staphylococci,  di])htheria  and 
Vincents  spirillae.  All  of  the  last  named 
are  thought  to  be  simply  coincidental,  as 
they  are  not  found  with  any  degree  of  reg- 
ularity. 

Clinical  symptoms  aside  from  the  lesions 
of  the  throat,  mouth,  temperature  and  blood 
are  of  little  value. 

There  .seems  little  to  be  leaimed  from  au- 
topsy. The  liver,  spleen,  kidneys  undergo 
little  change  other  than  slight  enlanc'ement. 

*Read  Ijefore  the  F,ve,  Ear.  Nose  uml  Throat  Section  of 
the  Kentucky  State  Medical  Association. 


The  blood  picture  tells  the  whole  story,  and 
it  is  upon  it  we  make  our  diagn.osis.  The 
moderate  to  severe  leucopenia,  the  leucocytes 
going  down  to  a few  hundred,  and  the  poly- 
morphonuclear leucocytes  very  low,  and  some- 
times absent  altogether.  The  hemoglobin  re- 
mains about  normal  in  the  first  stages  of  the 
disease,  though  a few  cases  of  secondary 
anemia  have  been  found  in  late  stages.  The 
lymphocytes  are  nearly  always  increased, 
soiinetimes  as  much  as  100%. 

The  ])latelet  count  is  usually  about  normal, 
the  bleeding  and  coagulation  times  are  nor- 
mal, yet  some  cases  have  been  reported  Avith 
hemorrhagic  tendency.  There  are  certain 
chemical  or  physical  agents  such  as  the  arsen- 
icajs,  benzol,  tlu/rium,  x-rays  and  radiudu 
that  have  produced  a similar  blood  picture. 
Roberts  and  Kracke  state  that  the  red  mar- 
roAV  of  the  bones  makes  erythi'oiytes.  gi-aii- 
nlar  leukocytes,  and  ]illatel('ts. 

In  agranidocytic  angina  the  factory  that 
makes  the  granulocytes  has  shut  dovA-n.  The 
life  of  this  cell  in  noriiiial  cofiditions  of  health 
is  three  or  four  days.  Therefore,  should  tlm 
red  marroAV  stop  manufacturiuc  them  for 
three,  four  or  five  days  they  Avould  after  a 
time  totally  disappear  from  the  blood  stream. 
This  is  ■Avhat  undoubtedl.A’  happens  in  these 
cases.  The  factory  divisions  of  the  marroAA- 
that  makes  the  erythrocytes  and  platelet  seem 
to  continue  to  Avork  at  approximatel.v  their 
normal  out  put.  There  is  little  if  an.A'  e\ddence 
that  granulocytes  are  found  normally  in  the 
marroAv  and  de.stroyed  in  the  blood  stream. 
On  the  contraiw,  there  is  much  (‘vidence  that 
the  myelocwtic  function  of  the  marroAv  stops, 
and  that  the  primarc"  pathological  condition 
is  in  the  bone  marrow. 

Tt  is  conceded  noAv  that  the  marroAv  and 
blood’  stream  changes  precede  the  clinical 
manifestations.  There  have  been  several 
cases  reptorted,  Avhere  the  mouth  and  throat 
may  be  normal  and  the  lesion  Avas  in  the 
rectum  or  A'agina. 

When  there  is  an  absence  or  decrease  in  the 
polymorphojiuclear  lecdcocytes  a jiatient’s 
immunity  is  destroyed  and  any  bacteria  in 
any  i>art  of  the  body  may  become  aeti\m  and 
produce  a septic  condition. 

Tn  reviewing  tbe  literature  on  agramdo- 
cytic  angina  it  vouhl  seem  that  there  must 
be  two  types  of  this  fearful  disease,  a true 
type  that  ever  recoAmrs,  and  a pseiido  t.vpe 
that  responds  to  transfusions  of  whole  blood 
and  ap])arentl.A^  recovers  only  to  succuimb  to 
a sid)se(prent  attack. 

T Avill  briefly  rc])oi-l  three  cases  that  came 
undei-  our  observation.  All  of  them.  Avomen 
of  middle  life. 

Case  1,  iMrs.  G.  H.,  36  years  of  age.  past 
history  good.  T Avas  called  to  see  hei‘  at  her 
home  (March  2nd,  1928),  complaining  of 
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what  she  thought  Avas  a severe  case  of  ton- 
silitis  of  tAvo  or  three  days  duration.  Tem- 
])eratnre  Avas  101  3/5,  pulse  118,  respiration 
22. 

Throat  examination  showed  a dirty  diph- 
theritic looking  membrane  on  both  tonsils 
and  I Avas  so  positWe  it  was  diphtheria  that 
she  Avas  given  20,000  units  of  anti-toxin  be- 
fore 1 heard  from  the  culture  as  She  looked 
lirofonndly  toxic.  I Avas  still  confident  it 
was  dijAhtheria  even  though  the  first  culture 
was  reported  negative,  but  the  second  and 
third  culture  shoAved  nothing  but  staphylo- 
cocci and  streptococci.  Red  blood  cells 
4,320,000.  Leucocytes  5,850,  polymorphonu- 
clear 8.4%.  Patient  refused  to  be  moved  to 
the  hospital.  On  IMarch  4th,  temperature  AA^as 
103.  Pulse  22,  leucocytes  2,800.  The  lesions 
on  the  tonsils  Avere  about  the  same,  hut  the 
membrane  had  spread  to  the  mucous  mem- 
brane of  the  jaAV  on  the  right  side.  She 
complained  of  generalized  aching  over  Avliole 
body,  no  SAvelling  of  the  glands  of  the  neck. 
IMarbh  6th,  temperature  Avas  102,  pulse  24, 
leucocytes  1900,  polys.  0.  Patient  looked 
profoundly  septic,  sleeping  most  of  the  time, 
but  could  be  easily  aroused  and  Avas  perfectly 
rational  AA'hen  aAvake  and  complained  of  ex- 
haustion. The  throat  symptoms  Avere  about 
the  same  mentioned  above  Avitli  the  excei)tion 
of  a necrotic  spot  on  the  oropharynx  on  the 
left  side.  Died  that  evening.  Unable  to  get 
autopsy. 

Case  2.  Mrs.  D.,  aged  38.  Was  called  in 
(•onsultation  to  see  this  ease  the  morning  be- 
fore she  died.  So  Avill  report  it  from  the 
notes  made  by  Dr.  Hunt,  Avho  had  charge  of 
the  case  from  the  beginning.  He  saAv  her  first, 
January  3rd,  complaining  of  sore  throat,  no 
membrane,  cervical  glands  someAvhat  enlarg- 
ed, said  she  felt  sick  and  had  not  felt  Avell 
for  seA'eral  days,  temperature  102.  little 
change  in  patient’s  temperature  and  condi- 
tion for  the  next  two  days.  On  January  8th 
patient  said  that  she  had  a good  night  sleep 
and  felt  she  was  well.  Temperature  aa^s  99. 
At  six-thirty  that  evening  she  had  a chill  and 
temperature  w^ent  to  103,  with  a quick  ir- 
regular pulse.  I saw  her  the  next  morning 
and  on  examination  of  her  throat  found  a 
small  spot  of  grayish  looking  membrane  at 
the  base  of  the  right  tonsil  and  no  inflam- 
mation anvAAdiere  else  in  the  throat.  She  did 
not  complain  of  any  pain  or  discomfort  ex- 
cept a feeling  of  complete  exhaustion.  Blood 
examination  showed  leucocytes  145.  Poly- 
morphonuclear cells  none.  She  died  about 
eleven  o’clock  that  night.  Autopsy  refused. 

Case  3.  Miss  S.  Age  54,  first  seen  January 
24th.  1929.  Comnlaining  of  headache  and 
sore  throat.  Gave  history  of  having  had  light 
attack  of  influenza  about  ten  days  before, 
but  had  been  feeling  much  better  and  had 


been  out  to  a luncheon  that  day  with  some 
friends.  Her  temperature  Avas  102.  Pulse  122. 
Examination  of  her  throat  shoAved  small  gray- 
ish patch  on  her  left  tonsil,  no  redness  or  in- 
flamma)tion  anyAvligre  else  in  her  throat. 
Culture  taken  shoAved  preponderance  of  staphs 
and  a fcAv  streps.  Did  not  see  patient  again 
until  the  folloAving  night  at  Avhich  time  tem- 
lierature  Avas  103,  pulse  126.  Said  throat 
felt  better,  but  headache  and  pains  in  arms 
and  shoulders  Avere  Avorse.  Examination  of 
throat  shoAved  little  or  no  change,  there  was 
some  slight  sAvelling  of  left  submaxillary 
gland.  Was  not  alarmed  over  her  condition, 
as  up  to  this  time  she  did  not  look  very  sick 
and  talked  about  things  she  expected  to  do 
in  a fcAv  days.  The  next  day,  danuary  26th, 
her  nurse  called  sajung  she  Avas  much  Avorse, 
had  a chill  and  temperature  had  gone  to  104. 

I Avas  struck  bj^  marked  change  in  her  gen- 
eral appearance,  complaining  of  extreme  ex- 
haustion and  intense  soreness  of  all  muscles 
of  her  body.  Her  family  physician  was  called 
in  consultation  and  she  Avas  sent  to  the  hos- 
pital. The  blood  report  shoAved,  red  blood 
corpuscles  4,920,000.  Hemoglobin  70%.  Leu- 
cocytes 725.  Polymorphonuclears  0.  Culture 
from  the  throat,  staphs,  streps,  diplococci 
and  fusiform  bacilli.  Diagnosis  made  of 
Agranulocytic  Angina.  X-Ray  treatment  over 
the  long  bones  in  the  hope  of  stimulating 
aictivity  in  the  bone  marroAV  Avas  to  no  avail. 
January  27th,  patient’s  temperature,  104  3/5. 
Pulse  120,  respiration  28,  leucocytes  240. 
Polymorphonuclears  0.  IMarked  swelling  on 
both  sides  of  the  neck.  Patient  died  that 
eA'ening.  Autopvsy  obtained.  Histo-patholo- 
gical  report  as  folloAvs : Necrrosis  of  the  epith- 
elium of  esophagus.  Pibriiious  vegitative  en- 
dodard'itis  involAdnig’  all  the  valves  of  the 
heart.  Extensive  gTanular  degeneration  of 
the  liver.  Granular  degeneration  of  the  par- 
enchyma of  the  kidney.  Marked  exhaustion  of 
the  bone  marroAV  from  tibia.  Cultures  from 
the  blood  produced  a heavy  growth  of  strep- 
tococcus hemolyticus.  In  conclusion,  I Avish 
to  say  that  everything  Avas  done  for  these 
cases  ])ossible  Avith  the  exception  of  trans- 
fusions. 

They  had  repeated  consultations  of  the 
best  medical  talent  in  the  city,  but  nothing 
suggested  seemed  to  be  of  any  benefit.  In 
one  ease  the  Rockefeller  Institute  in  New  York 
Avas  called  up  to  see  if  they  could  give  us 
any  help  and  their  reply  Avas  they  had  found' 
nothing  that  had  given  any  relief. 

The  most  puzzling  case,  the  one  that  had 
practically  no  throat  symptoms,  yet  undoubt- 
edly Avas  Agranulocytic  Angina,  as  her  Avhite 
cell  count  AA-as  only  145  and  no  polymorphonu- 
clear cells. 

All  of  these  cases  had'  been  on  more  or  less 
strict  diet  for  a period  of  OA^er  tw’o  years. 
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cutting  out  all  starches  and  fats  from  their 
food  and  had  reduced  their  original  weight 
by  fifteen  or  twenty  per  cent.  Whether  this 
could  have  been  a factor  in  lowering  their 
powers  of  resistance  I capnot  say. 
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THE  MODERN  CONCEPTION  AND 
TREATMENT  OF  COMITANT 
STRABISMUS* 

Wm.  TitORNWALL  Davis,  M.  D. 
Washington,  D.  €. 

The  conception  of  squint  and  the  treat- 
ment thereof  are  distinctly  advanced  over 
that  of  a decade  ago.  In  the  following  re- 
marks attention  will  be  invited  to  comitant 
convergent  squint  in  young  children. 

We  do  not  fully  understand  the  causes  of 
convergent  squint.  The  following  are  the 
accepted  theories ; 

1.  Hypermetropda. 

2.  Anisometropia. 

3.  Reduced  visual  acuity  in  one  eye  over 
the  other. 

4.  Weak  or  absent  fusion  sense. 

5.  Hereditary  influence. 

Hypermetropia  predisposes  to  convergent 

squint  by  disturbing  the  accommodation-con- 
vergence relation.  For  each  dioptre  of  ac- 
c'Cimmodation  one  metre  angle  of  convergence 
is  used.  The  disturbed  relation  of  these  two 
functions  in  the  })resence  of  other  factors  is 
a contributing  cause.  Accommodation  and 
convergence  are  actuated  by  the  same  ner- 
vous impulse ; there  is  a certain  degree  of 
dissociation  or  latitude  in  these  two  functions 
varying  with  the  individual.  Hence  one  may 
be  hypermetropic  with  no  squint  provided 
other  factors  do  not  supervene ; conversely 
one  may  be  myopic  and  have  a convergent 
s(|iiint. 

Undoubtedly  in  some  cases  anomalous  inser- 
tion of  muscles,  a strong  median  rectus,  a 
weak  lateral  rectus  or  a combination  of  these 
iinay  be  a cause  of  squint,  particularly  when 
coupled  with  hypermetropia  and  x>oor  fusion 
ability. 

Esophoria  of  muscular  origin  may  originate 
the  squint.  Since  esophoria  and  convergent 
squint  occur  in  emmetropes  and'  myopes,  it 
is  obvious  that  hyjiermetropia  and  the  con- 
sequent disturbed  relation  of  accommodation 
and  convergence  is  not  the  cause  of  all 
s( I Hints. 

It  is  thought  by  some  that  a muscular  or 

*Read  before  the  Eye,  Eiar,  Nose  and  Throat  Section  of 
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anatomic  anomaly  is  the  primary  cause  of 
squint  and  that,  faulty  fusion  and  central 
scotoma  result.  By  others  it  is  thought  the 
weak  fusion  sense  and  central  scotoma  pre- 
cede and  cause  the  squint.  Hence  it  is  a 
question  if  the  poor  fusion  sense  is  a cause 
or  a result  of  the  squint. 

Since  we  have  examined  candidates  for  air- 
})laue  pilot  licenses  we  have  discovered  many 
who  have  insufficient  depth  iperception, 
.stereoscopic  vision  or  sense  of  jierspective. 
This  means  weak  fusion.  If  the  individual 
having  this  weak  fusion  also  has  an  esophoria, 
muscular  anomaly  or  if  he  is  hyx^ermetropic 
and  cannot  dissociate  accommodation  and 
convergence  he  will  jjrobably  develoii  a 
squint. 

Fusion  may  be  defined  as  the  ijower  of 
converting  two  retinal  images  into  a single 
mental  picture.  Muscular  adjustment  could 
not  possibly  be  so  fine  as  to  superimpose  two 
retinal  images  to  form  a,  stereo-picture.  Hence 
it  is  obvious  that  the  brain  must  do  this: 
fusion  is  a brain  function.  There  is  a theore- 
tical fusion  center;  it  has  not  been  demon- 
strated. The  nature  of  the  coordination  of  the 
eye  muscles  and  the  intricate  movements 
connected  with  their  complex  functions  is  but 
illy  understood. 

“The  eyes  are  the  brain  coming  out  to 
see;”  this  is  literally  true  embryologically. 
\usion  is  the  most  important  of  the  special 
senses ; the  visual  apparatus  occuines  a con- 
siderable portion  of  the  brain.  The  sensori- 
motor impulses  comi^rising  the  stereo-mental 
picture,  depth  perception,  etc.,  is  perhaps  the 
most  complicated  cerebral  function.  Is  there 
a motor  control  center  for  the  very  delicate 
adjustment  or  is  it  dependent  upon  associa- 
tion centers?  Fusion  is  developed  in  the  child 
about  the  sixth  month.  If  it  be  weak  or  ab- 
sent the  desire  for  binocular  single  vision  is 
weak  or  absent  and  squint  may  result.  Upon 
this  presumption  of  poor  fusion  sense  the 
fusion  training  is  based. 

It  is  said  by  some  that  true  fusion  of  the 
retinal  images  does  not  exist,  else  there  would 
he  no  stereoscojiie  vision.  We  speak  of  su- 
neriimfiosition  of  the  images  as  fusion ; since 
however  the  object  is  seen  from  a different 
angle  by  each  eye,  the  images  are  not  exactly 
uperimposed.  As  actual  fusion  does  not  oc- 
cur, how  can  we  then  assume  there  is  a fu- 
.■-'ion  center?  We  have  more  reason  to  think 
there  is  a convergence  center  since  conver- 
gence paralysis  is  known.  No  such  center  has 
however  been  demon.strated. 

The  essence  of  strabismus  according  to 
Parinaud  is  first  exce.ss  innervation  of  con- 
vergence and  later  changes  in  the  periocular 
tissues.  The  excess  innervation  disap  pea  i-s 
at  about  twenty  years  of  age,  but  the  devia- 
tion persists,  being  maintained  by  the  peri- 
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ocular  tissues,  the  orbital  fascia  in  particular. 
Hence  the  fault  of  innervation  has  become 
the  cause  of  the  continuing  squint.  As  the 
individual  grows  older  this  excess  innerva- 
tion tends  to  disappear,  but  not  so  the  organic 
changes. 

Parinaud  thinks  squint  results  from  a 
faulty  development  of  both  the  motor  and 
sensoi'v  iiortions  of  binocailar  vision.  The 
imotor  ])ortion  is  the  convergence  and  its  rela- 
tion to  accommodation.  The  sensory  ])ortion 
is  the  reflex  of  convergence  and  accommoda- 
tion. 

Anisometropia  and  reduced  acuity  of 
vision  in  one  eye  or  a disproportion  of  visual 
acuity  predisposes  to  squint.  If  the  other 
factors  mentioned  be  present,  viz ; wealc  fu- 
sion, esophoria  or  hypermetropia  there  will 
be  a convergent  squint. 

The  onset  of  the  squint  from,  an  injury  oi- 
illness  is  frequently  mentioned  by  the  mother. 
It  is  obvious  upon  reflection  that  such  shocks 
would  not  produce  a squint  if  the  predispos- 
ing causes  were  not  present. 

There  are  other  theories  which  seek  to  ac- 
count for  squint ; the  declination  theory  of 
Stevens ; emotional  instability ; or  that  it  is 
a stiglma  of  degeneration.  We  are  not  sure 
as  yet  of  the  exact  cause,  this  is  obvious  from 
the  many  theories  advanced,  none  of  which 
are  entirely  acceptable. 

Hereditary  influence  plays  an  important 
role.  This  is  common  knowledge. 

The  treatment  of  squint  may  be  divided 
into  four  periods. 

1.  Occlusion  and  atropinization  of  the 
fixing  eye. 

2.  Refraction. 

3.  Fusion  training. 

4.  Operation. 

The  importance  of  early  treatment  should 
be  stressed;  the  school  teacher,  the  general 
medical  profession,  the  pediatrician  in  par- 
ticular. nurses  , and  parents  and  the  general 
public  should  be  informed  that  only  early 
treatment  can  be  fully  successfid.  To  neglect 
a squinting  eye  even  for  a few  weeks  after 
the  inception  of  the  squint  is  to  invite  am- 
blyopia in  this  eye  and  make  a perfect  cure 
difficult  or  impossible.  A child  with  an  un- 
treated crossed  eye  is  a neglected  child.  Too 
much  emphasis  cannot  be  placed  ujion  the 
neces.sity  fof’  immediate  treatment  once  a 
squint  is  noted,  even  though  the  child  be  but 
an  infant.  Occlusion  of  the  fixing  eye  should 
be  done  at  once  in  order  to  prevent  amblyopia. 
After  seven  years  o'"  age,  it  is  agreed  by  all 
that  perfect  cure  of  the  squint  and  restora- 
tion of  Vision  in  the  amblyopic  eye  is  im- 
possible. 

Bv  cure  of  the  squint  1 mean  straight  eyes 
without  glasses.  Of  course  glasses  may  be 
necessary  for  correction  of  astigmatism  (jr 


other  refractive  errors  causing  asthenopia. 
By  the  term  “without  glasses’’  reference  is 
made  solely  to  correction  of  the  stpiint. 

It  is  obvious,  but  not  always  realized,  how 
imj)ortant  is  the  general  health  of  the  child 
in  connection  with  treatment  of  squint.  The 
refraction,  occlusion  and  orthoptic  training 
is  trying  upon  the  child  and  the  mother  and 
sustained  effort  is  necessary.  In  order  to 
accomplish  this  training  the  child  must  be  in 
good  health.  Careful  and  intelligent  atten- 
tion shoidd  be  given  to  this  phase  of  the  case. 
It  is  essential.  To  be  successful  the  four  steps 
of  the  treatment  of  squint  must  be  carided 
)ut  with  diligence  and  intelligence.  Under- 
standing of  the  child  is  necessary  and  equally 
important. 

It  is  iinportant  that  the  surgeon  should 
have  a concise  plan,  clearly  understood  by 
himself,  and  carry  out  this  plan  with  energy 
and  determination.  Treatment  should  not  be 
insufficiently  interested  or  unintelligent  or 
noncooperative ; if  the  child  is  of  insufficient 
mentality  to  carry  out  his  part  of  the  treat- 
ment; or  if  the  family  is  a,  disorganized  one, 
we  can  scarcely  expect  to  accomplish  much 
and  should  proceed  as  promptly  as  possible 
to  step  4,  i.  e.,  operation. 

The  devastating  effect  of  the  squint  upon 
the  future  of  the  child  should  be  understood. 
Our  (dvilization  is  hard  upon  the  young;  the 
schools  demand  more  from,  them  than  they 
should.  Their  physical  education  is  often 
neglected.  They  have  too  long  days  and  too 
long  hours  of  application.  Frequently  there 
is  improper  or  insufficient  food.  The  general 
lack  of  the  knowledge  of  proper  living  re- 
acts harshly  upon  the  immature  tissues  and 
nervous  organization  of  the  child. 

If  there  be  superimposed  upon  this  a con- 
vergent strabismus  the  child  will  suffer  un- 
der the  added  strain.  The  mental  effect  of 
the  squint  upon  him  is  bad : he  is  cruelly 
teased  by  his  school  mates  until  his  life, 
which  should  be  all  laughter  and’  care  free 
joy,  becomes  a daily  horror.  Children  do 
not  speak  of  these  things ; like  all  of  us,  the 
deeper  the  hurt  the  less  we  speak  of  it.  The 
parents  frequently  do  not  realize  the  agony 
the  child  is  suffering.  The  result  is  ffiir 
reaching;  it  is  naturally  worse  in  the  intel- 
ligent child  of  the  cultured  class. 

The  inferiority  complex  is  induced,  the 
child  may  become  more  or  less  asocial  and 
infinite  harm  is  done  to  his  jilastic  and  omow- 
ing  mind,  from  which  he  never  entirely  re- 
covers. The  wearing  of  glasses  by  the  school 
child  still  further  subjects  him  to  tin-  cruel 
taunting  of  his  mates.  It  also  adds  a burden 
a handicap  in  his  play  and  renders  his  '-miall 
life  more  difficult.  The  wearing  of  glasses 
bv  a school  child  is  a sore  trial  to  him  and  to 
the  mother  and  should  be  avoided  if  possible. 
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Uipv)n  consideration  of  the  above  facts  it 
is  apparent  that  if  a cure  of  the  squint  can 
be  accoiinplished  in  the  presciiool  age,  it  should 
be  done.  1 am  sure  some  of  the  medical  pro- 
fession do  not  yet  realize  perhaps  this  evolu- 
tion 111  the  treatment  of  s<iuiiit.  It  should 
be  realized!  that  it  is  possible  to  cure  con- 
vergent squint  in  the  preschool  age  and  so 
relieve  the  child  of  a most  serious  handicap 
at  the  very  beginning  of  his  life.  Not  to  do 
this  is  to  show  ourselves  without  the  proper 
understanding  of  this  recent  and  important 
development  in  the  art  of  ophthalmology. 

Please  do  not  understand  me  to  say  glasses 
are  unnecessary  in  the  treatment  lof  squint, 
refractive  errors  or  muscle  imbalance.  My 
contention  is  that  they  should  be  avoided  i> 
the  School  child  for  the  treatment  of  squint 
when  it  is  possible  to  do  so. 

As  soon  as  the  examination  of  tlie  child 
is  completed  the  surgeon  should  outline  the 
treatment  and  steps  thereof  to  the  parents. 
Unless  they  understand  this  outline  of  treat- 
ment and  just  what  we  are  seeking  to  ac- 
complish we  cannot  get  the  necessary  co- 
operation. It  eiiciourages  the  parents  of 
these  children  if  one  assures  them  of  the  ulti- 
mate cure  of  the  squint  within  a reasonable 
lime.  It  is  my  firm  belief,  based  upon  ap- 
ju'oximately  300  operative  cases,  that  almost 
one  hundred  per  cent  can  be  cured  in  the 
jires'chool  age. 

The  occlusion  of  the  fixing  eye  may  be 
done  in  various  ways.  The  best  and  least 
annoying  to  the  child  is  the  occlusion  shield 
of  hard  rubber,  secured  to  the  frame  of  the 
gla.sses.  Some  surgeons  occlude  continuously 
for  some  weeks  ; others  prefer  a certain  num- 
ber of  hours  a day.  Care  should  be  used  not 
to  induce  amblyopia  in  the  sound  eye  by 
prolonged  occlusion.  The  occlusion  treat- 
ment for  more  than  a few  months  is  im- 
])ractical. 

The  refraction  of  course  is  done  under  the 
cyeloplegie  effect  of  atropin.  One  should 
bear  in  mind  that  the  hypermetropia  becomes 
less  as  the  child  grows  and  consetpiently  re- 
fraction at  the  end  of  a year  is  indicated. 
Also  the  accurate  refraction  of  a young  child 
is  difficult.  It  may  be  done  mure  accurately 
at  the  end  of  a year. 

A powerful  argument  of  early  operation 
and  cure  of  the  scpiint  is  to  enable  the  child 
to  omit  the  wearing  lof  glasses.  Tinder  the 
old  system  of  treatment  of  S(}uint,  strong 
glasses  were  prescribed  and  kept  on  until 
the  child  reached  physical  maturity.  In 
consequence  this  individual  was  condemned 
to  gla.sses  for  tlie  remainder  of  his  life.  After 
wearing  strong  hypermetropic  con  eetion  dur- 
ing childhood  and  adolescence  tlie  ac- 
commodation is  weakened  and  the  individual 
cannot  see  with  comfort  or  distinctness  for 


distance  or  near  without  glasses.  These  pa- 
tients frequently  have  voluntary  accommoda- 
tion so  that  upon  removing  their  glasses  and 
with  the  accommodation  relaxea  the  squint 
IS  absent,  but  they  see  very  indistinctly. 
When  they  wish  to  see  clearly  thej^  volun- 
tarily use  the  accommodation,  the  squint  re- 
curs and.  they  see  clearly ; the  clear  vision 
and  the  squint  occur  at  the  same  time  and 
cannot  be  dissociated.  Likewise  the  clear 
vision  occurs  only  during  the  time  the  pa- 
tient is  consciously  using  the  accommodation; 
the  moment  his  attention  is  withdrawn  the 
accomodation  relaxes,  visual  acuity  is  reduc- 
ed and  the  squint  disappears;  this  results 
from  the  continued  use  of  the  full  or  nearly 
full  hypermetropic  correction,  it  is  pre- 
ventable. The  patient  with  such  a condition 
is  scarcely  amenable  to  operation  and  cure 
of  his  squint.  1 do  not  consider  a enild  with 
a squint  cured  who  has  straight  eyes  only 
while  wearing  glasses. 

In  certain  cases  in  adults  as  described 
above  if  they  have  the  unusual  fortitude, 
courage  and  tenacity  of  i)urpose  to  carry 
out  accommodative  and  ortiio{)tic  exerei.ses, 
lie  may  offer  them  a possibility  of  cure.  In 
some  cases  of  this  nature  after  operating  the 
eyes  are  straight  during  accommodation,  but 
may  diverge  when  it  is  relaxed  either  con- 
sciously or  with  glasses.  Thus  it  becomes 
obvious  that  energetic  early  treatment  is  es- 
.sential  before  such  paresis  or  weakening  of 
.le  accommodation  becomes  a set  habit. 

The  age  at  which  one  may  begin  the  orthop- 
tic exercises  depends  upon  tiie  development 
of  the  mentality  of  the  child  and  the  home 
conditions.  This  form  of  treatment  is  nec- 
essary and  essential  but  should  not  be  relied 
upon  to  cure  the  squint.  It  should  be  begun 
as  soon  as  possible  and  carried  out  with 
energy  and  tact.  If  these  steps  are  success- 
ful within  a year  well  and  good,  but  should 
the  squint  not  be  cured  within  this  period 
it  then  becomes  necessary  to  proceed  to  the 
fourth  and  last  step,  viz;  operation. 

If  the  squint  is  of  such  high  degree  that 
it  is  not  possible  to  use  the  amblyoscope  or 
stereoscope,  immediate  operation  is  indicated. 
After  this  orthoptic  exercises  may  be  neces- 
sary to  complete  the  cure. 

The  choice  of  operation  lies  with  the  sur- 
geon. In  my  opinion  the  Jameson  recession 
o]?eration  is  efficient  and  safe  in  experienced 
hands.  It  has  certain  advantages  over  other 
operations.  It  can  be  performed  on  children 
at  two  and  one  half  years  of  age  with  perfect 
safety.  It  is  done  in  children,  of  course, 
under  general  anesthesia. 

Approximately  2V2  degrees  (of  arc)  cor 
rection  may  be  anticipated  for  each  nwn.  of 
recession.  The  number  of  mm.  of  reces- 
sion must  be  predetermined  by  the  sur- 
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geon  after  careful  measurement  of  the  degree 
01  S()umt  tor  rlistance  and  near,  with  and 
without  correcting  glasses.  We  thus  enter 
upon  tlie  ojieration  with  a clear  conception 
ot  what  is  to  be  done.  It  may  be  good  judg- 
ment to  modify  the  determined  mm.  of  reces- 
sion upon  inspecting  the  muscle  and  its 
primary  and  secondary  attachments. 

The  o]>eration  is  surgically  superior  in  that 
trauma  is  minimized ; the  muscle  coverings, 
capsule,  blood  and  nervous  supply  are  not 
interferred  with.  There  is  no  tension  upon 
the  sutures  and  recovery  is  prompt.  These 
attributes  of  the  operation  are  of  great  value 
and  importance  both  surgically  and  func- 
tionallj’. 

The  one  step  of  the  operation,  the  insertion 
of  the  scleral  sutures,  that  requires  nice  care, 
offers  no  difficidties  in  the  hands  of  the  sur- 
geon with  the  requisite  surgical  technique.  It 
is  neither  difficult  nor  dangerous.  It  is  es- 
sential that  the  proper  instruments  be  used 
and  in  particular  the  special  needle  of 
Jameson  for  the  scleral  suture.  The  opera- 
tion is  in  effect  ai  guarded  and  exact  teno- 
tomy; this  is  soimething  for  which  we  have 
sought  a long  time.  In  reality  the  muscie 
is  detached  from  the  globe  without  modifying 
its  anatoiiiiical  relations.  The  globe  is  then 
placed  in  proper  position  and  the  niuiscle  re- 
attached. Hence  the  extremely  slight  reac- 
tion. 

Should  over  correction  occur  it  may  be 
easily  remedied  since  the  position  of  the 
muscle  is  accurately  known  and  there  has 
been  so  little  trauma  and  scar  tissue  forma- 
tion that  it  becomes  an  easy  iinatter  to  alter 
its  ])osition. 

Recession  of  the  muscle  should  not  be  mor(' 
than  5 mm.  since  convergence  might  be 
weakened.  In  higher  degrees  of  squint, 
double  recession  may  be  safely  performed  in 
one  sitting.  The  reaction  from  the  Jameson 
oiieration  is  surprisingly  slight. 

Before  operating’  the  family  should  be  in- 
formed that  more  than  one  sitting  may  be 
recpiired.  This  is  important. 

The  routine  followed  in  my  clinic  is  as 
follows : 

The  patient  is  admitted  to  the  hospital 
iMonday  eveninig.  Operations  begin  at  8:30 
Tuesdaj’  morning  using  avertin  as  a basal 
anesthetic  with  gas  and  oxygen  following, 
together  with  local  anesthesia  of  the  eye  to 
be  operated  upon.  Thus  there  is  no  fright 
or  shock  to  the  little  patient.  Both  eyes  are 
bandaged  for  twenty-four  hours.  On  Wed- 
nesday imorning  the  sound  eye  is  left  open 
and  the  child  returns  home  and  goes  to  school 
the  following  IMonday. 

Hollowing  operation  there  is  moderate 
redness  at  the  inner  eanthus  without  edema 
or  swelling  and  in  ten  days  the  eye  is  entirely 


white  witli/  no  bunching  of  the  tissues  and 
the  child  has  forgotten  that  an  operation 
was  done. 

1 am  not  aware  ot  any  other  operation  with 
so  little  reaction,  interiereuce  with  the  activi- 
ties ot  the  child  or  unpleasant  setpielae. 

Gut  is  used  since  there  is  no  tension,  hence 
there  are  no  sutures  to  be  removed.  This 
avoids  a most  trying  ordeal  for  the  child, 
the  niiotlier  and  the  surgeon. 

1 can  imagine  no  modification  that  would 
lie  an  advantage  to  this  operation.  Masterful 
in  conception,  its  simplicity,  safety  and  ac- 
curacy, due  to  adherence  to  sound  surgical 
princiiiles,  and  the  almost  complete  absence 
of  reaction  render  it  at  once  ideal  for  the 
surgeon  and  the  patient.  To  attempt  modi- 
fication by  making  it  more  co.mplicated  is 
unnecessarv’. 

To  summarize : 

The  treatment  of  crossed  eyes  today  is  a 
great  improvement  over  that  of  a decade 
ago.  The  etioiogj-  remains  in  doubt.  The 
tonvergenee-accommodation  coordination  plus 
liypermetropia  plus  a weak  fusion  ability 
probably  accounts  for  mjost  of  Ihe  cases, 
nxcess  innervation  of  eonvergence  during  the 
deveiopmental  period  maj-  be  a factor. 

There  are  four  steps  in  the  treatment : 

1.  Oeclusion  and  atropinization  of  the 
fixing  eye. 

This  should  be  carried  out  immediately 
upon  recognition  of  the  squint  to  prevent 
amblyopia  of  the  squinting  eye.  Amblyopia  of 
the  squinting  eye  will  take  place  within  a 
few  weeks  following  the  inception  of  the 
■squint,  it  is  difficult  and  in  many  cases  im- 
possible to  cure. 

2.  Refraction. 

This  should  be  done  under  the  cycloplegic 
effecd  of  atropin  and  slightly  less  than  the 
lull  hypermetropic  correction  given.  It  should 
be  done  as  soon  as  the  child  is  wialking  about. 

3.  Fusion  training. 

This  is  accomjdished  with  the  amblyoscope 
or  stereoscope  as  soon  as  the  mental  develop- 
ment permits.  Its  use  requires  stability, 
intelligence,  interest  and  patience  upon  the 
part  of  the  surgeon,  the  mother  and  the  child. 
It  is  helpful  but  certainly  not  curative  in 
the  majority  of  cases  in  this  country.  Prom 
Claud  Worth’s  reports  it  is  more  helpful  in 
England  than  here.  It  may  be  started  before 
operation  provided  the  squint  is  not  of  too 
high  degree.  If  of  high  degree,  operation 
should  first  be  done  followed  by  the  exercises. 
Orthoptic  exercises  can  only  be  carried  out 
for  a certain  period  because  of  loss  of  interest 
( II  the  piart  of  the  child  and  others.  If  the 
preceding  named  measures  do  not  cure  the 
squint  within  six  months  or  one  year,  and  the 
child  has  reached  the  age  of  two  and  one-half 
years,  operation  is  indicated. 
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4.  Operation. 

This  should  be  doue  early  so  that  the  squint 
lua}’  be  cured  in  the  i.)reschooi  age.  This  is 
the  great  step  forward  in  this  branch  of 
ophtlialniology  of  recent  yeai’S. 

The  Jameson  recession  lends  itself  to  op- 
erations for  squint  in  young  children  particu- 
larly well.  There  is  but  one  day  of  hospital- 
ization required ; the  reaction  is  practically 
nil;  there  is  no  post  operative  deformity  even 
temporarily;  there  is  no  danger.  It  admits  of 
accurate  adjustment  of  the  squinting  eye 
under  general  anesthesia.  The  child  can  be 
back  at  play  or  school  in  48  hours. 

It  is  recommended  to  those  who  have  not 
familiarized  themjselves  with  the  technique  of 
the  operation  to  do  so  since  it  has  points  of 
superiority  not  surpassed  and  in  my  opinion 
not  equalled  by  any  other  surgical  procedure 
for  the  cure  of  convergent  squint  in  children. 

In  the  writer’s  opinion  crossed  eyes  are  not 
considered  cured  unless  the  eyes  are  straight 
without  correcting  glasses  and  when  the  child 
is  accommodating,  i.  e.,  seeing  clearly  for 
both  distance  and  near.  This  is  a severe 
test. 

The  result  of  a squint  and  the  wearing  of 
glasses  by  a school  child  is  bad.  The  phy- 
sical deformity  invites  comments  from  his 
associates  which  are  not  conducive  to  the 
child ’s  peace  of  mind : this  leads  to  quarrels, 
fights  and'  finally  to  the  withdrawal  of  tlie 
child  from  sport  and  play.  He  becomes  sen- 
sitive, lonely  and  anorbid.  His  parents  may 
not  be  aware  of  this  and  often  are  the  last 
to  know!  of  it. 

The  wearing  of  glasses  by  the  school  child 
is  a great  handicap'  and  should  not  be  de- 
manded of  him  if  there  is  a viay  to  avoid  it. 
The  result  of  an  uncured  squint  may  be  a 
psychosis  which  is  deep  and  may  not  be  dis- 
covered until  late  in  life.  It  can  never  be 
cured — it  may  easily  be  prevented. 

Endocrine  Therapy — Vincent  summarizes  the 
scope  and  limitations  of  endocrine  therapy  thus: 
The  cases  in  which  it  is  possible  to  employ  a 
true  endocrine  therapy — artificially  to  take  the 
place  of  the  internal  secretion  of  a gland — are 
those  of  the  thyroid,  parathyroid,  pancreas 
(insulin)  ovary,  suprarenal  cortex,  suprarenal 
medulla,  and  the  two  parts  of  the  pituitary.  Of 
these,  only  one,  the  thyr-  id,  is  known  to  produce 
any  effects  when  given  by  the  mouth.  The 
others  must  be  administered  by  some  other 
route.  Epinephrine  and  preparations  of  poster- 
ior pituitary  are  chie'^ly  used  as  drugs  apart  al- 
together from  the  question  of  internal  secretion 
and  substitution  therapy.  The  anterior  lobe  of 
the  pituitary,  though  it  produces  marked  effects 
on  growths  when  injected  into  animals,  has  not 
yet  been  demonstrated  to  be  of  service  in  the 
treatment  of  disease  in  the  human  subject. 


SOME  OBSERVATIONS  ON  THE  TREAT- 
.MENT  OF  INTERSTITIAL  KERA- 
TITIS* 

R.  H.  Cowley,  M.  D. 

Berea. 

This  brief  paper  is  based  ou  the  observa- 
tion of)  a few  cases  of  interstitial  keratitis 
and  on  the  review  of  a large  number  of  artic- 
les which  have  appeared  in  the  medical  litera- 
ture of  the  last  few  years  and  which  were 
obtained  from  the  package  library  of  the 
A.  M.  A.  and  from  the  Tice  Loose  Leaf  Med- 
icine service.  I noticed  as  I read  these  articles 
that  in  many  of  them  the  po.sitiveness  of  the 
statements  were  in  direct  proportion  to  the 
scarcity  of  the  material  on  winch  tlie  state- 
ments were  based. 

In  the  second  American  edition  of  Fuchs 
Text  Book  of  Ophthalmology  printed  in  19U5 
occur  these  words,  “Interstitial  keratitis  in 
man^'  cases,  even  under  the  most  careful 
treatment  runs  a course  that  is  not  essentially 
different  from  what  would  have  been  the  case 
without  any  treatment ; not  infrequently  we 
see  the  disease  while  under  treatment  break 
out  in  the  other  eye,  without  our  being  able 
to  iirevent  the  opacity  from  spreading  over 
the  entire  cornea  of  that  eye  also.’’  Many 
of  the  best  m^n  in  this  country  at  the  present 
time,  if  one  may  judge  from  these  recent 
articles  and  the  discussions  of  them,  take 
praictically  the  same  view  as  did  Fuchs  25 
years  ago  despite  the  great  improvement  in 
the  treatment  of  syphilis  which  tlie  arsenicals, 
bismuth  and  other  modern  drugs  have 
brought  to  us  during  this  time.  Dov,-niug  of 
Des  Moines  says,  “Where  most  was  to  be  ex- 
pected of  it  Arsplienamine  has  singularly 
failed,  namely  in  interstitial  keratitis.  In  a 
large  percentage  of  the  eases  where  it  was 
used  the  second  eye  has  become  involved, 
hence  it  does  not  seem  to  have  even  a prophy- 
lactic effect.” 

Clapp  of  Baltimore  in  summing  up  the 
recent  literature  says,  “In  reference  to  the 
treatment  there  seem^  to  be  sufficient  ma- 
terial for  the  belief  thait  in  some  eases  the 
preparations  of  bismuth  may  be  better  than 
th'ose  of  mercury,  and  that  the  local  treat- 
ment. of  the  cornea  by  the  Roentgen  rays  in 
the  early  stages  has  resulted  in  sufficient 
improvement  to  warrent  further  trial.  It  is 
questionable  whether  the  use  of  malarial  in- 
oculations have  shown  enough  evidence  of 
improvement  in  the  results  to  justify  the 
dangers  involved.”  In  the  body  of  h’is  paper 
he  mentions  the  fact  that  Marchiesani  has 
used  typhoid  v'accine  and  that  Huber  used 
both  typhoid  vaccine  and  milk  injections  with 

*Read  before  the  Eye,  Elar,  Nose  and  Throat  Section  of 
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good  results  but  he  did  not  consider  this  of 
enougn  importance  to  include  it  in  his  siini- 
luary.  tieo.  W.  Mackenzie  of  Idiiladelphia 
speaks  of  focal  infections  as  an  infrequent 
cause.  He  says  that  when  due  to  syphilis  it 
IS  practically  always  bilateral  whereas  when 
clue  to  focal  infection  it  is  generally  unilateral. 
He  reports  cases  where  the  thorough  cleaning 
out  of  >a  dental  abscess  produced  immediate 
cure. 

DeCourcy  and  Mather  in  the  Hritish  Med- 
ical Journal  report  the  technique  of  the  x-ray 
treatment  and  report  a number  of  cases  where 
they  got  immediate  and  permanent  results  by 
it  use. 

Ileall}’  the  most  striking  results  that  J 
found  in  all  ui;j'  reading.  \V:riglit  and  Perl- 
man give  a fine  review  of  tlieir  experience 
with  bismuth  therapy  at  the  Ldiiversity  of 
1 eniisylvania  Medical  JSchool  and  their  con- 
clusion is,  “From  our  .studies,  we  believe  that 
the  best  treatment  for  interstitial  keratitis 
consists  in  the  conjoint  use  of  siil])harsphena- 
mine  and  bismuth  or  the  iiit raven. ms  use  of 
neoarsphenamiiie  followed  by  intramuscular 
injection  of  bismuth  alternately  or  else  im- 
mediately following  a course  of  one  by  a 
course  of  the  other.  We  belie  re  t iiat  bismuth, 
by  all  means,  is  an  important  weaptJii  in  the 
therapeutic  arniamentariiim  against  con- 
genital syphilis.  ’ ’ 

Carvill  and  Derby  reviewf'd  the  material 
supplied  by  186,000  eye  cases  passing  through 
the  Massachusetts  Eye  and  Ear  Infirmary 
in  ten  years.  They  found  756  cases  of  in- 
terstitial keratitis  or  an  incidence  of  less 
than  one-half  of  one  per  cent.  They  selected 
100  untreated  or  poorly  treaited  c-ases  and 
compared  with  these  100  inten.sively  treated 
cases.  Their  paper  is  a classic  and  they  take 
a rather  optimistic  view  but  the  best  they 
can  say  in  their  summaiy  is,  “These  figures 
would  seem,  to  suggest  that  intensive  anti- 
.syphilitic  treatment  exerts  some  influence  in 
the  prevention  of  the  involvement  of  the  sec- 
ond eye  and  perhaps  makes  the  attack  less 
severe  in  some  cases.’’  So  far  as  1 have  been 
able  to  find  this  paper  by  Carvill  and  Derby 
is  the  only  attempt  that  has  been  made  to 
compare  a large  number  of  untreated  cases 
with  the  same  number  of  intensively  treated 
cases  and  surely  their  conclusion  does  not 
justify  ns  in  feeling  very  Inqijiy  about  the 
improvement  in  the  treatment  of  interstitial 
keratitis  during  the  last  25  years. 

It  is  (luite  evident  that  one  situated  as  I 
am  would  be  foolish  to  draw  conclusions  from 
results  which  he  may  have  obtained  from  the 
few  cases  at  his  command.  However,  it  is 
quite  as  evident  that  he  is  justified  in  con- 
sidering the  present  treatment  of  inter.sititial 
keratitis  as  uncertain  and  umsatisfactory  and 
in  doing  some  speculating  on  his  owui  when 


confronted  with  a case.  So  1 have  done  a 
little  philosophizing  about  the  situation  and 
wish  to  present  the  following  observations 
merely  as  food  for  thought.  First,  if  as  most  of 
our  best  men  agree,  interstitial  keratitis  is  due 
to  congenital  sj'pinlis,  then  it  should  yield 
to  antisyphilitic  treatment  as  other  syp'hilitie 
lesions  do.  it  seems  to  be  pretty  generally 
agreed  that  this  is  not  the  case. 

iSecond,  so.  far  as  i can  find,  there  is  no 
deiinite  proof  that  the  spirochete  of  syphilis 
IS  present  in  the  corneal  tissue  in  interstitial 
iseratitis.  in  by  no  means  all  cases  can  the 
presence  of  syphilis  be  proven  either  in  tiie 
ciiild  or  in  the  parents,  h'uchs  again  says, 
"In  many  cases  no  cause  at  all  that  we  can 
be  sure  of  is  discoverable  to  account  for  the 
eye  disease,’’  and  Howenstein  in  a recent 
article  expresses  the  opinion  that  the  cellular 
infiltration  which  he  always  found  about  the 
ciliary  vessels  and  not  the  spirochetes,  by 
causing  interstitial  changes,  produced  the 
keratitis. 

Third,  Conditions  closely  simulating  inter- 
stitial keratitis  are  known  to  be  caused  by 
uibereiiiosis,  focal  infections  and  other 
<lei)ilitating  diseases  where  syphilis  can  be 
practically  ruled  out.  1 think  it  is  Mackenzie 
who  says  that  syphilis  causes  about  90%  of 
the  cases  while  the  other  10%  are  caused  by 
tuberculosis  and  other  diseases. 

Fourth,  Many  devastating  diseases  such  as 
tuberculosis,  trachoma,  pellagra,  beriberi  and 
tlie  like  do  not  ravage  the  human  system  un- 
less the  soil  is  prepared  for  them  by  the  lack 
01  the  essentials  of  healthful  living.  In  other 
words  the  individual  can  resist  these  diseases 
if  his  food  and  living  conditions  are  what 
they  should  be. 

Fifth,  Hereditary  syphilis  causes  the  death 
of  many  children  before  they  are  born  and 
of  many  more  in  early  infancy.  Those  who 
do  survive  are  very  apt  to  be  reduced  in 
vitality,  subject  to  all  sorts  of  degenerative 
diseases,  and  would  most  likely  be  an  easy 
mark  for  such  a disease  as  interstitial  kerati- 
tis even  if  it  were  not  specific.  Consider  for 
instance  Hutchinson’s  teeth. 

Sixth,  Intei’stitial  keratitis  is  not  a distinct 
isolated  entity  but  is  part  of  a general  eye 
condition  where  all  the  coats  of  the  eye  are 
more  or  less  affected. 

The  iritis  accompanying  it  does  not  differ 
in  any  essential  from  that  seen  following  focal 
infections. 

With  these  cogitations  in  the  back  of  my 
head  I was  confronted  a few  years  ago  with 
a case  of  interstitial  keratitis.  I gave  it  the 
conventional  antisphilitic  treatment  over  a 
long  period  Avith  exactly  no  result.  At  last 
T communed  with  myself  someAvhat  as  fol- 
lows. Noav  if  I didn’t  know  that  there  was 
such  a thing  as  interstitial  keratitis  and  if 
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1 didn’t  know  iliat  there  was  such  a thing 
as  syphilis  1 would  think  that  1 was  confront- 
ed vvitti  a case  of  intis  with  clouding  of  me 
cornea  and  would  treat  it  as  1 would  any 
case  of  iritis.  At  about  that  time  I was  get- 
ting pretty  keen  about  the  use  of  milk  in- 
jections in  all  sorts  of  inflammatory  eye  con- 
ditions and  so  1 tried  milk  injections.  To  my 
surprise  and  delight  the  eye  began  almost  at 
once  to  clear  up  and  it  improved  steadily 
and  rapidly  to  complete  recovery,  yince  then 
1 have  had  a number  of  similar  cases  where 
the  antisyphilitic  treatment  has  failed  and 
where  the  foreign  proteid,  1 now  use  omnadin, 
has  brought  prompt  and  rather  rapid  results. 

1 wish  to  report  one  case  wiiich  illustrates 
this  point  and  which  is  po.ssibly  an  example 
of  the  so-called  Herxheimer  reaction.  Dur- 
ing the  medical  examinations  in  our  public 
school  Dr.  Coleman,  our  county  health  officer, 
noticed  a boy  with  indented  incisor  teeth. 
They  were  not  typical  Hutchinson’s  teeth,  but 
he  suggested;  that  the  parents  have  a Was- 
sermann  test  made.  Father  and  mother  both 
.showed  a plus  4 Wassermann  and  Kahn.  Ex- 
amination was  made  for  other  evidences  of 
syphilis  in  the  family  but  none  were  found. 
There  had  been  no  miscarriages  and  all  were 
apparently  healthy.  However  it  was  thought 
best  to  give  the  whole  family  treatment.  The 
parents  were  given  .6  igranis  of  iieosalvarsan 
for  six  doses.  The  children  being  young  were 
given  .15  grams  for  six  doses.  After  the 
sixth  dose  was  given,  one  of  the  boys,  aged 
9,  suddenly,  developed  a marked  inter.stitial 
keratitis  in  his  left  eye.  The  cornea  in  a few 
days  became  opaque  so  that  the  jiupil  could 
scarcely  be  .seen.  Deep  circum  corneal  in- 
jection with  photophobia  were  present.  I 
immediately  increased  the  dose  to  .45  and  as 
this  caused  no  reaction  the  next  dose  and  the 
five  following  were  increased  to  .6.  Tliere 
was  no  improvement  in  the  eye  condition.  I 
then  started  giving  omnadin  giving  one  am- 
poiil  a day  for  three  days  waiting  three  days 
and  then  giving  three  more  injections.  The 
eye  began  to  clear  up)  from  the  very  first 
dose  of  the  omnadin  and  after  the  sixth  dost; 
was  well  on  the  way  to  recovery.  It  had 
.steadily  improved  since,  till  it  is  now  well. 

Two  que.stions  may  be  asked,  Fir.st,  did  the 
small  do.ses  of  the  neosalvarsan  have  a j)re- 
vocative  effect  producing  t h e so-called 
Herxheimer  reaction.  Second,  Why  did  the 
case  clear  up  under  omnadin  when  it  liad 
resisted  neosalvarsan  if  it  v.’.is  really  of 
syphilitic  origin  which  seemed  hr  the  case. 

Conclusions.  Interstitial  keratitis  is  not  a 
disease  but  a symptom  which  has  ;i,s  its  under- 
lyinor  cause  many  differerd  conditions. 
Sypihilis  is  the  most  common  cause  but  in  the 
absence  of  evidence  of  its  presence  we  should 
not  blindly  flood  the  patient  with  anti* 


syphilitic  drugs  but  should  study  the  case 
ior  the  cause  of  this  symptom  just  as  we 
would  study  it  for  the  cause  of  headache  or 
belly  ache.  In  the  absence  of  a demonstra- 
ble cause,  we  should  not  neglect  the  use  of 
tuberculin,  and  foreign  proteid  nor  should 
we  neglect  to  hunt  for  a focal  infection. 
Lastly  if  we  have  the  proper  equipment  we 
.should  not  neglect  to  use  the  x-ray. 

DISCUSSION 

Adolph  O.  Pfingst,  Louisville:  We  are  dis- 

cussing an  interesting  and  obscure  disease.  This 
is  indicated  even  in  its  nomenclature.  While  I 
am  not  familiar  with  the  latest  classification  of 
the  pathology  in  inflammations  occuning  in  the 
kidneys,  presumably  the  terms  interstitial  and 
parenchymatous  as  applied  to  nephritis  indicate 
diametrically  opposite  conditions',  whereas,  in 
corneal  inflammation  we  use  the  terms  syn- 
onymously. 

The  outcome  of  interstitial  keratitis  as  to 
ocular  function  has  always  been  rather  dis- 
couraging for  it  has  been  estimated  that  only 
£ibout  half  of  the  eyes  affected  v/ith  the  disease, 
regain  normal  or  useful  vision,  that  24  per  cent 
of  the  cases  recover  only  enough  vision  to  do 
vei-y  primitive  work,  whereas,  5 per  cent  of  the 
cases  find  their  way  to  blind  schools.  The  cause 
of  blindness  in  these  cases  is  evidently  an  in- 
volvement of  the  uveal  tract  and  not  the  dis- 
eased cornea. 

In  order  to  obtain  a coniprehensive  idea  of 
the  cause  of  the  frequent  disturbance  of  vision 
following  interstitial  keratitis,  we  must  follow 
the  changes  that  take  place  in  the  substantia 
propria  of  the  cornea,  where  the  pathology  oc- 
curs. The  large  stellate  corneal  corpuscles  oc- 
cupying the  corneal  spaces  swell  and  often  dis- 
integrate, also  the  walls  of  the  cavity,  thus  en- 
larging it  and  sometimes  causing  fusion  of  one 
or  more  of  the  spaces.  'Coincidentally  with  these 
change  a rapid  infiltration  of  leucocytes  oc- 
curs, filling  the  spaces  and  the  connecting 
canaliculi  and  finally  blood  penetrates  the  dis- 
eased area  from  the  periphery  of  the  cornea. 
It  is  evident  that  after  such  changes  h ive  taken 
place  a permanent  cloud  must  remain  in  the 
cornea  and  that  such  can  only  be  avoided  by 
early  recovery  prior  to  vascularization. 

We  have  learned  from  the  essayist  that  a 
large  majority  of  cases  of  interstitial  keratitis 
have  been  attributed  to  lues.  Foster  Moore 
says  that  there  is  but  one  cansr  for-  the  disease. 
However,  the  consensus  of  opinion  is  that  con- 
genital syphilis  accounts  for  from  80  to  90  ]>er 
cent  of  the  cases,  acquired  syphilis,  perhans  2 
or  3 per  cent  and  tuberculosis  most  of  the  other- 
cases.  With  these  figures  in  mind  we  would 
natur-ally  expect  almost  certain  results  fi-otn 
antiluetic  treatment.  Unfor-tunately,  this  is  not 
the  case,  for-  specific  treatment  seems  to  be  of 
little  more  value  in  this  disease  than  it  is  in 
meta  leutic  diseases,  as  tabes  and  pai-alysis. 
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unless  instituted  very  early  when  in  some  in- 
stances it  cuts  down  the  duration  of  the  acute 
stage,  especially  in  the  second  eye.  The  observa- 
tion of  neurologists  that  in  cases  of  neuro- 
syphilis malaria  therapy  seems  to  bring  about 
improvement  lead  Marchesni  to  employ  this 
treatment  in  interstitial  keratitis.  However, 
owing  to  the  danger  associated  with  this  treat- 
ment he  soon  substituted  typhoid  vaccine  and 
was  able  to  report  favorable  results  in  that  cases 
recovered  more  rapidly  under  the  treatment  and 
that  the  disease  was  often  confined  to  one  eye. 
We  have  had  but  one  occasion  to  employ  the 
typhoid  treatment,  that  in  a case  of  a luetic  in 
whom  antiluetic  treatment  and  frequent  instil- 
lation of  atropine  had  failed  to  keep  the  pupil 
open.  After  three  injections  of  the  foreign  pro- 
tein the  synechiae  broke,  giving  a large  wide 
pupil  and  the  pericorneal  redness  disappeared. 
The  corneal  cloud  remained. 

Radiation  has  been  suggested  by  Bywater  in 
recent  years,  in  the  treatment  of  interstitial 
corneal  disease,  to  be  used  once  a week  through 
a 5 inch  spark  gap  with  1 nrflliampere  of  cur- 
rent. He  reported  undoubted  benefit  especially 
as  regards  relief  of  pain,  photophobia  and 
lacrimation  when  applied  early.  I would  hesitate 
to  subject  an  eye  to  x-ray  treatment  but  prefer 
mercural  inunctions  with  neoarsphenamine,  in- 
stillations of  atropine  and  hot  compresses. 

H.  G.  Reynolds,  Paducah : I have  nothing  of 

scientific  nature  to  contribute  to  this  discussion, 
but  I cannot  resist  the  temptation  to  tell  you  of 
one  case  that  I had  before  the  days  of  the 
Wassermann  reaction  or  salvarsan  treatment. 

This  patient,  a boy,  eight  or  nine  years  old, 
I had  treated  on  several  occasions  v/ith  inunc- 
tions of  mercury.  He  was  a known  syphilitic, 
his  father,  a druggist,  giving  a clear  history  of 
syphilis.  His  uncle  was  a doctor.  The  boy  had 
the  typical  symptoms  referable  to  the  teeth,  and 
all  the  other  evidences  of  congenital  syphilis. 
Shortly  after  the  last  anti-syphilitic  treatment 
I gave  him,  he  developed  diphtheria,  and  was 
given  some  forty  thousand  units  of  diphtheritic 
antitoxin,  and  when  I saw  him  about  a week 
later,  his  keratitis  had  practically  cleared  up. 

About  this  time  I came  across  Darier’s  work 
and  found  that  he  had  been  using  diphtheritic 
antitoxin  in  many  such  conditions.  Particularly 
the  non-specific  types  of  eye  troubles.  Of  course 
this  has  been  many  years  ago  and  I have  used 
some  types  of  foreign  protein  substance  since 
that  time,  in  many  different  eye  conditions, 
finding  in  some  cases  that  the  whole  milk  will 
accomplish  the  result  and  in  others  that  typhoid 
vaccine  seems  to  have  a better  effect.  That 
non-specific  foreign  protein  has  a beneficial 
effect  on  specific  conditions,  there  is  no  doubt 
in  my  mind.  Of  course  this  brings  to  mind  -the 
controversy  over  the  beneficial  effects  derived 
from  the  use  of  tuberculin  in  supposed  tuber- 
cular eye  conditions,  and  frankly  to  say,  I some- 


times question  the  spe<  ific  action  of  tuberculin, 
but  I reserve  the  light  to  change  my  mind  about 
this  matter  within  the  next  few  months,  as  we 
are  now  treating  several  cases  that  may  cause 
me  to  change  my  mind  about  it  entirely. 

As  to  swimming-pool  conjunctivitis,  I recall 
the  case  of  a young  lady  attending  boarding 
school  in  another  state,  who  was  one  of  about 
twenty-five  girls  to  contract  conjunctivitis  while 
using  a swimming-pool,  and  it  was  at  that  time 
thought  to  be  due  to  chiorine.  All  of  these  cases 
cleared  up  without  difficulty  under  ordinary 
treatment  excepti;  one.  This  girl  came  to  me 
after  having  been  treated  by  another  doctor  who 
was  inclined  to  think  the  eye  was  tubercular. 
I knew  that  her  father  was  a syphilitic  although 
the  girl  herself  gave  a negative  Wassermann 
reaction.  I put  her  on  antisyphilitic  treatment 
and  continued  it  for  a year.  While  she  was 
under  treatment  the  second  eye  became  involved 
and  went  through  the  same  course  as  did  the 
first.  The  eyes  finally  cleared  up  and  today 
she  has  20/20  vision  in  both  eyes  and  very  little 
scar,  fortunately,  in  the  center  of  the  cornea. 

I am  certainly  glad  Dr.  Cowley  brought  up  this 
most  interesting  subject  for  our  discussion,  as  it 
never  ceases  to  interest  me. 

S.  G.  Dabney,  Louisville:  1 have  listened  to 

the  paper  and  discussion  with  a great  deal  of  in- 
terest, particularly  with  leference  to  the  newer 
remedies — milk  injections,  the  use  of  diph- 
theritic antitoxin,  and  so  on,  which  seem  to  me 
to  offer  something  in  addition  to  the  usual  anti- 
syphilitic treatment,  although  I cannot  speak 
from  personal  experience. 

Wm.  P.  Drake,  Bowling  Green:  Most  of  the 

interstitial  keratitis  we  see  is  due  to  syphilis  of 
the  congenital  type  and  usually  affects  both  eyes. 
As  a rule,  only  one  eye  is  involved  in  the  ac- 
quired type. 

As  to'  the  injection  of  foreign  proteins,  I 
think  one  acts  about  as  well  as  another;  I see 
^ ery  little  to  choose  from.  In  one  case  typhoid 
\ accine  will  produce  excellent  results,  while  milk, 
or  some  other  foreign  protein,  will  produce 
equally  satisfactorily,  or  better,  results  in  an- 
other case.  It  has  been  my  experience  that  very 
few  of  the  remedies  suggested  for  interstitial 
keratitis  offer  any  advantage  over  the  old  mixed 
treatment  which,  however,  should  be  persisted 
in  indefinitely.  The  use  of  atropin  should  also 
be  continued  for  a long  time,  even  after  the  eye 
has  apparently  cleared  up. 

I doubt  whether  anything  other  than  the  mixed 
treatment  offers  any  advantage  in  the  treatment 
of  this  condition;  at  least  that  has  been  my  ex- 
])erience. 

L.  P.  Molloy,  Paducah:  It  has  been  my  for- 

tune to  have  seen  quite  a number  of  colored 
people,  in  whom  interstitial  keratitis  is  of  com- 
paratively frequent  occurrence.  In  my  early  days 
as  a medical  student  in  Louisville,  I was  taught 
to  use  mercury  and  iodide  of  potash  in  these 
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caies,  and  I have  seen  so  many  of  these  patients 
that  could  scarcely  count  fingers  at  a distance 
oi  three  to  live  feet,  respond  promptly  to  anti- 
syphilitic treatment,  consisting  of  mercury  inunc- 
tions in  the  early  part  of  the  disease,  and  heavy 
doses  of  iodide  of  potash,  and  within  a reasonable 
time  these  children  would  go  home  with  at  least 
20/20  vision;  at  least,  that  has  been  my  ex- 
perience. 

I do  not  believe  so  much  in  the  arsenical 
preparations  in  the  treatment  of  this  condition, 
but  pin  my  faith  to  mercury  inunctions  and 
iodide  of  potash,  along  with  rest,  of  course, 
atropin,  hot  fomentations,  and  exclusion  of 
light  in  painful  cases. 

I have  seen  a great  deal  of  this  trouble  in 
the  colored  race  and  my  experience  with  this 
line  of  treatment  (has  been  unusually  good 
perhaps. 

Octavus  Dulaney,  Louisville:  Something  more 

than  twenty  years  ago,  when  I was  doing  eye 
work,  I reported  two  cases  of  interstitial  kerati- 
tb  due  to  malaria  which  came  under  my  obser- 
vation. Both  of  these  cases  were  in  young  men 
who  came  from  the  so-called  malarial  section  of 
the  country  and  both  gave  a distinct  history  of 
malaria.  They  had  undergone  all  forms  of 
treatment  for  the  eye  trouble  without  avail; 
Wassermann’s  had  been  made  and  salvarsan 
given  them,  and  apparently  the  eye  condition 
considerably  improved,  and  all  of  a sudden,  al- 
most over  night,  the  trouble  would  recur  and 
the  cornea  become  cloudy  again,  and  light  caus- 
ed such  pain  that  it  was  necessary  to  keep  them 
in  a dark  room.  During  these  exacerbations 
of  the  keratitis  they  did  not  nave  chills,  al- 
though both  gave  a history  of  having  suffered 
from  chills  over  a period  of  several  years.  One 
of  these  patients,  accidentally  as  it  were,  was 
given  some  quinine  which  was  followed  by 
marked  improvement  in  the  eye  condition.  After 
checking  up  and  verifying  this,  we  began  the 
use  of  heroic  doses  of  quinine,  and  after  a con- 
siderable period  of  this  intensive  malarial  treat- 
ment in  both  cases,  the  eyes  cleared  up. 

Other  cases  were  reported  about  th^  same 
time  with  malaria  as  a predisposing  i vuse.  How- 
ever, I do  not  believe  it  is  the  same  type  of 
keratitis  as  that  of  syphilitic  oidgin ; possibly 
more  of  a parenchymatous  than  an  interstitial 
nature,  but  the  symptoms  are  practically  the 
same. 

I simply  pass  this  experience  on  for  what  it  is 
worth. 

M.  C.  Baker,  Louisville:  I have  personally 

followed  along  the  lines  of  the  most  conservative 
treatment  for  this  condition;  namely  the  use  of 
atropin  over  a long  period  of  tune,  along  with 
mixed  treatment,  meicurials,  etc.,  watching  the 
diet  meanwhile,  particularly  the  intake  of  car- 
bohydrates. 

I would  like  to  call  particular  attention  to 
only  one  i)oint.  It  has  been  my  observation  that 


a good  many  of  the  neurological  men  lately  have 
practically  discarded  arsenicals  and  are  getting 
better  results  by  trying  to  raise  the  Opsonic 
index  or  fighting  power  of  these  patients,  and 
I believe  that  is  what  the  use  of  milk  injections 
does;  it  tends  to  increase  the  resisting  power  of 
the  patient.  They  have  also  been  using  Pyreto 
and  Physio  therapy,  raising  the  patient’s  tem- 
perature to  104  or  105  degrees  periodically  over 
a period  of  time,  and  good  results  are  claimed 
in  cases  of  multiple  sclerosis  and  tabes,  making 
many  of  these  patients  useful  citizens  again.  At 
any  rate  they  have  given  us  something  to  think 
about  in  the  treatment  of  this  condition  and 
appear  to  have  achieved  some  really  remarkable 
results. 

D.  M.  Griffith,  Owensboro:  The  same  treat- 

ment does  not  always  produce  the  same  results 
in  all  cases  of  interstitial  keratitis.  My  own 
experience  has  been  that,  while  syphilis  is  un- 
doubtedly the  underlying  cause  in  nearly  all 
cases,  yet  anti-syphilitic  treatment  does  not  al- 
ways achieve  the  same  results.  Why  this  is  I do 
not  know;  possibly,  as  Dr.  Pfingst  has  explained, 
there  are  different  forms  of  coj  neal  involvement. 

I recall  one  case  in  which  there  was  both  iritis 
and  irido-cyclitis,  with  the  most  intense  pain  I 
have  ever  witnessed,  and  yet  anti-syphilitic 
treatment  was  practically  without  results.  In 
desperation  I injected  milk  sub-conjunctivally 
and  it  was  followed  by  an  almost  magical  relief 
of  pain.  I took  a visiting  Louisville  physician 
out  to  see  this  patient  and  the  man  was  en- 
thusiastic about  the  manner  in  which  his  pain 
had  been  relieved.  I injected  1 c.  c.  of  milk  into 
the  lower  outer  quadrant  of  the  eye.  I have  used 
sub-conjunctival  injections  of  milk  in  some  eight 
or  ten  cases  with  uniformly  good  results. 

As  to  colored  people,  I also  have  seen  a con- 
siderable number  of  cases  and,  because  of  the 
fact  that  they  are  practically  always  under- 
nourished, in  addition  to  specific  or  tubercular 
treatment  as  indicated,  I invariably  give  these 
patients  cod  liver  oil  and,  in  my  experience,  it 
has  been  of  material  aid  in  the  treatment. 

Claude  T.  Wolfe,  Louisville:  In  a condition 

such  as  this,  in  which  syphilis  is  the  underlying 
cause  in  the  vast  preponderance  of  cases,  it 
would  seem  to  be  the  part  of  folly  not  to  use 
specific  treatment  as  a routine  measure.  If  I 
recall  coiTectly,  about  two  years  ago  Derby  and 
Verheoff  made  the  statement  that  they  de- 
pended absolutely  upon  mercurial  treatment 
in  interstitial  keratitis,  while  Gifford  recom- 
mends the  arsenicals  in  addition  to  the  specific 
treatment.  They  agree  that  treatment  should 
be  instituted  at  the  earliest  possible  moment, 
not  only  to  improve  the  condition  of  the  af- 
fected eye,  but  to  avoid  involvement  of  the 
other  eye. 

I have  personally  had  no  experience  with  the 
use  of  foreign  proteins,  but  after  listening  to 
Dr.  Cowley’s  paper  and  the  ensuing  discussion 
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on  the  subject,  I shall  certainly  make  use  of 
them  in  the  future. 

William  Thornwall  Davis,  Washington,  D.  C. : 
I can  add  nothing  to  what  has  already  been  said 
upon  the  subject  of  interstitial  keratitis  except 
to  point  out  that  Wilkerson  has  lately  used 
diathermy  in  the  treatment  of  these  cases  and 
claims  to  have  secured  very  good  results. 

R.  H.  C owley,  (in  closing)  : I agree  with  Dr. 

Pfingst  that  a large  part  of  the  trouble  in  these 
cases  is  the  iritis  and  cyclitis  which  usually  ac- 
companies an  interstitial  keratitis. 

I do  not  ibelieve  it  is  claimed  that  the  foreign 
protein  treatment  has  much  effect  upon  the  ker- 
atitis as  such,  but  if  we  can  successfully  treat 
the  symptoms  that  accompany  it  we  will  have 
done  a great  deal  towards  starting  the  patient 
upon  the  road  to  recovery.  That  is  what  the 
use  of  foreign  proteins  is  for  and  it  certainly 
appears  to  accomplis’  results  along  that  line. 

I am  impressed  by  two  things  in  connection 
with  anti-syphilitic  treatment;  first,  it  seems 
to  be  the  consensus  of  opinion  that  the  arsen- 
icals  are  not  as  effective  as  merctjry,  and  while 
bismuth  has  been  put  on  a level  with  mercury 
by  some  authorities,  I am  not  prepared  to  say 
whether  or  not  that  has  been  conclusively  dem- 
onstrated. Second,  after  a large  experience 
with  these  cases  in  Vienna,  Dr.  Fuchs  has  made 
the  statement  that  in  spite  of  specific  treatment, 
many  of  these  patients  go  right  on  from  bad  to 
worse,  the  second  eye  becoming  involved  even 
while  the  first  is  being  treated.  That  vmuld 
not  make  us  very  happy  if  we  had  nothing  to 
fall  back  upon  when  anti-syphilitic  treatment  is 
unsuccessful.  Therefore,  it  behooves  us  to  *ake 
an  interest  in  the  general  up  building  of  these 
patients — food,  rest,  and  so  on;  we  should  not 
attempt  to  minimize  that  part  of  tiia  ti’eaiment. 


Diagnosis  of  Cystic  Degeneration  of  Kidney. — 

Ratner  and  Zimhes  state  that  cystic  degeneration 
of  the  kidneys  is  a congenital  defect  difficult 
to  diagnose  because  of  its  lack  of  specific  symp- 
toms, the  evidence  of  a granular  tumor  in  the 
lumbar  region  being  the  only  objective  symptom. 
One  of  the  most  frequent  signs  in  polyuria,  fol- 
lowed by  oliguria  as  the  condition  gets  worse 
and  ends  with  anuria.  The  urine  is  of  very 
low  specific  gravity  and  contains  albumin.  Early 
diagnosis  is  extremely  rare,  and  the  decisive 
points  of  the  diagnosis  are  the  finding  of  a 
unilateral  or  a bilateral  tumor  in  the  lumbar 
region  and  evidence  of  chronic  nephritis.  For 
several  years  the  authors  have  made  special 
roentgenographic  studies  of  these  cases  and  have 
found  a characteristic  general  enlargement  of 
the  renal  pelvis,  frequently  identical  on  the 
two  sides. 


CATHETERIZATION  VERSUS  MYRIN- 
GOTOMY IN  PURULENT  OTITIS 
MEDIA* 

J.  D.  WiLUAMS,  M.  D. 
j:\jshland. 

Oue  of  the  most  frequent  manifestations 
in  the  practice  of  an  aurist,  one  that  by 
reason  of  its  po.ssibilities  for  far  reaching 
liarm  and  demanding  at  his  hands,  as  it  does, 
immediate  attention,  is  acute  purulent  otitis 
media. 

Hesitancy  here  is  culi)al)lc  in  the  extreme 
wherever  the  blaime  may  lie.  To  our  credit, 
be  it  said,  that  any  inaction  here  is  that  of 
tlie  'general  practitioner  or  pediatrician.  All 
too  frequently  the  former  particularly  either 
(.loes  not  recognize  the  conclition  or  if  he  does 
he  presc/i’ibes  something  to  drop  into  'the 
ear  assuring  the  relatives  or  friend.s  that 
nature  in  due  time  will  give  relief. 

And  is  he  not  right  many  times  in  his 
opinion  ? Fortunately,  many  of  these  patients 
are  permanently  restored  to  a 'measurably 
normal  state.  I cannot  agree  that  ever 
again  is  there  complete  restoration  of  the 
function  of  the  middle  ear  where  pus  has 
been  allowed  to  remain  for  even  a few  'hours. 

There  is  a misleading  sense  of  near  eu- 
jihoria  with  the  patient  when  pus  anywhere 
bursts  from  its  imprisonment ; but  unfor- 
tunately, as  to  the  middle  ear,  in  a consider- 
able proportion  of  these  eases  the  relief  is  only 
temporary,  is  merely  the  lull  before  the  storm 
of  mastoid  cell  involvement  and  destruction. 

Thei'e  is  agreement  among  all  competent 
ear  unen  that  drainage  must  be  had  and 
(ptickly.  Universally  a free  myringotomy  is 
[.•racticed  and  it  cannot  be  denied  that  such 
a procedure  admirably  meets  the  indications 
in  respect  to  the  relief  of  pain  and  the  evacua- 
tion of  the  pus. 

None  the  less,  paracentesis  is  not  free  from 
serious  objectionable  features.  The  tympanic 
membrane,  marvelously  vesseled  and  inner- 
vated, functions  in  proportion  to  its  resilience 
since  upon  this  faculty  very  greatly  depends 
the  conduction  of  sound  waves  to  the  auditory 
brain  centers. 

The  erxtraordinarily  delicate  mechanism  of 
the  middle  and  internal  ear  demands  for  its 
efficient  behavior  proper  aeration  of  its  blood 
supply  and  this  i.s  made  possible  by  the  p>a- 
tencj"  of  the  eustachian  tube,  the  folds  of 
Avhose  mucous  membrane  lie  in  close  ajiposi- 
tion  in  the  normal  state,  to  be  opened  period- 
ically in  deglutition,  j>honation,  yawning 
and  auto-inflation  such  as  in  sneezing  and 
by  blowing  of  the  nose. 

Any  tubal  mucous  membranes  that  are 
not  kept  apart  are  prone  to  become  adherent 

*Reau  before  the  Kye,  Ear,  Nos!  and  'ih.Mac  Section  of 
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on  irritation.  Hence  the  ease  with  which  the 
patency  of  the  eustachian  tube  ina^  be  block- 
ed, with  complete  if  only  temporary  closure, 
in  the  way  of  capillary  attraction  into  itself 
of  the  ever  present  irritating  material  in  the 
naso-pharynx,  a true  salphingitis  resulting. 

The  residual  air  then  loses  its  oxygen  to 
the  blood,  negative  pressure  obtains,  the 
drum  is  drawn  inward,  the  vicious  circle  is 
complete  and  purulency  of  the  middle  ear 
cavity  is,  for  the  purpose  of  this  premise, 
inevitable.  The  drum  relation  is  now  re- 
versed by  reason  of  the  force  from  behind, 
it  bulges  and  drainage  is  indicated,  indeed 
it  is  imperative. 

Unquestionably,  always  in  c'liidren  and  in 
perhaps  forty  pei  cent  of  adults  the  mem- 
brane must  be  incised.  Will  any  one  deny 
that  its  freedom  of  imovement  must  be  ma- 
terially lessened  and  a permairent  hearing 
defect  of  some  degree  result  as  a consequence 
of  its  perforation,  the  injury  to  its  nerve 
fibres  and  vessels,  the  possible  slough  from 
the  local  anesthetic  and  the  unavoidable  later 
scar  formation.  To  avert  this  affront  to  a 
faculty  so  easily  impaired,  I have  in  selected 
cases,  and  in  adults  a considerable  proportion 
may  be  so  classed,  successfully  given  and 
maintained  drainage  through  the  natural 
channel,  and  in  the  following  manner,  viz : 

I had  V.  iMueller  & Comiiany  make  a fine 
silver  catheter  with  a bulbous  distal  end,  the 
proximal  end  of  different  metal  and  adapted 
to  fit  a Luer  syringe.  Bending  the  catheter 
at  from  28  to  32  millimeters  from  its  distal 
tip,  at  an  angle  of  forty-five  to  si.xly  degrees, 
with  the  post-nasal  mirror  giving  you  a clear 
picture  of  the  maneuver,  the  catheter  lubri- 
cated with  one  (1)  per  cent  silver  ointment, 
is  introduced  through  the  eustachian  tube 
into  the  antrum  of  the  middle  ear.  The 
syringe  is  gently  attached'  and  slight  suction 
withdraws  the  pus. 

If  the  patient  be  rebellious  to  the  mirror 
the  procedure  is  possible  wdth  the  naso- 
pharyngoscopie,  or  for  that  raattei',  without 
either  of  such  visual  aids,  as  one  ordinarily 
catheterizes,  though  admittedly  with  far  less 
satisfaction  to  the  surgeon. 

Some  patients  wdll  require  anestlietization 
of  the  oro  and  naso-pharynx,  ])erhaps  the 
nares,  to  lessen  their  fears  or  their  gagging, 
others  object  to  the  instrumentation  )iot  at 
all.  Given  the  full  cooperation  of  the  pa- 
tient, the  procedure  is  not  particularly  diffi- 
cult of  execution.  It  reestablishes  the  tubal 
passage-way,  provides  natural  and  continuous 
drainage,  is  wnthout  harmful  consequence  if 
carefully  carried  out.  This  in  contradiction 
to  the  classical  incision  whose  ill  effects  have 
in  a general  way  been  set  forth  and  admit 
of  no  denial. 

The  catheter  may  even  be  left  in  situ  for 


twenty  to  thirty  minutes  on  occasion  that  any 
tixed  contra(dions  found  be  thoroughly  di- 
lated. 

1 submit  that  if  no  more  than  five  per  cent 
of  these  patients  can  be  thus  treated  the  plan 
is  worthy  of  application  wherever  practicable. 

DISCUSSION 

S.  B.  Marks,  Lexington:  Dr.  Williams  is  to 

be  congratulated  upon  his  paper  and  upon  his 
contribution  to  the  treatment  of  this  so-prevalent 
condition. 

The  idea  of  drainage  of  the  middle  ear  with- 
out incision  of  the  drum  membrane  is,  as  we 
all  know,  not)  new,  but  so  far  as  I know  the 
method  used  with  his  especially  nriade  catheter 
is  new,  and  I know  all  otologists  join  me  in  the 
hope  that  it  will  of  service,  especially  in  low- 
grade  infections  not  a few  of  which  tend  to 
recur  with  each  fresh  cold,  particularly  should 
it  be  associated  with  a cough.  Ser.’ous  infec- 
tions, as  he  states,  must  be  dealt  with  early  and 
free  incision  and  continuous  evacuation  as  far 
as  can  be  accomplished. 

Dr.  Roy  F.  Nelson,  of  Oakland,  Calif.,  ad- 
vocated the  use  of  ephedrine  sulphate  in  3 per 
cent  solution  as  an  adjunct  to  other  treatment, 
hoping  to  ally  the  congestion  and  edema  which 
enter  largely  into  the  later  formation  of  ad- 
hesions in  the  middle  ear  and  thickening  of  the 
drum  membrane  which  contribute  too  much  to 
later  functional  drainage. 

Other  methods  of  treatment  advocated  are 
needle  puncture  of  the  membrane  with  syringe 
suction  and,  in  very  early  cases,  in  which  sup- 
puration is  not  present,  the  use  of  alternate 
gentle  suction  and  inflation  with  a modified 
Politzer  apparatus.  I have  only  had  experience 
with  the  latter  method  and  feel  that  im  ision  ha^ 
been  avoided  in  a few  cases. 

I again  wish  to  commend  Dr.  Williams  upon 
his  originality  . 

E.  C.  Yates,  Lexington:  I have  enjoyed  hear- 

ing this  paper  very  much  indeed  but  I feel  that 
there  is  at  least  one  factor  that  must  be  con- 
sidered in  substituting  this  type  of  treatment 
for  paracentesis.  One  must  remember  that  dif- 
ferent infections  affect  different  parts  of  the 
middle  ear  and  as  we  know  most  of  these  in- 
fections in  children  are  epiretrotympanic  in- 
fections. Assuming  that  we  have  an  infection  of 
the  type  that  affects  the  attic  of  the  middle  ear, 
it  would  be  utterly  impossible  to  drain  sufficient 
amount  of  this  material  to  produce  any  perman- 
ent results  by  suction  through  the  Eustachian 
tube.  One  major  question  that  must  be  con- 
sidered is'  whether  we  are  dealing  with  an  early 
suppurative  ear  or  a catarrhal  otitis  media.  This 
differentiation  should  be  taken  into  considera- 
tion in  adopting  any  type  of  treatment  in  pre- 
ference to  paracentesis.  If  it  is  a catarrhal 
ear,  the  result  obtained  from  any  such  method 
must  be  purely  palliative  because  the  original 
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cause  of  the  condition  is  still  present  in  the 
nasopharynx  and  Eustachian  tube. 

A great  deal  has  ibeen  said  about  ine  danger 
of  frequeht  paracentesis.  I have  had  occasion 
to  examine  one  child  Avho  had  had  thirty-nine 
paracentesis  and  this  child  still  has  normal  hear- 
ing as  far  as  can  be  established  by  otometric 
and  tuning-fork  tests.  All  of  us  have  tried 
various  methods  from  time  to  time  to  get  away 
from  paracentesis.  Of  fifty  cases  of  acute  in- 
fection of  the  middle  ear  examined  we  advised 
the  use  of  warm  saline  solution  irrigations  for 
five  minutes  every  half  hour  for  two  hours.  If 
the  pain  was  not  relieved,  paracentesis  was  done. 
Of  these  fifty  cases,  twelve  finally  came  to  para- 
centesis. 

I think  Dr.  Williams  is  to  be  congratulated 
upon  introducing  this  type  of  treatment  and  I 
feel  it  certainly  has  a place  in  picked  cases. 

D.  M.  Griffith,  Owensboro:  In  these  cases 

where  there  is  simple  redness  of  the  drum  mem- 
brane without  swelling,  it  is  my  custom  to  at 
once  begin  the  treatment  of  the  Eustachian 
tubes.  We  know  that,  especially  in  children, 
the  trouble  is  generally  due  to  lack  of  ventila- 
tion of  the  nose;  therefore,  I immediately 
shrink  the  nose  and  institute  treatment  twice  a 
day  with  a silver  solution  dropped  into  the  nose 
with  an  eye-dropper.  I do  nothing  to  the  drum 
itself,  because  it  is  simply  the  result  of  a con- 
dition that  has  its  beginning  in  the  mouth  of  the 
tube,  and  if  we  can  relieve  the  congestion  and 
thereby  establish  drainage  from  the  mouth  of 
the  tube,  it  will  extend  up  the  tube  and  drain 
out  the  middle  ear  itself. 

1 admire  Dr.  Williams’  courage  in  going  up 
there  with  a catheter.  It  would  seem  to  be  simply 
introducing  traumatism  in  £lie  presence  of  an 
already  acutely  inflamed  condition  in  which  a 
more  soothing  and  palliative  form  of  treatment 
would  appear  to  be  indicated.  In  my  exper- 
ience, the  best  results  are  obtained  in  these 
cases  by  treatment  of  the  mouth  of  the  tube, 
thus  relieving  the  condition  by  removing  the 
cause.  If  this  does  not  relieve  the  patient  within 
a reasonable  length  of  time,  there  is  nothing  left 
except  surgical  treatment. 

Gaylord  C.  Hall,  Louisville:  I do  not  like  to 

criticize  a method  that  I am  not  familiar  with 
and  have  never  used.  I think  we  will  all  agree 
that  treatment  of  the  nose  and  throat  is  of  the 
utmost  importance  in  ear  conditions,  because 
in  a majority  of  instances  those  are  the  points 
of  primary  infection. 

The  point  I particularly  wished  to  speak  of 
is  the  so-called  danger  attendant  upon  the  open- 
ing of  an  ear-drum.  I do  not  believe  I have  ever 
opened  an  ear-drum  too  soon;  on  the  contrary 
I have  often  thought  that  I have  not  opened 
them  soon  enough.  I am  not  convinced  that  it 
does  any  hai-m.  If  one  were  experimentally  in- 
clined and  would  take  a perfectly  healthy 
tympanic  membrane  and  make  an  incision  in  it. 


I believe  it  would  heal  up  and  again  become 
normal  without  any  impairment  o:  nealing.  Who 
can  say,  after  opening  an  ear-clium  auring  the 
progress  of  an  inlectious  otitis  i leuia,  how  much 
of  the  subsequent  damage  was  uue  to  the  open- 
ing of  the  drum  and  how  much  to  >.ne  disease 
itself,  with  its  attendant  ankyios.s  and  infec- 
tion of  the  middle  ear?  My  own  opinion  is 
that  most,  if  not  all,  of  the  impaiiment  of  hear- 
ing which  sometimes  develops  in  these  cases,  is 
due  to  the  effects  of  the  disease  itself  rather 
than  to  the  opening  of  the  tympanic  membrane. 

I believe  the  drum  should  be  opened  early  in 
these  cases  and  that  no  harm  is  done  thereby; 
on  the  other  hand,  we  frequently  get  into 
trouble  by  delaying  the  opening  of  the  drum. 

A.  L.  Bass,  Louisville:  This  is  a subject  that 

has  interested  me  for  sometime  past,  and  I 
simply  want  to  mention  my  method  of  handling 
these  cases. 

With  a child  where  the  drum  is  red,congested, 
no  bulging,  little  or  no  temperatuie  and  pain,  I 
have  them  use  mild  antiseptic  oiops  into  nares 
twice  daily  such  as  Ephedrine  hydro- 

chloride in  a 15  7e  solution  neo-silvol.  Caution 
against  blowing  nose  if  it  is  stopped  up  for 
fear  of  forcing  the  infection  up  through  tne 
eustachian  tube.  The  external  auditory  canal 
is  to  be  irrigated  with  warm  water  three  times 
per  day.  If  the  patient  complains  of  pain  and 
temperature  goes  up,  I am  to  be  notified:  at 
which  time  it  is  most  likely  that  the  drum  will 
need  to  be  incised.  A good  many  of  the  ears 
may  be  saved  from  myringotomy  b>  giving  the 
{ atient  the  benefit  of  the  doubt,  an,,  it  is  much 
more  satisfactory,  especially  i rout  he  patient’s 
standpoint  if  a myringotomy  ca.  be  avoided. 

With  an  adult  I use  the  same  treatment  as  in 
a child  with  the  addition  of  a local  application 
of  4%  cocaine  solution  to  mouth  of  eustachian 
tube  to  be  followed  up  with  2%  silver  nitrate 
solution.  Sometimes  I introduce  the  bougie 
dipped  in  cocaine  solution  into  the  eustachian 
tube,  followed  by  a bougie  dipped  into  2%  silver 
nitrate  solution.  This  is  what  I call  the  abor- 
tive treatment.  I have  been  preaching  for  years 
against  the  old  accustomed  remedy  “5%  phenol 
and  glycerin  drops”  into  the  ear.  They  relieve 
the  pain  in  some  instances;  mask  the  symptoms, 
destroy  the  epithelium  covering  the  drum,  make 
it  appear  normal  more  or  less,  so  that  it  will  not 
evidence  the  true  pathology  behind  the  drum; 
hence  cause  a delay  in  proper  treatment,  and 
predispose  the  patient  to  mastoid  drainage  if 
nothing  worse. 

Octavus  Dulaney,  Louisville:  I have  enjoyed 

hearing  Dr.  Williams’  paper,  and  believe  his 
method  can  be  used  to  advantage  in  certain  se- 
lected cases  of  the  type  which  keep  coming  back 
to  us  and  we  cannot  find  anything  much  wrong 
with  them,  but  I do  not  believe  he  meant  to  say 
that  a patient  with  severe  pain,  bulging  ear- 
drum, elevation  of  temperature  and  an  increased 
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leucocyte  count  would  be  a fit  subject  for  his 
suction  method. 

I have  not  used  Dr.  Williams’  method,  but 
he  has  given  us  something  to  think  about  and 
which  can  probably  be  used  to  advantage  in  mild 
cases  where  we  have  serum  and  not  true  pus  or 
pathogenic  infection. 

Walter  Dean,  Louisville;  We  have  Dr.  Will- 
iams to  thank  for  emphasizing  the  importance 
of  suction  in  the  treatment  of  ear  disease.  1 
had  my  first  experience  of  using  suction  through 
the  Eustachian  catheter  at  West  Point  Military 
Academy  during  the  war.  Col.  Haskins  of  the 
New  York  Eye  and  Ear  was  the  chief  medical 
officer  and  the  inventor  of  the  best  suction  ap- 
paratus on  the  market.  He  obtained  remark- 
able results  by  the  use  of  suction  in  thr  tube, 
in  the  external  auditory  canal  in  open  ear  cases 
and  in  sinusitis.  Through  repeated  extractions 
of  exudate  from  cavity  allows  nature  to  gain 
the  balance  of  power.  While  suction  can  be 
depended  on  to  empty  the  tympanic  cavity 
through  the  tube  in  catarrhal  otitis,  early  my- 
ringotomy is  indicated  in  suppuiative  otitis,  so 
that  pus  may  escape  by  both  avenues. 

Wm.  P.  Drake,  Bowling  Green:  Di'.  Williams 

has  certainly  given  us  something  to  think  about, 
but  I do  not  believe  his  method  of  catheteriza- 
tion offers  a means  of  relief  in  all  cases.  In 
sub-acute  cases  there  is  a mucus  condition  that 
will  not  be  taken  care  of  by  catheteiization,  and 
in  such  cases  we  must  open  the  drum  and  irrigate 
from  the  Eustachian  tube  out  through  the  drum 
membrane  to  get  rid  of  this  mucus.  'J’hat  is  the 
only  way  I know  of  relieving  these  patients. 
Occasionally  in  the  acute  stage,  suction  or  cathe- 
terization may  be  very  effective  but  where  the 
case  has  reached  the  sub-acute  stage  I do  not 
see  anything  else  except  to  open  the  drum. 

J.  D.  Williams,  (in  closing)  : I am  afraid 

some  of  the  gentlemen  did  not  listen  to  my 
paper  very  closely.  It  seems  to  me  basic  that 
the  primary  cause  of  middle  ear  suppuration  is 
lack  of  aeration  of  the  middle  ear  cavity  due  to 
the  closing  of  the  Eustachian  tube,  and  as  I 
said  in  the  paper,  the  suction  is  not  the  whole 
thing.  The  reopening  of  the  closed  tube  is 
of  equal  importance. 

Dr.  Griffith  mentioned  the  possibility  of  in- 
juring the  mucous  membrane  by  the  introduc- 
tion of  the  tube.  No  harm  can  be  done  if  the 
catheter  is  gently  handled  and  thoroughly 
lubricated  as  outlined. 

I agree  with  Dr.  Dean  that  the  adenoids  are 
the  primary  cause  of  defective  hearing  and  re- 
moval of  these  alone  will  often  r.jestablish 
drainage  of  these  suppurating  ears. 

I wish  to  express  my  appreciation  of  the 
liberal  discussion  that  has  been  accorded  my 
paper 


THERMO  PUNCTURE  OF  DETACHED 
RETINA* 

Walter  Dean,  MT.  D. 

Louisville. 

My  incentive  to  select  this  topic  for  a paper 
is  a compensation  ease  who  attributes  a de- 
tached retina  to  being  hoisted  off  the  ground 
two  or  three  feet  and  then  lowered  to  the 
ground  on  his  feet.  Thei’e  is  no  contention 
of  direct  violence  to  the  eye.  The  detached 
retina  was  not  discovered  for  some  days  and 
when  it  was,  the  patient  attributed  the  dis- 
ability to  the  last  dramatic  episode  of  his 
occupation. 

I would  like  to  quote  a definition  of 
Simple  Detachment  of  the  Retina  from  a com- 
munication of  J.  Doiggart  and  €.  H.  Shap- 
land  of  Moorfields  Eye  Hospital,  “Simple 
fletaehment  of  the  retina  means  partial  or 
complete  separation  of  the  .layer  of  rods 
and  cones  from  the  retinal  pigment  cell  layer 
arising  either  spontaneously  or  as  the  ap- 
(larent  result  of  minor  trauma  to  the  globe 
from  direct  or  indirect  violence.  Indirect 
violence  may  result  from  a fall,  a violent  fit 
of  coughing  or  a jolt  occasioned  by  the  sud- 
den starting  of  a train.” 

When  we  study  the  present  day  conception 
of  the  mechanism  of  detached  retina  we  can 
appreciate  that  most  cases  of  detachment  are 
spontaneous  or  on  the  verge  of  being  spon- 
taneous and  the  least  trauma  precipitates  the 
inevitable.  It  was  Leber  of  Heidelberg  who 
first  said  that  a sudden  retinal  detachment 
must  be  due  to  a tear  or  rupture  of  the  retina. 

He  said  this  in  1882.  However  it  was  Von 
Graefe  who  first  reported  retinal  holes,  tears 
or  ruptures.  His  theory  of  their  origin  was 
that  of  propulsion,  believing  that  the  fluid 
in  the  sub-retinal  or  intra  retinal  space  in- 
creasing in  volume  finally  pushed  through 
the  retina  at  the  site  of  a weakened  or  dis- 
eased area.  No  doubt  this  theory  has  been 
the  proper  explanation  of  the  small  per- 
centage of  cases  of  exudative  choroiditis  ori- 
gin. I have  seen  one  postpartum  detachment 
which  was  exudative  or  more  likely  transuda- 
tive.  Amaurosis  and  metamorphopsia  in  the 
right  eye  developed  soon  after  delivery.  A 
])inkish  flat  detachment  with  reddish  vessels 
was  seen  far  forward  and  above.  This  sub- 
sided completely  with  full  restoration  of  cen- 
tral vision  and  full  field  in  about  three 
weeks.  Fuchs  mentions  tubercular  chor- 
oiditis as  a cause  of  retinal  detachment  by 
exudation. 

It  was  for  the  above  mentioned  Leber  to 
advance  the  attraction  or  “pulling  in” 
theory.  Leber  recognized  the  fact  that  chor- 
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exudate  or  'trausudate  suljficdent  to 
ueiacli  the  retina  would  increase  ocular  ten- 
sion and  lie  obseryed  that  liypotonj  rather 
man  increased  tension  was  the  rule  in  de- 
taichinent  cases.  He  observed  a case  of  per- 
foration of  the  sclera  followed  by  \-)itreous 
bands  and  ultimately  by  detached  retina. 
He  came  to  the  conclusion  first  that  vitreous 
bands  in  a shrunken  vitreous  pulled  the 
retina  in  by  eentripital  traction,  tearing  a 
hole  in  the  retinai  and  that  there  was  imme- 
diately^ a transposition  of  vitreous  into  the 
subretinal  space  with  immediate  detachment 
of  the  retina.  In  the  absence  of  vitreous 
bands  he  explained  the  force  as  coming  from 
interstitial  contraction  ol  pre-retiiial  bands 
as  in  retinitis  striata. 

Elschnig  noticed  that  in  retinal  detach- 
ment with  teai'S,  he  was  able  to  usually  find 
foci  of  pre-existing  anterior  choroido-retin- 
itis  with  pegging  of  the  retina  to  the  choroid. 
If  the  detaching  force,  whether  propulsion 
from  without  according  to  Von  tlraefe  or 
attraction  from  within  according  to  Leber, 
w’as  sufficient  to  tear  the  retina,  holes  would 
be  torn  where  the  retina  Avas  pegged  to  the 
choroid.  This  anuch  was  known  before  most 
of  us  were  born.  It  was  also  known  that 
sometimies  the  choroid  and  slometimes  the 
ciliary  body  Avere  detached  from  the  sclera 
by  exudate  or  by  expulsh^e  hemorrhage. 
Neoplasms,  particularly!  sarcoma  of  the 
choroid,  are  a common  cause  of  detached 
retina.  The  entozoa  particularly  cysticercus 
subretinals,  but  also  echinococcus  and  filiaria 
are  very  rarely  found  in  retinal  detach- 
ments. A bloAv  on  the  eye  has  long  heeii 
knoAvn  to  cause  the  so-called  macular  hole, 
AA’hich  is  no  doubt  a hole  in  some  cases  but 
for  some  unaccountable  reason  does  not 
cause  detachment  except  to  a very  limited 
extent.  It  is  believed  that  some  of  these 
holes  are  due  to  a spontaneous  rupture  of  a 
cyst  of  the  retina.  It  is  also  held  by  many 
authorities  that  some  of  the  holes  in  the 
anterior  part  of  the  retina  are  causedi  by 
cystoid  retinal  degeneration.  Holes  in  the 
region  of  the  ora  serrata  are  usually  entered 
by  fluid  vitreous  causing  retinal  detachment. 
This  is  not  ahvays  so,  as  sclerotomies  per- 
forate the  retina  and  yet  detachment  rarely 
follows.  When  it  does,  it  is  usually  the  re- 
sult of  vitreous  hemorrhage  Avhich  organizes 
into  retinitis  proliferans  and  pulls  the  retina 
from  the  choroid.  I recall  seeing  a limited 
retinal  detachment  in  an  intra-ocular  foreign 
body  extraction  case  Avell  forward  in  the 
floor  of  the  eye  six  months  after  the  opera- 
tion. The  detachment  corresponded  Avith 
the  site  of  entry.  It  happened  to  be  almost 
opposite  the  sclerotomy.  It  is  AA^ell  accepted 
that  an  extensive  lesion  of  the  retina  at  one 
pole  will  so  pucker  and  fold  the  retina  that 


the  membrane  will  be  pulled  off  at  the  op- 
puisne  ]M)le.  Another  cause  of  detached  retina 
IS  me  siuiucn  lowermg  of  tension  in  perforat- 
ing uher  of  tlie  cornea.  No  doubt  tliere  is 
a generalized  infection  or  affection  of  the 
entire  uveal  tract  complicating  the  i orneai 
lesion. 

This  same  sudden  loAvering  of  tension  in 
glaucoma  operations  has  caused  detachment 
of  retina,  and  even  choioiJ,  when  the  chor- 
oidal vessels  are  atheromatous.  Less  often 
this  catastrophy  folloAVs  cataract  extraction 
in  hypertensive  cases  especially  in  diabetics 
and  neiihritics. 

lilyopia  cannot  be  ignored  any  longer. 
jMajewski  in  a recent  article  made  two  points 
very  Avell.  The  first  pertains  to  great  in- 
crease of  the  contents  of  the  eye  in  high 
myopia.  He  says:  “We  know  that  high 

myopia  leads  to  notable  augmentation  of  the 
eye  ball  Avhich  Ave  may  assume  to  be  approxi- 
mately spherical.  Noav  the  surface  of  a sphere 
Avhich  enlarges,  increases  proportionately  to 
the  square  of  the  radius  and  the  volume 
liroportionately  to  the  cube  of  the  radius. 
Ijct  us  take  a simple  example  and  suppose 
the  radius  is  increased  to  double  its  length. 
Ill  such  a ease  the  surface  is  quadrupled  and 
the  volume  increased  eight  times.  It  is  clear 
that  under  these  conditions  the  membranes 
foniiing  the  eiiA’clopes  of  the  eye  must  under- 
go a high  degree  of  distension,  whilst  the 
vitreous  body,  which  is  insufficient  to  com- 
pletelj’  fill  the  enlarged  cavity,  imbibes  fluid 
from  the  surrounding  tissues.  In  this  way 
arises  degeneration  of  the  Autreous.  The 
sclera,  more  extensile  than  the  other  coats 
becomes  stretched  and  thinned  Avithout  creat- 
ing any  serious  disturbance  in  the  functions 
of  the  eye.  The  choroid  continues  to  line  the 
enlarging  fundus ; becoming  thinned  and  in 
some  instances  AVidely  atrophied.  On  the 
other  hand,  a membrane  so  fine  and  delicate 
as  the  retina  cannot  tolerate  stretching  to  an 
indefinite  degree.  What  happens?  The 
retina  becomes  detached,  separated  from  the 
wall  Avhich  it  is  no  longer  capable  of  cover- 
ing.” 

Tie  further  makes  the  point  that  some  myo- 
pic eyes  enlarge  equality  in  every  direction, 
that  is  spherically,  Avhich  makes  the  demand 
on  the  retina  and  Autreous  much  greater  than 
when  it  becomes  irre'gularlj-  oblong. 

We  have  all  observed  floating  opacities, 
■small  retinal  hemorrhages,  anterior  choroido- 
retinitis,  decreased  ocular  tension  and  fluid 
vitreous  in  these  enlarged  eyes  and  Ave  have 
always  known  that  they  are  particularly  ]>re- 
disposed  to  detached  retina.  The  wonder  is 
that  they  do  not  all  go  to  detachment.  The 
retina  is  unattached  to  the  choroid  exi-ept  at 
the  papilla  and  the  ora  serrata  and  is  only 
held  against  it  by  the  supporting  pressure 
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of  the  vitreous.  When  the  vitreous  shrinks, 
or  at  least  is  outgrown  by  the  expanding- 
sclera,  the  retina  loses  support  from  within. 
The  inextensile  retina  remains  too  small  to 
cover  the  expanding  sdero-choioid.  There 
may  or  may  not  be  pegging  down  of  the  retina 
by  foci  of  anterior  choroido-retinitis.  The 
gel  mass  of  the  viti’eous  becomes  liquified  into 
a sol  containing  opacities.  Whether  fibrillae 
of  the  pulp  are  entities  or  artifacts  remains 
to  be  proven  hut  it  is  generally  accepted  that 
they  are  normally  present  and  in  a degenerate 
vitreous  become  thick  and  tortuous.  These 
fibrillae  are  said  by  Vogt  to  make  up'  the 
scaffolding  of  the  vitreous  body  and  which, 
being  attached  to  the  internal  limiting  mem- 
brane, pull  upon  the  retina,  tearing  it. — Sch- 
lenderung.  It  is  no  wonder  that  Majewski  esti- 
mates that  detachment  finally  develo}js  in 
over  5%  of  myopic  eyes,  and  that  Nordeson 
in  1100  collected,  cases  of  detachment  found 
80%  were  in  myopes,  -with  50%  -over  50  vears 
pld. 

Now  we  shall  return  to  the  Leber  theory 
of  attraction,  traction  or  “])ulling  in.” 
About  twenty  years  ago  Gonin  of  Lausanne, 
became  particularly  interested  in  detached 
retinae.  His  clinical  and  experimental  work 
verified  the  observations  of  Leber. He  became 
a retinal  hole,  rent,  or  rupture  enthusiast. 
He  spent  hours  a day  looking  at  one  detached 
retina  and  repeated  the  search  day  after  day, 
and  he  usually  finally  succeeded.  These 
holes  are  from  1/4  disc  diameters  to  12 
D.  D.  He  saj^s  in  one  article  tliat  in  180 
eases  of  detachments  carefully  examined  only 
26  failed  to  reveal  a hole.  Of  these  failures 
eight  bad  corneal  opacities  and  5 displayed 
the  retinal  holes  during  the  course  of  treat- 
ment. Other  details  observed  were  vitreous 
opacities,  retinal  hem-,orrhages  and  areas  of 
choroido-retinitis.  Of  course  the  hemor- 
rhages were  small  and  only  seen  in  recent 
cases.  They  are  due  to  traction  and  peeling- 
off  of  the  internal  limiting  membrane.  He 
considers  foci  of  choroido-retinitis  and  hemor- 
rhage as  most  important  clues  to  the  location 
of  hole. 

The  simple  sei’ous  detachments  of  spon- 
taneous nature  are  almost  invariably  due  to 
the  pulp  of  a shrinking  vitreous  being  ad- 
herent to  the  retina,  particnl-arly  in  the  x-ipper 
part  of  the  retina,  particularly  in  the  peri- 
phery of  the  retina  approximately  12  m.  m. 
for  the  limbus.  The  point  or  points  of  ad- 
hesion are  usually  in  single  or  multiple  foci 
of  ehroido-retinitis.  These  foci  are  caused  by 
myopia,  senility,  sepsis,  syphilis  or  are  cryp- 
togenic. Plastic  cyclitis  is  the  cause  of  some. 
In  the  adhesions  are  sometimes  found  epithe- 
lial cells  migrated  from  the  ciliary  body.  The 
eve  mov'es,  there  is  a cough,  a ,jolt,  a blov/.  If 
it  is  .severe  enough  yet,  the  tweak  causes 


photopsia.  If  the  retina  is  ready  to  tear,  a 
hole  forms.  It  may  be  round,  crescentic, 
spear  shaped,  horse  shoe  sh-.ped  or  festooned. 
The  degenerated  vitreous  pours  through  the 
opening  and  dissects  down  the  retina.  Often 
the  detachment  appears  below  the  macula 
and  the  rent  is  found  near  the  ora-serrata 
above.  The  history  is  often  invaluable  in 
detecting  the  initial  lesion.  I have  three  times 
had  patients  tell  me  that  when  the  metamor- 
phopsi-a  or  monocular  diplopia  first  started 
they  could  see  the  top  of  a man  but  not  his 
legs.  The  hole  is  more  often  above,  because 
in  our  upright  position,  the  vitreous  pulp 
phlls  down  from  the  point  or  points  of  fusion 
l)etween  the  hyaloid  membrane  and  the  neu- 
ral portion  of  the  retina.  Gravity  works  in 
favor  of  the  inferior  adhesions  and  against  the 
upper  ones.  Bruce  Hamilton  of  Moorfield ’s 
Eye  Hospital  says  that  finding  the  hole  is 
the  sine  qua  non  of  Prof  Gonin ’s  operation 
for  ignipuneture.  He  describes  the  holes  as 
single  or  multiple.  As  to  size  -and  shape 
there  are  tears  or  disinsertion  at  the  ora  ser- 
rata  which  may  be  rather  large;  small  round 
holes,  some  as  small  as  three-eights  of  a mil- 
limetre, which  are  usually  found  from  one 
to  one  and  a half  disc  diameters  behind  the 
ora  serrata  and;  seldom  as  far  hack  as  the 
equator;  horse  shoe  rents  which  are  usuall,v 
of  traumatic  origin  vary  tremendously  in  size*, 
one  extending  from  six  to  two  o’clock  and 
hack  to  six  again.  He  does  not  expect  to  find  -a 
hole  in  sarcoma  or  inflammatory  detachments 
hut  he  expects  to  find  a hole  in  myopic  and 
traumatic  detachments  or  a combination  of 
both  conditions.  After  emphasizing  the  im 
])ortanee  of  chisiling  a g’ood  history  out  oi* 
the  patient  as  to  where  in  the  visual  fieh' 
the  scotoma  w'as  first  observed,  he  discussed 
the  relationship'  of  the  site  of  the  detachment 
to  the  causative  hole.  When  the  detachment 
Is  still  above,  the  hole  is  there  too. 

If  the  detachment  is  localized  to  the  media^ 
or  lateral  position  one  can  he  fairly  sure  thr 
hole  is  on  that  side,  usually  in  the  uppei- 
third  of  the  detachment.  As  most  -detachment 
finally  settle  toi  the  lower  part  of  the  cy^ 
the  hole  may  be  found  quite  apart  in  a por 
tion  of  the  retina  which  ajipears  to  be  com- 
pletely in  position  oi’  it  may  be  below  in  the 
detachment  itself.  As  I said  earlier.  Von 
Graefe  was  the  first  to  report  holes  of  tlv 
retina.  Sir  William  Lister  in  The  British 
Journal  of  Ophthalmologv  of  1924,  said  iv 
despair  that  not  one  single  detachiment  with 
hole  had  ever  been  cured  in  the  British  Era- 
nire.  No  dcmbt  he  could  have  included  tlu' 
Pnited  States.  In  Amil’s  !iow  famous  ones 
tionnaire  on  -detachment,  he  received  281 
replies.  250  had  never  cured  a single  case 
25  had  cured  one  case  and  6 had  cured  more 
than  one  case.  The  su.bject  of  holes  was  not 
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discussed.  But  in  1916  Gonin  found  a hole 
in  an  old  detachment  in  a blind  eye.  He  for- 
tunately arrived  at  the  correlation  that  if  a 
hole  makes  a detachment,  the  way  to  cure  the 
detachment  is  to  plug’  the  hole.  He  pro- 
ceeded to  locate  the  corresponding  spot  over 
the  sclera  and  entering  this  with  g-alvano- 
cautery  sealed  the  hole  and  attained  an  anato- 
mical cure.  His  present  technic  is  about  as 
follows : He  and  his  assistants  study  each  case 
an  hour  or  more  a day,  for  many  successive 
days  if  necessary,  until  a hole  or  holes  are 
found.  He  uses  the  indirect  method  of  oph- 
thalmoscopy, the  condensing  lens  being  -|-  16D 
which  makes  a rather  small  image.  He  finds 
the  hole.  He  then  ink  dots  the  limbus  at  its 
intersection  with  the  meridian  of  longitude 
which  bisects  the  hole.  At  180  degrees  from 
this  he  makes  another  ink  dot  on  the  limbus. 
This  establishes  at  what  o’clock  the  tear  lies 
and  is  supposed  to  be  rather  easy  to  do  ac- 
curately as  it  involves  only  the  element  of 
direction.  The  more  difficult  feat  is  to  cal- 
culate the  distance  of  the  anterior  holes  or 
tears  from  the  ora  serrata  or  the  posterior 
holes  from  the  macula.  This  is  done  by  esti- 
mating the  number  of  disc  diameters  (D.  D.) 
to  either  anatomical  point.  He  assumes  that 
a disc  diameter  is  1.5  m.  m.  and  that  the  ora 
serrata  is  8 m.  m.  behind  the  limbus.  Clin- 
ically the  ora  serrata  is  the  most  anterior 
I)oint  of  the  fundus  Avhich  can  be  viewed 
ophthalmoscopieally  through  absolutely  full 
pupil  dilitation  with  the  eye  turned  in  the 
same  direction.  Take  for  example  a hole  at  2 
o’clock  2 D.  D.  behind  the  ora  serrata.  The 
ora  serrata  is  8 m.  m.  behind  the  limbus. 
Two  D.  D.  equal  3 m.  m.  more.  The  hole 
then  is  11  m.  m.  behind  the  limbus.  The 
operation  is  done  under  local  anesthesia, 
mostly  by  subconjunctival  injection  of  no# 
vocaine  since  much  cocaine  dulls  the  cornea 
for  ophthalmoscopic  investigation.  The  pupil 
is  fully  dilated. 

A 1.5  c m.  curvilinear  incision  is  made 
through  the  conjunctiva  about  5 m.  m.  behind 
the  limbus.  Tenon’s  capsule  is  dissected  up, 
widely  exposing  the  sclera  over  the  approxi- 
mate area.  If  the  tear  is  at  2 o’clock,  a knot- 
ted thread  is  passed  through  the  ink  dot  at 
8 o’clock,  passing  across  the  cornea  though 
the  ink  dot  at  2 o’clock  and  threaded  into  a 
lid  retractor.  The  retractor  lifts  up  the  con- 
junctiva and  capsule  and  carries  the  thread 
in  a straight  line  over  the  bared  sclera.  This 
thread  is  outlined  with  sterile  Indian  Ink  and 
then  removed.  Next  an  ink  dipped  caliper 
marks  11  m.  m.  from  the  limbiis  on  the  ink 
line  and  the  point  for  school  sclerotomy  is 
located.  A Graefe  knife  is  passed  through 
the  sclera  and  choroid  at  this  point  and  slight- 
ly turned  to  evacuate  the  siab-retinal  fluid. 
Then  a red  hot  Baquelin  cautery  is  intro- 


duced through  the  puncture  to  a depth  of 
two  or  three  m.  m.  and  allowed  to  remain 
two  or  three  seconds.  The  conjunctiva  is 
sutured,  atropine  is  installed,  the  cauter- 
ized area  examined  ophthalmoscopieally, 
bandage  is  applied  and  patient  is  put  to  bed 
for  from  four  to  ten  days.  The  cautery  is 
expected  to  strike  the  tear  centrically  caus- 
ing a soldering  action.  In  recent  cases  Gonin 
expects  the  cure  to  be  immediate,  complete 
and  permanent.  He  reports  70%  of  cures  in 
cases  seen  within  three  weeks  from  onset,  and 
50%  in  one  to  three  months.  He  regards 
favorable  factors  as  follows : Recentness, 
singleness  of  hole,  small  size  of  hole,  absence 
of  gross  vitreous  opacities  and  uveal  disease. 
He  regards  as  unfavorable  old  detachments, 
hypertension,  diabetes,  senility,  holes  behind 
the  equator  because  they  are  near  venae  vor 
ticosae.  In  300  cases,  there  were  twelve  fairly 
grave  hemorrhages,  seven  of  which  were  se- 
vere. For  some  unaccountable  reason  hemor- 
rhage when  it  occurs,  comes  about  the  sixth 
or  seventh  post-operative  day.  Immediate 
failures  are  sometimes  found  to  be  caused 
by  overlooked  additional  holes,  which  are 
found  when  the  billows  are  smoothed  out  by 
the  first  operation.  Many  cases  are  operated 
more  than  once.  Gonin  insists  trat  success 
demands  that  the  hole  must  be  included  in  the 
synechia  between  retina  and  choroid.  The 
adhesion  is  usually  three  times  the  size  of 
the  scleral  opening  of  2 m.  m.  showing  post- 
operatively  as  a circular  white  patch  6 m.  m. 
in  diameter.  No  doubt  the  important  part 
of  the  operation  is  to  produce  sufficient 
choroidal  reaction  so  that  the  retina  may  be 
firmly  fused  to  the  choroid.  Herbert  Fishei- 
thinks  it  w;^ould  usually  be  impossible  to  so 
accurately  localize  the  scleral  point,  that  the 
cautery  would  touch  the  hole.  He  thinks 
sufficient  cauterization  in  the  approximate 
region  would  produce  an  adequate  ring  syne- 
chia. Josef  Meller  does  not  expect  to  strike 
the  hole  routinely  on  account  of  the  great 
technical  difficulty.  It  is  well  agreed  that 
the  spot  on  the  sclera  cannot  be  determined 
mathematically  but  is  located  as  Gradle  says 
by  rough  clinical  estimation.  All  Europe  has 
become  igni-puncture  minded  since  the  Con- 
gress in  Amsterdam.  No  doubt  a brilliant 
result  has  been  attained  in  an  heretofore 
hopeless  condition.  Considering  the  v^ariable 
pathology  underlyiug  these  eases,  much  of 
which  is  still  obscure  we  must  not  expect  too 
much.  Nor,  it  seems  to  me,  must  we  expect 
too  much  of  ourselves  in  selecting  suitable 
cases  and  applying  this  technically  difficult 
operation. 

“The  determination  of  the  exact  spot  on 
the  surface  of  the  sclerotic  which  overlies  the 
retinal  hole,  in  a variable  but  in  all  cases  dif- 
ferent plane,  must  be  a matter  of  such  ex- 
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treme  difficulty  as  to  be  almost  impossible; 
only  an  approximation  can  be  achieved.  When 
tionin’s  operation  succeeds  it  does  so  because 
if  the  site  of  puncture  has  been  determined 
with  sufficient  accuracy,  the  retina  falls 
back  into  opposition  with  the  choroid,  as  the 
sub-retinal  fluids  drain  out,  in  such  a way 
that  the  portion  in  which  the  hole  exists  cor- 
responds with  the  site  of  puncture ; the 
choroid  at  this  point,  responding  to  the 
stimulus  of  the  cautery,  pours  out  an  in- 
flammatory exudate  which  organizes  and 
firmly  attaches  the  adjacent  part  of  the 
retina  and  in  so  doing  forms  as  it  were,  an 
annular  synechia  for  the  retinal  hole.” 
DISCUSSION 

Adolph  O.  Pfingst,  Louisville : Dr.  Dean  has 

given  us  a timely  paper  to  which  he  has  evi- 
dently devoted  much  time  and  thought.  The 
pathogenesis  of  ablatio  retinae  has  always  been 
a subject  of  extreme  interest.  The  essayist  has 
pointed  out  to  us  that  the  retina  has  but  two 
attachments  to  the  underlying  structures,  one  at 
the  optic  nerve  head  and  one  at  the  ora  serrata. 
He  also  pointed  out  the  accepted  theory  that 
the  retina  is:  held  in  opposition  to  the  pigmentary 
layer  and  choroid  by  intraocular  pressure  alone. 
While  I know  that  there  is  no  organized  union 
between  these  tissues  I cannot  subscribe  to  the 
idea  expressed  by  Dr.  Dean.  When  we  stop  to 
consider  that  the  least  distortion  of  the  retina, 
say  from  slight  sub-retinal  effusion  or  hemor- 
rhage, is  associated  with  confusing  metamor- 
phopsia  it  would  not  seem  feasible  that  the 
retina  can  be  kept  in  perfect  adaptation  to  the 
middle  coat  by  pressure  alone.  You  are,  of 
course,  familiar  with  the  theory  that  the  rods 
and  cones  project  slightly  beyond  the  retinal 
surface  and  that  they  dovetail  into  irregularities 
of  the  adjacent  pigmentary  layer.  Personally 
I am  of  the  conviction  that  there  is  some  kind 
of  cement  substance  holding  the  retina  in  smooth 
contact  with  the  adjacent  layer,  just  as  an  intra- 
cellular cement  substance  unites  epithelial  cells 
throughout  the  body.  Be  this  as  it  may,  it  is  evi- 
dent that  the  question  of  detachment  of  the 
retina  must  be  explained  in  a physical  way; 
this  is  in  a difference  in  pressure  on  two 
sides  of  the  membrane.  If  the  pre-retinal 
and  subretinal  pressures  are  equal,  or 
the  pre-retinal  p^'essure  exceeds  that  on  the 
other  side,  of  the  membrane,  detachment  is  not 
apt  to  follow  traumatic  retinal  tears;  in  fact,  it 
appears  that  spontaneous  closure  of  such  tears 
usually  takes  place.  An  exception  to  fliis  rule 
occurs  in  the  presence  of  liquid  vitreous  which 
might  find  its  way  behind  the  letina  and  lift  it 
from  its  bed.  Where  the  pre-retinal  pressure 
is  lower  than  the  subretinal,  we  can  then  figure 
the  creation  of  a suc'tion  force  which  lifts  the 
retina  and  allows  an  effusion  to  develop  beneath 
the  membrane.  We  are,  of  course,  all  familiar 
with  detachments  brought  about  by  sub-retinal 


hemorrhage  or  effusion  and  by  the  develop- 
iiient  of  a neoplasm  in  the  choroid. 

In  the  cases  of  detachment  in  myopes  the  as- 
sumption seems  reasonable  that  the  retinal 
stretching  does  not  keep  pace  with  the  expansion 
of  the  choroid  and  sclera  and  that  this  lifts  the 
retina  from  its  bed.  In  the  spontaneous  detach- 
ments the  question  arises  as  to  what  brings 
about  the  physical  conditions  that  lead  to  the 
trouble.  You  are,  no  doubt,  familiar  with  the 
theory  that  some  alterations  in  the  activity  of 
the  ciliary  process  occurs,  which  results  in  de- 
generative changes  in  the  uveal  tract  and  the 
vitreous  along  the  retinal  surface  thus  lessening 
the  pre-retinal  pressure  and  favoring  lifting  of 
the  retina.  It  is  in  this  variety  of  ablatio  that 
primary  tears  occur  which  sometimes  antedate 
the  detachment  though  most  tears  are  secondary 
and  are  caused  by  stretching  of  the  retina. 

Regarding  the  use  of  ignipuncture,  I admit 
my  inexperience  for  I have  not  had  a case  since 
the  introduction  of  this  treatment  in  which  I 
could  apply  it.  I cannot  conceive  of  the  possibi- 
lity of  localizing  the  position  of  a tear  by  means 
of  ophthalmoscopic  examination  so  accurately 
as  to  be  able  to  approach  the  exact  point  of 
lesion  through  the  sclera.  My  version  of  the 
cure  in  these  cases  is  that  the  retinal  tear  is 
not  soldered  by  the  cautery  but  that  the  cautery 
merely  serves  to  bring  about  a reaction  which 
results  in  the  agglutination  of  the  retina  to  its 
bed. 

If  opportunity  should  present,  I would  be  in- 
clined to  treat  the  condition  by  making  two 
small  scleral  trephine  holes  over  the  area  of  the 
detachment  and  then  make  a very  brief  cauter- 
ization'— a mere  touch  of  the  cautery  point  to 
the  opening.  Surgical  treatment  of  detached 
retina  sounds  rational  and  I am  convinced  that  it 
will,  in  the  future,  lead  to  something  worth 
while. 

Walter  Dean,  (in  closing)  ; I appreciate 
Dr.  Pfingst’s  scientific  discussion.  All  agree  that 
the  retina  is  illy  supported.  I had  thought  be- 
fore I heard  Dr.  Pfingst’s  discussion  that  there 
were  no  bonds  of  union  between  the  retina  and 
choroid  except  at  the  papilla  and  the  oro-ser- 
rata,  but  that  the  retina  normally  stuck  to  the 
choroid  because  the  elastic  vitreous  gel,  which 
is  formed  by  the  retina  throughout  foetal  life, 
filled  the  cavity  exactly  according  to  a Divine 
plan.  Evidently  the  vicissitudes  of  the  vitreous 
body  are  many.  In  high  myopia  the’  dilated 
Isclera  outgrows  |or  outstretches  the  interior 
structures.  As  I have  said  the  retina  may  have 
to  tear.  The  vitreous  gel  which  is  unstable  and 
probably  never  regenerates  after  birth,  becomes 
degenerated.  The  deficiency  in  volume  is 
made  up  by  the  common  intra-ocular  fluid  which 
is  a dialysate  from  the  capillaries  of  the  ciliary 
body.  I take  it  there  is  a constant  accomoda- 
tion between  cavity  and  contents.  The  vitreous 
body  is  not  a tissue  but  a tissue  product.  As 
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wc  grow  into  the  knowledge  of  its  physico- 
chemical changes,  we  will  not  only  better  under- 
stand the  etiology  of  spontaneous  retina]  de- 
tachment but  will  learn  more  about  the  etiology 
of  glaucoma. 

Gonin’s  operation  for  spontaneous  detach- 
ment of  the  retina  has  been  applied  successfully 
in  every  European  country.  If  offers  us  a 
difficult  solution  to  a hitherto  hopeless  problem. 


ETIOLOGY  OF  MIDDLE  EAli  SUPPUKA- 

TION  WITH  SPECIAL  REFEPENCE 
TO  SINUSITIS  AS  A FACTOR* 

A.  L.  Bass,  M.  D. 

Louisville. 

Relative  to  sinus  complications,  1 feel  sat- 
isfied that  they  are  by  far  more  often  pres- 
ent than  discovered  or  reported ; but  the  ratio 
is  becoming  much  less  due  to  the  work  of  L. 
\V.  Dean,  who  I believe,  is  the  pioneer  work- 
er in  this  field,  and  several  others  who  hav(> 
flashed  rei)orts  since  he  has  brouglit  the  im- 
portance of  the  involvement  of  the  sinuses 
to  our  notice. 

As  for  the  ear,  it  escapes  our  notice  rela- 
tively rare  because  its  importance  of  involve- 
ment, complications  and;  symptoms  liave  been 
discovered,  known  and  taught  for  a much 
longer  period.  The  sinuses  in  children  are 
assuming  more  importance  and  increased  at- 
tention as  times  passes.  The  presence  of  an 
unsuspected  chronic  infection  of  the  ethmoid 
or  antrum  is  not  an  uncommon  occurrence. 
The  same  statement  applies  to  adults. 

In  1924  ^Vatson  Williams  reported  for-two 
consecutive  surgical  diastoiditis  cases  with 
infected  nasal  accessory  sinuses  in  twenty- 
eight  instances. 

Dr.  Daniels  has  proven  that  a diet  defi- 
cient in  Vitamin  A produced  suppurative 
sinusitis  in  rats ; that,  if  the  Vitamin  is  re- 
placed in  the  diet  Avithin  sufficient  time,  be- 
fore the  disease  has  progressed  too  far,  the 
sinuses  will  clear  up;  but  if  too  far  gone, 
even  correction  of  the  diet  will  not  restore 
the  sinuses  to  their  normal  state.  When  snch 
a condition  etxists  it  is  necessary  to  drain 
the  involved  sinuses  and  apply  proper  local 
treatment  together  with  the  iiroper  dietary 
correction  before  the  sinuses  are  restored  to 
normal. 

It  is  difficult  to  discuss  incidence  of  mid- 
dle ear  and  sinus  infection  relative  to  aciite 
infectious  diseases  without  considering  the 
etiological  factors  such  as,  deficient  (diet; 
metabolic  disturl)ances ; allergy;  endocrine 
disturbances;  blood  clyscrasias;  improper 
hygiene,  relative  to  proper  clothing  and  ven- 
tilation; ((^ima'tie, ' Irelative  Ito  sunsRine; 

*Read  before  the  Eye,  Ear,  No.'.e  and  Throat  Section  of 
the  Kentucky  State  Medical  Association. 


swimming,  especially  pools ; septic  tonsils  and 
adenoids;  abnormal  nasal  chambers. 

The  ease  with  which  infection  invades  the 
ear  and  sinuses  is  dependent  upon  one  or 
more  of  these  predisposing  factors.  It  is 
evident  that  the  same  intection  in  a well 
nourished  iciiild  does  not  have  the  same 
significipice  as  in  a poorly  nourished  one. 
The  healthy  child  eradicates  the  infection 
witli  little  treatment  and  slight  damage ; 
while  the  child  with  inanition  will  have  a 
great  deal  more  difficulty  in  getting  well. 

Fowler  in  an  article,  “ Incidence  of  Nasal 
Sinusitis  with  Diseases  of  the  Ear,”  reported 
one  hundred  cases  (two  hundred  ears),  found 
there  were  five  non-suppurative  otitis  media, 
thirty-seven  healed  suppurative  otitis  media, 
thirty-four  suppurative  recurrent  otitis  me- 
dia, thirteen  of  chronic  otitis  unedia,  and 
eleven  of  nerve  deafness.  The  diagnosis  was 
not  made  from  the  immediate  pathology 


present,  but  from  the  entire  history. 

History  of  discharge  or  pain 78% 

History  of  exanthemata 65% 

Hi.story  of  colds  “flu,”  pneuimonia  66% 

History  of  mastoid  operations 7% 

History  of  vertigo 12% 

History  of  tonsil  and  adenoid  opera- 
tion   53% 


The  x-ray  findings  in  the  mastoid  and 
sinus  pictures  were  interpreted  by  no  less 
an  authorit}^  than  Dr.  F.  M.  Law.  As  for 
the  ear  tliirty-two  per  cent  of  the  cases  show- 
ed slight  involvement  of  the  cell  lumen 
(forty-five  eairs).  Twenty -seven  per  cent 
showed  areas  of  absorption  (thirty-seven 
ears).  Nineteen  per  cent  showed  abnormal 
septums  ill  the  mastoid  (twenty-three  cars). 
These  findings  were  in  direct  propoi’tion  to 
the  chronicity  of  the  suppuration.  The 
ethmoid  and  antra  were  recorded  as  they 
Avere  practically  the  only  cues  involved.  As 
for  the  sinuses  fhirty-six  per  cent  showed  a 
moderate  involvement ; fifteen  per  cent  mod- 
erately severe ; six  per  cent  severe ; a total  of 
eighty-six  per  cent.  In  that  eighty-six  per 
cent  of  the  youngsters  with  ear  diseases  bad 
sinus  infection,  he  states  that  Avithout  the 
X-ray  only  a few  of  these  sinus  involvements 
would  have  been  correctly  diagnosed. 

Accordipg  to  x-ray  findings,  there  were  fiA'e 
with  condensing  osteitis;  nineteen  with  ab- 
sorption of  septums ; forty-seven  with  edema 
of  septums ; a total  of  seventy-one  with 
pathological  changes  in  the  septums.  Added 
lo  these  fifteen  others  with  definite  involve- 
ment of  the  bony  spaces  of  the  sinuses  make 
a total  of  eighty-six  per  cent. 

While  x-ray  and  transillumination  are 
both  valuable  aids  in  the  diagnosis  of  sinu- 
sitis, the  x-ray  more  valuable,  neither  is  in- 
fallible. 
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Fowler  reports  a six  year  old  child  with 
acute  cou'gestiou  and  ear  aches  (without  dis- 
charge) coincident  with  an  exacerbation  or 
reinfection  in  her  sinuses ; in  which  x-ray  was 
negative ; yet  there  was  a sinusitis  with 
thickened  membrane  with  the  usual  clinical 
picture. 

This  high  percentage  of  coincidental  in- 
volvement does  not  mean  that  we  cannot 
have  ear  diseases  without  sinusitis  or  visa 
versa ; but  it  does  mean  that  they  frequently 
occur  together  and  we  should  be  on  our 
guard,  as  in  order  to  eradicate  one  condition 
we  have  to  eliminate  the  other. 

A conclusion  of  Fowler’s  worthy  of  note 
is  that,  “Progressive  deafness  with  so-called 
recurrent  otitis  media  of  the  middle  ear,  oc- 
curs more  often  than  does  progressive  deaf-* 
ness  without  otitis  and  in  many  cases  in 
which  the  condition  is  diagnosed  as  otosclero- 
sis, a history  of  inflammation  in  or  about 
the  middle  ear  may  be  obtained  if  presistent 
questioning  is  focused  on  this  point.  I have 
little  doubt  but  that  true  otosclerosis  may 
be  caused  in  part  by  inflammation  in  the 
sinus  spaces  in  and  near  the  ear.  The  oto- 
sclerosis is  a terminal  process  of  a prior 
disease.  ’ ’ 

In  pneumonias  of  infancy  it  is  known  that 
ninety-five  per  cent  that  come  to  autopsy 
shO'W  suppurative  otitis. 

Carmody  states,  “Infection  in  the  sinuses 
is  much  more  pernicious  than  any  other 
focal  infection  with  the  possible  e^cception 
of  the  tonsils;  and  in  both  for  1he  same  rea- 
son, because  absorption  of  the  toxin  may  be 
supplemented  by  ingestion  as  well.’’ 

Briefly,  I wish  to  report  four  cases: 

Case  1.  D.  C.,  aged  17,  seen  January  30, 
IfhlO.  Scarlet  fever  three  weeks  ago,  from 
which  she  had  apparently  recovered.  For 
three  days  has  had  pain  in  right  ear.  Ex- 
amination : Congestion  of  nasopharynx. 

Tonsils,  out;  adenoids  two  plus.  Right  drum 
congested,  bulging,  tenderness  on  pressure 
over  tip  of  mastoid.  Temperature  104.4. 
Under  gas  anesthesia  right  drum  was  incised. 
Warm  saline  irrigations  for  right  ear  tid  and 
antiseptic  drops  for  nose  were  crdered.  Next 
day  patient’s  temperature  ranged  from  99.4 
to  103.2,  when  it  stayed  aroun  1 99.  February 
4th.  five  days  later,  patient  said  she  had 
slight  pain  in  cheeks.  Intra  nasal  examina- 
tion did  not  elicit  evidence  of  sinus  infection. 
X-ray  of  antra  as  well  as  mastoid ; showed 
antra  cloudy;  also  mastoid  involvement. 
Both  antra  irrigated  pus.  right  two  plus. 
leFt  three  plus.  Antra  irrigations  every  two 
or  three  days  continued  to  reveal  pus  and 
the  right  ear  continued  with  pulsating  dis- 
charge, increased  congestion  of  drum  and 
sagging  of  posterior  superior  canal  wall. 
February  17,  simple  mastoidectomy  right 


side,  with  intra-nasal  drainage  of  antra  was 
done.  The  middle  ear  ceased  to  discharge 
within  ten  days  to  two  weeks.  Antra  ir- 
rigated clear  on  the  twenty-fifth  day  and  the 
patient  went  on  to  an  uneventful  recovery. 

Case  2.  Miss  E.  M.,  nurse,  age  19.  Seen 
September  10,  1930.  History : pain  left  ear 
for  twelve  days,  when  ear  began  to  discharge 
with  relief  of  pain.  Examination,  pulsating 
discharge  with  small  perforation  inferior. 
Temperature  99.2.  Treatment,  myringotomy 
was  done  under  local  anesthesia  for  better 
drainage.  1/5000  solution  of  Bichloride  of 
Mercury  irrigations  tid  and  antiseptic  drops 
into  nose  were  used.  Sinuses  transillumiu- 
ated  negative  and  there  was  no  evidence  of 
any  sinus  involvement  in  nares.  Left  ear 
gradually  went  from  bad  to  worse ; canal  wall 
congested,  drum  thickened  from  continued 
inflammation  plus  pulsating  discharge. 
X-ray,  cloudy  mastoid.  W.  B.  C.  17,850; 
L.ymplis  17,  Staff  16,  Polys.  76,  Hg.  80. 

Simple  mastoidectomy  was  done  October 
3rd.  Free  pus  was  found.  For  first  week 
wound  progressed  favorably,  but  continued, 
to  discharge  and  failed  to  close  in  spite  of 
through  and  through  irrigations  with 
1/2500  metaphen  solution  and  occasional 
1%  silver  nitrate  solution.  The  nose  was 
inspected  and  antra  transilluminated  fre- 
(luently  for  foci.  Tonsils  two  plus,  submerged, 
with  evidence  of  little  or  no  pathology.  On 
November  28,  1930  practically  two  months 
after  the  original  operation,  I reopened  the 
mastoid  but  did  not  find  any  evidence  of  neg- 
lected pathology  from  previous  operation. 
Tonsils  were  removed  at  that  time;  mastoid 
wound  and  middle  ear  continued  to  act  as  be- 
fore. January  15th,  told  her  to  have  sinuses 
x-rayed  and  bring  pictures  to  office  with  her 
two  days  later.  X-ray  showed  left  antrum 
cloudy ; irrigations  showed  muco-pus  about 
4 c.  e.  On  second  antrum  lavage,  the  ear  was 
essentially  dry.  Wound  closed  nine  days  af- 
ter the  initial  lavage,  perforation  had  closed. 
February  7th,  twenty-one  days  later,  antrum 
irrigated  clear  and  subsequent  x-ray  was 
negative. 

Case  3.  D.  A.,  age  52,  seen  October  12, 
1931.  History:  right  ear  discharged  six 

months,  following  roaring  sound.  Never  had 
had  any  pain.  Three  or  four  years  ago  had 
same  trouble  with  right  ear,  discharge  lasting 
twm  months. 

Examination:  Right  drum  thickened,  con- 
gested, perforation  posterior  inferior  with 
pulsating  discharge.  Temperature  normal. 
No  tenderness  over  mastoid  region.  X-ray 
showed  involvement  of  posterior  and  above 
©anal.  Sinuses  transilluminated  negative.  He 
nad  four  or  fiVe  abscessed  teeth.  Advised  ex- 
traction. After  the  removal  of  teeth  and  the 
use  of  cotton  wicks  in  his  canal  according  to 
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the  lhatt  method,  his  ear  ceased  to  discharge 
within  a few  clays  and  remained  dry  for  a 
few  weeks,  when  it  began  to  discharge  again. 
Tpon  transillumination  at  this  time,  his  right 
antrum  was  slightly  dark  and  upon  irriga- 
tion, muco-pus  was  present.  Upon  clearing 
up  the  antrum,  his  ear  became  dry  and  has 
remained  so. 

Case  4.  .Mrs.  A.  J\I.,  age  36,  upon  whom 
1 had  done  a simple  niastoidectomy  left  side 
following  scarlet  fever,  February  17,  1931, 
from  which  she  .made  a complete  recovery. 
Xovember  28,  1931,  nine  months  later,  she 
came  to  office  stating  that  two  days  before 
she  had  slight  pain  in  left  ear  for  a few  hours 
followed  by  discharge.  F.xamination : Left 

ear  pulsating  discharge  with  central  perfoi-a- 
tion.  No  other  evidence  of  pathology,  save 
slight  congestion  nasal  mucosa.  Temperature 
normal.  Treatment  consisted  of  antiseptic 
drops  into  nares  with  boric  acid  irrigations 
for  the  next  few  days.  December  5th  condi- 
tion same.  Transillumination  sliowed  left 
antrum  dark.  Irrigation  produced  pus.  Cot- 
ton wicks  were  used  in  canal,  irrigations 
stopped.  Left  antrum  was  irrigated  the  10th, 
12th,  15th  and  20th  when  ear  became  dry 
and  perforation  closed.  On  the  25th  antrum 
irrigated  clear. 

^da  conclusion,  I wish  to  call  your  atten- 
tion to  the  relation  of  the  ear  and  sinuses  to 
the  res})iratory  tract;  they  both  empty  into 
the  upper  respiratory  tract ; the  ear  by  a 
tube  wbich  is  easily  blocked  up  when  it  is 
infected  due  to  congestion  and  inflammatory 
reaction,  readily  producing  subjective  and 
objective  symptoms;  while  the  sinuses  have 
openings  whicli  are  not  so  likely  to  produce 
subjective  symptoms  due  to  a blocking  or 
dainmiTig  uj)  of  the  infection  as  in  the  ear; 
and  a great  many  of  the  sinus  infections  are 
milder.  As  a consequence  many  of  the  sinus 
infections  are  over  looked ; but  even  so,  it 
behooves  us  to  be  on  the  alert  and  ferret  them 
out  as  often  as  possible. 
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DISCUSSION 

J.  D.  Williams,  Ashland:  I would  be  glad  if 

the  essayist,  in  closing  the  discussion  would 
touch  upon  the  inter-relation  of  the  various  parts 
of  the  body  to  the  ear.  Some  one,  I do  not  re- 
member whom,  has  said — that  he  who  would  treat 
the  ear — shall  I also  say  the  eye? — must  neces- 
sarily know  the  whole  body.  Any  man  who 
plans  to  make  a specialty  of  the  eye,  ear,  nose 
and  throat  would  do  well  to  first  put  in  five 


years  in  active  general  practice.  The  knowl- 
edge gained  in  years  of  general  wor’k  has  been 
of  inestimable  value  to  me. 

The  essayist  stressed  the  importance  of  ab- 
normal nasal  chambers  and  consequent  sinus 
deficiencies.  I have  found  that  in  practically 
every  case  of  obstructive  deafness  there  is  a 
material  degree  of  deflection  of  the  nasal  sep- 
tum, and  this  should  be  corrected  as  early  in 
life  as  possible  and  practicable.  It  is  conceivable 
that  even  perceptive  defects  could  be  ameliorat- 
ed by  the  improved  ventilation  of  unhealthy 
sinuses. 

In  an  extensive  review  of  the  nasal  accessory 
sinus  litei'ature  covered  in  my  paper  of  Sep- 
tember, 1929,  it  was  shown  that  many  of  the 
world’s  leading  men  in  our  field  questioned 
x-ray  findings,  some  decidedly  preferring  trans- 
illumination, others  damning  radiography  with 
faint  praise,  practically  all  agreeing  that  ex- 
perience giving  a sixth  sense  evaluation  of  clin- 
ical evidences  was  all  that  was  necessary  in  the 
predominant  majority  of  cases.  With  this  I am 
in  entire  agreement. 

S.  G.  Dabney,  Louisville:  Dr.  Bass  was  kind 

enough  to  let  me  read  his  paper,  but  as  I have 
had  no  personal  experience  along  this  line,  I 
can  only  thank  him  for  the  courtesy  and  say 
that  I have  thoroughly  enjoyed  hearing  him  read 
the  paper. 

I would  be  glad  if,  in  closing,  he  would  tell  us 
how  the  association  he  refers  to  occurs — whether 
by  direct  infection  through  the  eustachian  tube 
or  by  some  other  route. 

Gaylord  C.  Hall,  Louisville:  I have  very  much 
enjoyed  hearing  this  excellent  paper.  The  es- 
sayist has  called  attention  to  a class  of  cases 
which,  as  he  has  pointed  out,  are  very  fre- 
quently overlooked,  but  which,  following  the 
work  of  Dean  and  others  along  thisi  line,  are 
now  diagnosed  much  more  frequently  than  here- 
tofore. It  is  not  surprising  that,  in  the  pres- 
ence of  a primary  infection  of  the  upper  air 
passages,  there  should  be  an  associated  sinusitis 
and  we  should  be  on  the  lookout  for  it  in  all 
such  cases.  It  is,  nowever,  frequently  very 
difficult  to  say  whether  one  sinus  or  another  is 
infected.  It  is  true,  I think,  that  we  will  have 
to  do  surgery  on  the  antrum  very  much  more 
often  than  on  any  other  sinus  in  these  cases. 

I think  one  of  the  most  unfortunate  occur- 
rences that  we  have  to  contend  with  is  infection 
of  the  ear  following  a nasal  operation.  When 
this  does  happen  it  is  apt  to  pursue  a rather 
malignant  course,  and  it  is  very  embarrassing 
to  all  concerned  when  it  becomes  necessary  to 
tell  these  patients  that  they  must  be  operated 
upon  a second  time. 

As  to  infection  occurring  in  children  .showing 
abnormal  nutrition,  we  should  expect  it. 

In  all  cases  showing  recurrent  infections  of 
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the  ear,  we  should  investigate  the  sinuses  care- 
fully, especially  if  the  tonsils  and  adenoids  are 
out  and  there  i&  no  focus  of  infection  in  the 
naso-pharynx;  it  is  very  apt  to  be  found  in  the 
sinus  itself. 

E.  C.  Yates,  Lexington:  I have  enjoyed  hear- 

ing this  paper  very  much  indeed  and  there  are 
just  two  points  that  I wish  to  touch  upon.  One 
is  that  most  of  us  neglect  or  overlook  the  im- 
portance of  instructing  patients  with  infections 
of  this  kind  in  regard  to  blowing  the  nose  prop- 
erly. 

Most  of  our  text  hooks  tell  us  that  the  lymph- 
atic drainage  of  the  accessory  sinuses  is  poster- 
iorly into  the  retropharyngeal  nodes.  No  doubt 
all  of  us  have  seen  cases  of  early  malignancy 
before  pressure  necrosis  can  occur  slough  and 
pass  carcinoma  cells  into  the  nose.  This  is  cer- 
tainly sufficient  evidence  of  a poor  lymphatic 
drainage  as  well  as  a poor  blood  supply  to  the 
mucous  membrane  lining.  It  is  questionable  just 
how  much  absorption  through  the  blood  stream 
or  lymphatics  occurs  from  infected  sinuses.  It 
is  much  easier  to  assume  that  infections  occur 
by  direct  extension  into  ear  or  by  aspiration 
into  chest. 

S.  B.  Marks,  Lexington:  Some  years  ago.  Dr. 

Stucky  got  into  the  Associated  Press  dispatches 
by  making  the  statement  in  a public  address 
that  the  nose  was  not  a pump-handle  and  should 
not  be  used  as  such.  I agree  with  Dr.  Yates 
that  the  majority  of  mothers  instruct  their 
children  to  hold  one  side  of  the  nose  closed 
while  blowing  it.  The  importance  of  this  has 
been  impressed  upon  me  by  having  seen  so 
many  cases  of  infected  ears  without  the  pres- 
ence of  nasal  infection  in  children  who  have  a 
cough  from  some  cause  or  other,  possibly  the 
tonsils  or  a hang-over  from,  whooping-cough. 

Personally,  I attach  more  importance  to  ven- 
tilation than  to  antisepsis  and  always  in  pre- 
scribing nasal  drops  I include  ephedrin  in  suffi- 
cient strength  to  cause  shrinkage,  lliis  helps 
evacuation  and  of  course  ventilation  is  the  thing 
that  we  are  primarily  after. 

I do  not  believe  enough  stress  has  been  laid 
upon  the  posterior  sinus  as  a focus  of  infec- 
tion in  many  of  these  cases.  Practically  all  the 
infected  ears  I have  seen  this  season  have  been 
associated  with  a low-grade  pharyngeal  infec- 
tion; 1 have  not  seen  a mastoid  in  one  of  them, 
most  cases  showing  very  little  elevation  of  tem- 
perature and  clearing  up  rapidly  under  myringo- 
tomy. 

Another  whing  we  must  be  careful  about  is 
the  method  of  using  nasal  drops.  Dr.  Beck,  a 
number  of  years  ago,  advised  throwing  the  head 
well  back,  introducing  the  drops,  then  inverting 
the  head  completely,  allowing  the  drops  to  trickle 
into  the  nasal  passages.  I hardly  think  this 
method  can  be  improved  upon. 

As  to  treatment  of  the  middle  ear,  I have 
never  been  sold  on  irrigation;  I prefer  antisep- 


tics administered  with  an  eye-dropper,  with 
gentle  instillation  and  suction,  to  irrigation  of 
any  sort.  I think  more  harm  can  come  from 
irrigation  in  the  hands  of  a mother  not  ex- 
perienced in  its  use  than  can  be  offset  by  the 
benefits  to  be  derived  from  it. 

Walter  Dean,  Louisville : Dr.  Bass  has  given 

us  an  important  paper  on  an  interesting  sub- 
ject. In  one  of  his  personal  cases  it  seemed 
a question  whether  the  ear  suppuration  was  a 
sequel  to  suppurative  sinusitis  or  whether  both 
arose  from  a common  origin.  Naturally  in  in- 
fluenza and  scarlatina,  both  ears  and  nose  are 
often  affected  simultaneously.  Dr.  Dabney  and 
I have  marveled  together  at  the  rarity  of  ear 
complications  secondary  to  suppurative  sinus  dis- 
ease. It  seems  incredible  that  sinus  pus  could 
bathe  eustachian  tubes  for  weeks,  months  and 
years  and  the  ear  be  unaffected,  yet  this  is 
the  rule  and  exceptions  are  few.  I understood 
Dr.  Bass  to  write  as  his  opinion  or  to  quote  that 
oto-sclerosis  is  caused  by  sinus  disease.  My  con- 
ception, or  rather  the  concensus  of  opinion,  is 
that  oto-sclerosis  is  a congenital  or  prenatal 
condition  which  is  made  worse  by  sepsis,  child- 
birth, large  operations,  shock,  fatigue  and  by 
many  toxic  substances  such  as  alcohol  and 
tobacco. 

Octavus  Dulaney,  Louisville:  I have  seen  a 

number  of  mastoid  cases  in  which  x-rays  re- 
vealed involvement  of  the  antrum  on  the  same 
side.  It  is  not  necessarily  limited  to  the  antrum, 
there  may  be  other  sinuses  involved,  especially 
do  we  find  this  in  children. 

One  of  the  greatest  dangers  of  the  present 
day  is  due  to  our  failure  to  instruct  patients 
with  sinus  trouble  not  to  go  into  swimming 
pools.  When  I was  a boy  I learned  to  hold  my 
nose  while  diving,  but  the  young  people  of  today 
do  not  practice  this  and  when  they  dive  from 
high  ]ioints  and  strike  the  water  with  consider- 
able force,  there  is  bound  to  be  a lot  of  water 
carried  into  the  middle  ear,  and  sometimes  there 
is  pus  in  the  nose  and  this  is  carried  along  with 
it. 

Some  years  ago,  my  attention  was  called  to 
the  frequency  of  antrum  involvement  in  mastoid 
cases.  Frequently  we  see  an  antrum  case  and 
wash  it  out  and  do  not  find  pus,  and  two  or 
three  weeks  later  the  patient  develops  a slight 
cold,  with  exacerbation  of  the  sinus  symptoms, 
and  we  wish  it  out  again  and  this  time  we 
find  plenty. 

This  subject  requires  a great  deal  of  study. 
I recently  saw  a child  six  years  old,  whose 
mental  development  appeared  to  have  been  re- 
tarded; in  fact,  the  doctor  who  brought  him  to 
me  remarked  that  the  child  “did  not  have  all 
that  was  coming  to  him.”  His  tonsils  and 
adenoids  had  been  removed  without  apparent 
benefit.  In  many  of  these  cases  of  children 
who  are  under-developed  and  poorly  nourished, 
we  x-ray  the  sinuses.  We  did  so  in  this  case  and 
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It  snowed  sinus  involvement.  There  was  no 
evidence  of  any  infection  of  the  eat — no  acute 
symptoms;  therefore,  I did  nothing  to  the  ear, 
but  instituted  treatment  along  medical  lines  for 
general  impnovement  of  tiie  ipatient’is  condi- 
tion. With  the  better  food  the  child  has  been 
getting  along  with  20%  neo-silvol  and  eph- 
edrin  hydrochloride  in  normal  saline,  he  is 
making  wonderful  progress;  tjhe  sinuses  are 
clearing  up  and  he  is  able  to  talk  plainly,  where- 
as previously  it  was  impossible  to  understand 
him. 

A.  L.  Bass,  (in  closing)  : I wish  to  thank  the 

gentlemen  for  their  liberal  rliscussiion  of  my 
paper. 

These  cases  must  be  worked  out  along  indi- 
vidual lines.  I use  the  x-ray,  I do  not  think  we 
can  get  along  without  it;  therefore,  I use  it 
routinely  in  doubtful  and  chronic  cases  and 
draw  my  own  clinical  conclusions. 

Dr.  Dabney  asked  how  the  infection  spreads. 
Most  authorities  agree  that  it  is  through  con- 
tinuity that  the  infection  gets  into  the  middle 
ear,  which  I think  is  very  plausible. 

In  an  article  published  a few  weeks  ago, 
Fowler  says  that  86  per  cent  of  cases  of  middle 
ear  infection  have  mastoid  involvement.  Sev- 
eral weeks  ago  I had  an  opportunity  to  ask 
Dr.  Dean  of  St.  Louis,  what  percentage  of  mid- 
dle ear  infection^  show'ed  sinus  involvement 
and  he  said  practically  an  of  them.  Ha  is  quite 
an  authority  as  you  kniow. 

Relative  to  blowing  the  nose,  if  a patient  has 
acute  congestion  of  the  middle  ear  and  the 
nose  is  stopped  up,  tell  them  not  to  blow  it. 
My  own  belief  is  tha^  nasal  drops  should  be 
u.'ed  in  these  cases.  I have  under  observation 
at  the  present  time  a student  who  has  just 
recovered  from  scarlet  fever.  He  has  a pan 
sinusitis,  complicating;  left  side.  He  recently 
complained  of  a point  of  sensitiveness  on  the 
left  side,  inner  canthus;  there  was  a little  con- 
gestion about  the  lids,  and  I remarked  that  he 
appeared  to  be  getting  into  trouble.  The  next 
day  the  eye  was  closed,  lids  swollen.  I asked 
him  to  blow  his  nose  and  he  grabbed  hold  iof 
it  and  gave  an  exhibition  that  sounded  like  a 
trombone.  I am  satisfied  that  is  the  way  he 
started  his  present  trouble,  forcing  the  infec- 
tion through  the  paper  plate;  and  he  is  in  for 
serious  consequences,  possibly  an  operation. 

Rare  Localization  in  Osteochondropathy. 

Dubrovskaya  describes  an  observation  dn  which 
the  diagnosis,  after  roentgenography  of  the  12 
year  old  patient,  was  neoplasm  of  the  proximal 
end  of  the  fifth  metatarsal  bone  of  the  left  foot. 
The  right  foot  showed  similar  but  less  intense 
changes.  The  author  states  that  the  change  in 
the  left  foot  was  the  result  of  a pathologic 
fracture  of  the  necrotic  bone  with  subsequent 
spreading  of  the  necrosis.  In  the  right  foot  the 
spread  of  the  necrosis  took  place  without  a pre- 
vious fracture. 


CLINICAL  ASPECTS  OF  TUMORS  OF 

JAW  AND  PALATE* 

E.  'C.  Yates,  M.  D. 

Lexington  Clinic,  Lexington. 

Since  the  earliest  days  of  medical  science 
the  various  aspects  of  malignant  and  'benign 
tumors  have  assumed  an  important  role  in 
progressive  medicine.  This  is  particularly 
true  of  the  malignant  types.  The  medical 
scientists  endowed  with  persistent  enthusiasm 
have  struggled  to  bring  to  life  new  facts 
concerning  these  maladies,  while  the  clinician, 
grasping  each  new  theory,  has  put  forth  in- 
exhaustible effort  to  combat  these  diseases. 
To  most  of  us  the  sum  total  of  this  toil  ap- 
pears to  be  of  little  value  when  estimated 
in  terms  of  real  service  to  our  patients,  for 
we  have  frequently  watched  our  earnest  and 
well  directed  efforts  ruthlessly  cut  by  malig- 
nant advance  and  in  the  face  of  numerous 
failures  have  lost  our  desire  to  continue  as 
eager  experimentalists.  To  one  endow*  1 with 
a practical  sense  of  value,  however,  comes  the 
feeling  that  within  the  last  decade  research 
and  experimentation,  advance  of  pathology, 
and  advent  of  the  more  highly  trained  oral 
surgeons,  have  brought  forth  measures  which 
occasionally  control,  if  not  actually  eradi- 
cate, malignant  diseases.  I use  malignant  dis- 
eases to  indicate  malignant  growth  of  cells 
as  well  as  growth  of  tumor  which  is  malignant 
by  position. 

It  is  doubtful  if  the  laryngologists  as  a 
whole  have  kept  pace  with  the  medical  and 
surgical  progress  as  regards  malignant  dis- 
ease of  the  jaws.  They  have  long  realized 
the  serious  nature  of  malignant  diseases  of 
the  jaws  and  the  hazards  tending  its  treat- 
ment and  have  stopped  short  of  complete 
eradication  or  passed  their  cases  on  to  the 
x-ray  and  radium  expert,  that  they  might 
give  their  attention  to  phases  of  the  specialty 
productive  of  a more  satisfying  result.  The 
writer  realizes  that  the  concrete  achievement 
of  this  paper  fails  to  disclose  any  new  dis- 
coveries. Its  only  justification  perhaps 
lies  in  the  fact  that  it  brings  before  you  an 
old  subject  of  no  little  importance  to  the 
laryngologist  with  a review  of  some  cases  and 
clinical  data  which  may  be  of  some  little 
.service  in  the  diagnosis  and  treatment  of 
tumors  of  the  jaw  and  palate. 

Tumors  of  the  jaw  have  been  recognized 
for  almost  a century  to  be  of  dental  origin. 
The  publication  of  Broca,  in  1869,  on  odon- 
toma. This  was  followed  by  Mallisiz,  in 
1888.  Borst,  Heath,  Steensland,  McCarty, 
1918,  and  lastly  Bloodgood,  who  gave  us  a 
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great  deal  of  llie  pathology.  It  is  a rather 
surprisiiig  fact  that  a small  amount  of  litera- 
ture has  been  written  on  this  subject  in  the 
])ast  50  years.  A great  deal  has  been  pub- 
lished on  carcinoma  of  the  jaw  with  very  lit- 
tie  which  would  indicate  our  advance  into 
the  inroads  of  this  disease.  Needless  to  say 
that  it  would  be  impossible  for  one  to  cover 
this  extensive  subject  in  so  short  a time.  I 
wish  to  review  a few  of  the  cardinal  points 
of  the  diagnosis  and  treatment  of  the  dif- 
ferent types  of  tumors  of  jaw  and  palate. 

Epulis  may  be  fibrous  or  giant-cell  in  type. 
These  tumors  arise  in  the  periosteum  or  con- 
nective tissue  beneath  the  mucous  membrane. 
They  arise  on  the  gum  or  alveolar  ridge.  It 
is  a tumor  of  young  adult  life  ami  occurs 
more  frecpiently  in  females.  The  fibrous 
typ("  when  removed  rarely  returns.  The 
giant-cell,  unless  completely  removed  with 
l)eriosteum,  Avill  recur  and  may  become  malig- 
nant. The  prognosis  in  general  with  these 
tumors  is  good  but  one  must  remember  that 
they  may  become  malignant. 

Sarcoma.  This  is  a malignant  new  growth 
of  connective  tissue  tumors,  most  often  found 
in  bone.  It  may  arise  from  bone  marrow, 
blood  vessels  of  bone  or  from  periosteum. 
These  tumors  are  grouped  histologically  ac- 
cording to  predominance  of  cell,  either  a 
giant-cell,  (splindle-cell,  or  round-cell  t(ypei. 
The  rate  of  groAvth  depends  on  the  predomin- 
ance of  the  type  of  cell,  the  giant-cell  being 
the  least  malignant  and  the  round-cell  the 


most  malignant.  These  tumors  are  found  in 
youths  and  young  adults.  The  central  type  is 
usually  a giant-cell  and  as  it  grows  it  causes 
softening;  of  the  marrow  and  absorption  of 
bone.  When  it  reaches  the  periosteal  cover- 
ing this  expands  and  forms  a bony  capsule. 
The  soft  tissue  is  never  invaded  unless  this 
capsule  breaks.  The  periosteal  types  arise 
from  i)eriosteum  and  surround  the  bone  and 
only  slightly  involve  the  bone  itself.  These 
are  painless  in  their  growth  and  are  of  mixed 
type,  spindle-cell  or  round-cell  type  and  are 
tile  least  malignant  of  these  types  of  tumors 
( 'hondrosarcoma,  which  occurs  most  fre- 
(piently  in  the  upper  jaw,  the  osteosarcoma 
which  may  rise  in  either  jaw.  The  fibro,  and 
niyxo  types  show  a tendency  to  malignancy 
upon  recurrence.  The  round-cell  types  are 
very  malignant,  are  soft  in  consistency  and 
show  rapid  growth  and  usually  arise  in  the 
antrum.  Trauma  is  an  important  etiological 
cause  of  sarcoma.  It  is  an  interesting  fact 
to  note  if  recurrence  is  to  appear,  it  usually 
recurs  within  six  to  twelve  months.  The 
prognosis  deiiends  on  the  type  of  cell  and  as 
t(i  whether  it  is  located  in  the  upper  or 
loAver  jaw.  liecurrence  is  more  apt  to  occur 
in  the  upper  jaw. 

Benign  Titmoks 

Fibroma  arises  from  the  marrow  of  the 
bone  itself,  either  connective  tissue  or  from 
blood  vessels.  It  occurs  most  frequently 
during  the  third  decade  of  life.  These  may 
attain  great  size,  may  be  of  central  or  perio- 
steal origin.  The  cause  is  not  known  and  they 
are  usually  of  slow  growth.  The  sy.mptoms 
that  arise  are  usually  due  to  pressure.  It  is 
very  frequently  located  on  the  lower  jaw, 
does  not  metastasize  and  it  can  be  removed 
entirely. 

Chondromas  are  very  i-ai-e.  They  are 
thought  to  arise  from  cartilage  cell  rests, 
may  be  benign  or  malignant  in  charactei*. 
The  benign  type  is  composed  of  pure  hyaline 
cartilage  and  sometimes  is  mixed  with  con- 
nective tissue.  For  example,  the  fibro-chon- 
dromas.  The  malignant  type  contains  sarcoma 
elements,  chondro-sarcorna  and  the  osteo- 
chondro-sarcomas.  These  tumors  do  not  in- 
filtrate sound  tissue.  They  destroy  by  pres- 
sure and  usually  arise  from  the  alveolar  mar- 
gin or  from  bones  of  the  face,  orbit,  vault, 
or  the  palatine  plates.  These  tumors  usually 
occur  under  the  age  of  twenty-five.  The 
groAvth  is  usually  slow,  may  attain  great  size, 
rarely  ulcerates.  Recurrence  may  occur  a long 
time  after  operation.  One  must  remember 
that  there  is  a great  tendency  to  malignant 
change  upon  recurrence.  Complete  removal 
is  essential. 

Myxo.ma  is  pure  type,  is  very  rare.  It  is 
usually  combined  with  a sarcoma  element 
and  the  myxomatous  nature  of  the  tumor  it- 
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telf  suggests  a very  radical  operation. 

Lipoma.  Only  three  eases  of  lipoma  have 
been  reported. 

Osteoma  may  arise  from  preformed  bone, 
cartilage,  connective  tissue  or  periosteum, 
usually  occurs  before  llie  twentieth  year  and 
is  usually  bilateral.  Bilateral  occurrence  of 
these  lesions  suggests  a possibility  of  con- 
genital origin.  X-ray  is  a great  deal  of  as- 
sistance in  the  diagnosis  of  these  tumors. 
These  tumors  may  arise  in  any  of  the  sinuses. 
Complete  removal  is  possible. 

Odontoma.  These  tumors  arise  from  por- 
tion of  tooth  follicle.  The  particular  histo- 
pathology  is  characterized  by  the  particular 
development  of  cells  of  follicle  from  which 
the  tooth  arises.  They  are  classified: 

1.  Dental  root  cyst. 

2.  Follicular  or  dentigerous  cyst. 

3.  Compound  or  compoiste  follicular  cyst. 

4.  Adaniatine  epithelioma. 

5.  Hard  odontoma. 

Adamantine  epitheliomas  arise  from  the 
erratic  development  of  certain  cells  of  the 
enamel  organ.  A number  of  s^'nonyms  have 
been  used : odontoma,  epithelilial  cystic  car- 
cinoma, adenocarcinoma  (multilocular),  and 
cyst  adenoma  of  the  jaw.  These  tumors  are 
not  uncommon  and  are  most  often  dentiger- 
ous cysts.  Thej-  arise  from  the  embryonic 
epithelial  remains  of  the  tooth  germ,  the 
enamel  organ.  These  tumors  are  very 
benign  in  character.  They  are  the  most 
benign  of  the  epithelial  tumors  of  the  jaw. 
They  appear  in  young  adults  and  are  more 
frequent  in  the  male — most  likely  occur  in 
the  lower  jaw  and  when  it  occurs  in  the  upper 
jaw  is  usually  near  the  angle  in  the  region 
of  the  molar  tooth.  These  tumors  vary  in 
size  and  are  relatively  slow  growth.  The 
pain  present  depends  upon  the  rapidity  of 
the  growth  and  position.  The  pain  is  entirely 
due  to  pressure  on  the  nerve  trunks.  The 
tumor  itself  is  not  movable  and  the  surface 
is  irregular  due  to  the  cystic  make-up.  Some 
of  these  tumors,  however,  are  solid  types  of 
tumors.  The  mucous  membrane  is  normal 
over  them  in  appearance.  The  lymph  glands 
are  rarely  involved  unless  ulceration  occurs 
and  secondary  infiltration.  The  surface 
crackles  on  palpation  and  the  teeth  adjacent 
to  the  tumor  are  irregular  and  very  often 
loose.  The  prognosis  is  good  but  it  is  neces- 
sary to  do  a complete  removal  of  the  tumors. 

Cysts  of  the  Jaw.  (1)  They  may  be  fol- 
licular or  dentigerous  (2)  the  root  cysts. 
Dentigerous  cyst  is  not  an  uncomiinon  form 
of  benign  odontoma.  This  type  of  tumor 
occurs  most  frequenth  in  the  lower  jaw.  It 
rarely  occurs  during  the  period  of  the  first 
teeth  and  when  it  occurs  during  the  period 
of  the  second  denition  is  usually  arises 
from  the  wisdom  teeth.  The  growth  is  slow 


and  it  advances  along  with  new  growth  of 
bone  so  that  the  bony  wall  is  in  an  expansion 
of  the  previous  bony  capsule  but  the  shell 
of  the  bone  is  formed  over  the  advancing 
tumor.  These  attain  great  size  when  in  the 
upper  jaw  and  are  accompanied  with  very 
little  pain.  The  mucous  membrane  is  very 
rarely  ulcerated.  The  molar  teeth  and 
canine  teeth  most  often  missing  with  the  de- 
velopment of  these  cysts.  It  is  felt  that 
these  tumors  arise  from  the  overgrowth  of 
some  part  of  the  follicle  of  aj  non-erupted 
tooth.  These  tumors  may  have  any  parts  of 
the  tooth  in  them.  X-ray  is  very  helpful  in 
the  diagnosis  of  these  tumors.  Operative 
treatment  consists  of  complete  removal  of 
the  cysts. 

The  Root  Cysts  are  the  most  frequent  form 
of  cysts  of  the  jaw,  never  associated  with  the 
first  teeth  and  are  more  frequently  located 
in  the  upper  jaw.  They  are  distinguished 
from  the  dentigerous  cyst  in  that  the  latter 
are  in  the  lower  jaw  and  associated  with  the 
molar  teeth.  Usually  the  walls  are  lined  with 
granulation  tissue  and  epithelial  cells.  Origin 
of  root  cyst — the  patient  has  first  a peridon- 
titis  and  as  a result  granulation  tissue  de- 
velops. A softening  then  occurs  with  the 
development  of  a cyst. 

Compound  Follicular  or  Composite  Odon- 
toma. These  tumors  are  composed  of  vary- 
ing combinations  of  several  tissues  of  gyowth 
of  tooth  follicle.  They  may  contain  fibrous 
tissue,  cysts,  bits  of  enamel,  dentine  or  ce- 
ment. They  may  attain  great  size. 

Hard  Odontoma  or  Cementomas.  These 
tumors  are  very  rare,  are  very  hard  in  con- 
sistency and  it  is  necessary  for  complete 
removal  for  cure. 

Ciarcinoma  of  the  gum  is  more  frequent 
than  sarcoma.  It  is  more  frequently  found 
in  men.  It  usually  occurs  in  the  fourth  de- 
cade of  life.  The  etiology  is  not  definitely 
known  but  it  is  felt  that  chronic  irritation 
is  a contributing  factor.  The  pain  depends 
upon  the  location  of  the  lesion.  Its  course  is 
very  rapid  and  the  prognosis  is  very  grave. 
Carcinoma  arises  from  the  soft  tissue  and  then 
invades  the  bone.  Carcinoma  of  the  lower 
jaw  metastasizes  sooner  than  the  upper  jaw. 
Only  about  5 per  cent  of  the  cases  are  ciired. 
Carcinoma  of  the  antrum  is  the  most  fre- 
quent site  of  this  tumor,  then  the  middle 
turbinate  and  lastly  the  alveolar  ridge. 

With  as  p'oor  a prognosis  needless  to  say 
that  an  early  recognition  of  the  disease  with 
the  institution  of  radical  measures  offers  one 
the  best  possible  chance  for  cure. 

Ill  conclusion  one  may  summarize  in  gen- 
eral the  few  things  essential  to  aid  in  the 
diagnosis  and  treatment  of  these  diseases. 
The  history  is  of  prime  importance,  age 
incidence,  sex,  the  place  of  origin,  the  rate 
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of  growth,  the  jaw  involved,  and  lastly  the 
character  of  the  tumor.  Very  close  perusal 
of  these  cardinal  points  will  aid  one  mater- 
ially in  early  diagnosis  and  proper  treatment 
of  these  tumors. 

Case  Reports 

1.  Dennison,  J.  C.  Age  70,  male.  Tu- 
mor lower  jaw  (carcinoma).  Ten  to 
twelve  months  duration.  Consulted  physician 
first  time  10-12  months  after  onset.  Radium 
i reatment — no  result. 

2.  Anderson,  Mrs.  G.  Age  65.  Epithe- 
lioma upper  jaw,  three  months  duration,  very 
extensive.  Radium  treatment — no  result. 

3.  Hazelwood,  Mr.  T.  Age  43.  Lues. 
Squamous  cell  carcinoma  upper  jaw  and 
mouth.  Radium — Death. 

4.  Ross,  George  . Age  60.  Carcinoma 

mouth — ^gland  in  neck.  Removal  of  gland  and 
carcinoma  of  mouth.  Radium — Died  six 

months. 

5.  Schwartz,  Henry.  Age  57.  Sarcoma 
lower  right  jaw.  No  treatment. — Died. 

6.  Stevenson,  Precia.  Age  29.  Adaman- 
toma  upper  jaw  (hard).  Surgery — no  im- 
provement— Died. 

7.  Campbell,  Willie.  Age  27.  Sarcoma 
(central  giant^cell)  of  mandible.  Currett- 
ment  and  excision  of  tumor.  Unimproved. 

8.  Davidson,  Mrs.  H.  Age  51.  Adenoid 
cystic  basal-cell  carcinoma  of  nose  with  gen- 
eralized metastasis.  Two  years  duration. 
Excision  and  cauterization.  Died  two  years 
later. 

9.  Werle,  Nell.  Age  36.  Carcinoma  left 
antrum  and  jaw.  Five  months  duration. 
Radium — died  eight  months  later. 

10.  Patton,  Willie.  Age  23.  Adamantoma 
left  lower  jaw.  History  of  11  years  dura- 
tion. Operated  upon  1921-1924  with  recur- 
rence. Resection  of  jaw  done  1928.  Condi- 
tion good  now. 

11.  Cuddy,  Mrs.  James.  Age  23.  Osteo- 
chrondroma  sarcoma.  Three  years  duration. 
Operated  upon  three  times  with  recurrence. 
1930  re-operated  upon — resection  done  with 
no  recurrence  two  years. 

12.  Davis,  Mr.  Flint.  Age  66.  Epulis 
jaw  upper  (giant-cell).  Excision  and  cau- 
terization. No  recurrence  two  years. 

13.  Cecil,  Mrs.  0.  W.  Age  69.  Epith- 
elioma upper  jaw,  nose  and  cheek.  Eight 
months  duration.  Radium — died. 

14.  King,  Mary.  Age  13.  Fibroma  sar- 
coma upper  jaw  (small)  Excision  and  cau- 
terization. No  recurrence  five  years. 

15.  Carter,  Master  Charles.  Age  10. 
Hemangioma  left  cheek — lip  Sarcoma.  Never 
returned  for  treatment. 

16.  Higgins,  Brisk.  Age  40.  Adamam 
toma  upper  jaw,  left.  Excision  and  cauter- 
ization. No  recurrence  one  year.  No  history 
obtainable  after  this. 


17.  Coke,  Mr.  J.  S.  Adamantoma  (multi- 
locular  cystic  tumor  right  lower  jaw), 
nadium — no  recurrence  one  year  later. 

18.  Corman.  Age  8.  Granuloma  pyo- 
genicum  hard  palate.  Six  months  duration. 
Dxcision  cauterization — no  recurrence  eigh- 
teen months. 

19.  iBuford,  Wm.  Age  54.  Uarcinoma 
epidermoid  left  upper  jaw.  X-ray — Radium — 
Still  living. 

20.  Irvine,  J.  T.  Age  63.  Fibroma  with 
secondary  carcinomatous  change.  Two  years 
duration.  Excision — ^good  result. 

21.  Peel,  Mrs.  Clarence.  Age  48.  Chon- 
dro-sarcoma  of  left  parotid.  Tumor  removed 
in  1916  first  operation;  1928  second  opera- 
tion; 1930  third  operation. 

DISCUSSION 

Claude  T.  Wolfe,  Louisville:  When  Dr. 

Yates  wrote  me  requesting  that  I open  the  dis- 
cussion on  his  papei(  it  was  only  after  much 
hesitation  that  I consented.  I have  always  been 
willing  to  refer  patients  with  malignant  tumors 
of  the  jaw  to  oral  surgeons  or  the  Roentgen- 
ologist, and  when  I look  back  at  the  compara- 
tively few  cases  I have  seen  I hesitate  to 
criticize  myself  in  this  respect  as,  with  few  ex- 
ceptions, the  results  obtained  were  quite  dis- 
couraging. 

Dr.  Yates  has  shown  no  hesitancy  in  attacking 
these  new  growths,  and  while  in  the  majority 
of  instances  he  has  been  unable  to  rid  the  in- 
dividual of  all  traces  of  their  presence,  he  is 
to  be  congratulated  upon  his  efforts. 

In  my  experience,  new  growths  of  the  jaws 
are  uncommon  but  their  infrequency  should  in 
no  way  lessen  our  responsibility.  It,  therefore, 
behooves  us  to  get  all  the  information  we  can 
on  these  tumors. 

The  effective  treatment  of  malignancy  as 
observed  in  my  line  of  endeavor  comes  rarely 
except  in  its  early  recognition.  This  point  is 
particularly  stressed  by  the  essayist.  On  the 
contrary  early  malignancy  is  difficult  to  diag- 
nosticate. 

While  research  workers  everywhere  are  put- 
ting forth  their  greatest  efforts  to  discover  the 
cause  of  malignant  disease,  their  results  so  far 
are  disappointing.  It  therefore,  is  obligatory  on 
the  part  of  the  surgeon  and  the  Roentgenologist 
to  carry  on  until  the  cause  is  isolated  and  a 
specific  found. 

Medical  literature  cites  many  cases  of  sar- 
coma that  are  directly  attributable  to  trauma, 
and  the  essayist  gives  it  credit  as  an  important 
etiological  factor.  I am  wondering  if  the  types 
or  degrees  of  trauma  can  be  classified  in  any 
v;ay  so  as  to  enable  us  to  prognosticate  the 
probability  of  the  occurrence  of  a sarcoma? 

The  essayist  in  summarizing  his  points  of 
diagnosis  omitted  several  symptoms  which  I 
have  noted,  e.  g.,  enlargement  of  the  cervical 
glands  and  cachexia  in  advanced  stages.  In  the 
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differential  diagnosis,  syphilis  and  tuberculosis 
should  always  be  eliminated. 

I feel  that  all  of  us  have  profited  by  this 
most  excellent  and  beautifully  written  paper. 
To  attempt  to  discuss  it  further  wbuld  be  su- 
perfluous and  but  repetition,  as  the  subject  has 
been  covered  in  a most  thorough  manner. 

Wm.  P.  Drake,  Bowling  Green;  Most  of  the 
tumors  of  the  nose  and  jaw  that  are  malignant 
are  sarcomatous  in  character.  We  do  not  know 
a great  deal  about  the  cause  of  cancer  at  pres- 
ent. The  theory  of  heredity  seems  to  have  been 
more  or  less  exploded;  nevertheless,  I am  in- 
clined to  believe  that  it  plays  a most  important 
part.  Irritation  is  supposed  to  be  a considei’- 
able  factor  but,  on  the  other  hand,  if  that  were 
true,  most  of  us  would  have  developed  cancer 
from  shaving.  I think  malignant  growths  are 
simply  inborn — a process  of  evolution  as  it 
were.  If  we  can  cut  off  the  tails  of  rats  and 
finally  breed  rats  without  tails,  why  can  we 
not  by  some  process  establish  an  immunity  to 
cancer  in  human  beings  that  will  pass  from 
parents  to  children?  We  cannot  get  around 
evolution. 

One  thing  that  I think  is  rather  important 
in  connection  with  tumors  of  the  jaw  is  that 
they  should  never  be  opened  for  the  purpose 
of  obtaining  sections  for  microscopical  examina- 
tion unless  the  patient  consents  to  immediate 
operation;  in  fact,  some  authorities  say  it  should 
never  be  done;  that  we  should  go  ahead  and 
operate  and  then  make  sections. 

Another  thing,  we  should  not  be  misled  in  our 
diagnosis  by  enlargement  of  the  gums  during 
gestation.  There  is  apt  to  be  considerable  en- 
largement of  the  gums  during  that  period  which 
if  we  are  not  careful  may  be  mistaken  for  a 
malignant  condition. 

R.  W.  Bledsoe,  Covington : If  I had  heard 

only  this  one  paper  I would  have  felt  that  I had 
been  fully  justified  in  coming  down  here  to  at- 
tend this  meeting. 

The  conditions  upon  which  the  essayist  has 
so  ably  elaborated  are  not  commonly  met  with, 
and  having  heard  his  paper  will  certainly  stand 
us  in  good  stead  in  the  future  when  we  run 
across  such  cases. 

I am  particularly  interested  in  the  subject 
because  of  a case  which  recently  came  under 
my  observation  in  a woman,  47  years  old,  whom 
I first  saw  some  four  or  five  years  ago,  at 
which  time  she  gave  a history  of  having  had  a 
right  lower  wisdom  tooth  extracted  some  eight 
years  previously,  and  at  the  site  of  the  tooth 
there  had  developed  a considerable  mass  which, 
however,  had  not  broken  down ; there  was  no 
suppuration.  A dentist  had  x-rayed  her  and 
found  the  mass  and  asked  me  to  look  at  the 
picture.  It  so  happened  that  I had  known  the 
patient  since  girlhood;  therefore,  after  the 
dentist  had  thoroughly  curetted  the  mass  I had 
her  come  to  see  me.  There  was  a big  hole  in 


the  inferior  maxilla  on  the  right  side  which  ap- 
peared to  be  healing  up  all  right.  I did  not 
see  her  again  until  about  a week  ago,  when  she 
came  to  my  office  with  a history  of  having  gone 
from  doctor  to  doctor  in  Covington  and  Cin- 
cinnati, and  each  successive  one  scared  her  more 
than  the  preceding  one.  One  wanted  to  take 
out  her  jawbone;  another  wanted  to  do  this 
and  another  that;  one  said  it  was  malignant 
and  the  other  said  it  was  not.  Upon  the  advice 
of  an  acquaintance  she  had  gone  to  Nashville 
and  sonie  doctor  there  had  curetted  the  whole 
thing  out  and  promised  her  a complete  recovery. 
I am  wondering  whether  it  is  going  to  be  a com- 
plete recovery  or  complete  recurrence.  I be- 
lieve she  will  eventually  end  up  in  Dr.  Yates’ 
hands.  Before  she  was  operated  upon  the  last 
time  her  jaw  extended  far  out  and  the  mass  on 
the  inside  pressed  the  gum  beyond  the  median 
line  so  that  it  was  difficult  for  her  to  eat.  All 
the  teeth  on  that  side  are  out — both  upper  and 
lower.  At  the  present  time  she  can  eat  well 
enough  but  there  is  quite  a hole  in  the  inferior 
maxilla,  with  a small  sinus  not  larger  than  a 
lead  pencil. 

A.  L.  Bass,  Louisville : I would  like  for  the 

essayistl  in  closing  to  discuss  the  value  of  the 
x-ray  and  radium  in  the  treatment  of  malignant 
conditions  of  the  jaw. 

Wm.  P.  Drake,  Bowling  Green:  Just  one  more 
word.  Radical  as  it  may  sound,  I am  convinced 
that  non-malignant  tumors  or  growths  never 
become  malignant,  regardless  of  any  operation 
or  manipulation;  if  they  are  not  malignant  in 
the  beginning  they  do  not  become  so. 

E.  C.  Yates,  (in  closing)  : I wish  to  thank  you 
gentlemen  for  your  kind  discussions  of  this 
paper.  As  regards  Dr.  Bass’  question  as  to  the 
use  of  x-ray  and  radium  in  the  treatment  of 
malignant  tumors  of  the  jaw  I might  state  that 
various  opinions  have  been  offered  as  to  the 
results  obtained  by  such  treatment.  We  know 
in  general  that  the  more  cellular  the  structure 
of  the  tumor,  the  more  sensitive  it  is  to  radium. 
Various  radium  collars  and  other  applicators 
have  been  devised  for  application  to  these  tumors. 
In  general  the  opinion  is,  however,  that  the 
x-ray  and  radium  treatment  is  mostly  palliative. 

As  regards  the  statement  that  a benign  tu- 
mor never  becomes  malignant,  this  is  certainly 
not  borne  out  by  experience.  One  must  remem- 
ber that  although  benignancy  is  the  rule,  malig- 
nancy may  occur.  The  percentage  of  cures  in 
these  cases  of  tumors  of  the  jaw,  particularly 
with  reference  to  the  carcinomatous  group,  is 
approximately  5%.  The  primary  purpose  of 
this  paper  was  to  stress  the  importance  of  early 
diagnosis  and  sufficiently  radical  excision.  We 
are  too  prone  to  get  the  patient  off  the  table 
in  order  to  save  life  at  the  expense  of  doing 
a sufficiently  wide  excision  and  cauterization 
of  the  tumor.  Patients  are  not  uncomfortable 
following  resection  of  the  jaw  if  the  jaws  are 
fixed  in  complete  occlusion  following  excision. 
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LOCAL  TEMPERATURE  STUDIES  IN 
DISEASES  OF  THK  EAR,  NOSE, 
AND  TIIKOAT" 

Karl  N.  Victor,  M.  D. 

Louisville. 

In  tills  paper  1 ^\lU  not  enter  the  subject 
of  tliermoyenesis,  tlie  source  of  body  heat, — 
thermotaxis,  the  regulation  of  body  heat, — nor 
the  subject  of  thermolysis,  heat  dissipation, 
but  only  the  significance  of  local  temperature 
111  diseases  of  the  ear,  nose  and  throat,  and  its 
relationship  to  diagnosis,  prognosis  and  treat- 
ment. 

1 wish  to  mention  :ii  passing  the  variation 
of  the  temperature  in  different  parts  of  the 
body  and  some  factors  physiologically  in- 
fluencing such  variations.  Various  parts  of 
the  body  eliminate  heat  in  amounts  corres- 
ponding to  the  intensity  of  their  metaliolism. 
^Muscle  tissue  is  dassetl  first  then  glandular, 
and  then  nerve  and  connective  tissue.  Heat 
thus  produced  is  transmitted  from  part  to 
part,  the  final  absorbing  medium  being  the 
blood,  but  since  the  blood  cannot  eijualize  the 
temperature  instantaneously,  some  parts  of 
the  body  must  be  warmer  than  others.  For 
example  the  temperature  of  the  skin  near  the 
large  vessels  will  be  higher  than  a part  fur- 
ther removed. 

Fluctuation  of  body  temperature  is  not 
uncommon.  iSonie  of  the  factors  causing  such 
changes  are  age,  sex,  time  of  day,  food,  exer- 
cise, season,  climate,  clothing,  race,  and  of 
course,  various  constitutional  and  local  fe- 
brile conditions. 

In  the  process  of  temiierature  recording  the 
parts  in  relationship  to  the  thermometer  is  ot 
importance,  along  wdth  the  type  of  tissue 
upon  which  the  thermometer  is  placed,  as  well 
as  the  proximity  of  the  thermometer  to  that 
tissue.  For  example,  rectal  temperature  is 
higher  than  oral,  and  the  latter  correspond- 
ingly higher  than  axillary.  Also,  for  obvious 
reasons,  oral  temperature  with  the  mouth 
open  is  lower  than  if  the  mouth  were  closed. 

As  elevation  of  temperature  is  essentially 
due  to  some  inflammatory  condition,  I will 
briefly  review  the  processes  of  inflammation 
and  the  cardinal  symptoms  thereof. 

The  four  cardinal  symptoms  of  inflamma- 
tion are  first ; Calor,  or  increased  heat  due 
to  hyiieremia  and  an  increase  of  the  meta- 
bolic rate.  Second,  rubor,  due  to  increase  of 
circulation,  and  third,  dolor,  which  is  pain 
due  to  hacteria  and  to  the  action  of  bacterial 
toxins  on  the  sensory  nerve  endings,  and  to 
the  pressure  of  increased  blood  sujiply  and 
exudates.  Fourth,  we  have  tumor,  which  is 
caused  again  by  the  increased  amount  of 
blood  to  the  part,  as  well  as  by  exudaTes  and 
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•migratory  cells.  A fifth  cardinal  symptom 
may  be  added,  namely,  loss  or  altered  func- 
tion, and  this  may  be  caused  by  any  of  the 
previously  mentioned  cardinal  symptoms. 

The  general  bod}"  temperature  is  elevated 
if  inflammation  or  infection  is  extensive, 
severe,  or  deeply  seated,  but  in  this  discus- 
sion 1 am  essentially  interested  in  local  tem- 
perature, and  only  in  general  temperature 
ill  a comparative  sense. 

1 might  mention  here  in  passing  that  some 
jiatieuts  because  of  lowered  body  resistance, 
or  because  of  an  overwhelming  infection,  or 
for  some  vague  physiological  reason  do  not 
easily  “make”  general  bod}’  temperatirre, 
although  the  local  infection  may  be  virulent 
and  cause  high  local  fever.  kSucIi  patients 
are  definitely  to  be  taken  into  consideration 
in  this  type  of  study,  and  a history  of  “rare- 
ly having  temperature”  can  often  be  obtain- 
ed from  these  jiatients.  Specific  immunity 
•may  also  play  a part  in  these  types  of  in- 
dividuals. 

Acute  or  chronic  seiitic  conditions  of  the 
aural  and  upper  respiratory  tract,  or  at  any 
site  in  the  body,  causes  heat  to  be  generated, 
and  such  heat  is  passed  on  by  continuity 
or  by  conduction  to  the  surrounding  tissues. 
Since  general  body  temiierature  arises  from 
such  a local  source,  that  is  from  bacteria  or 
bacterial  toxins  from  such  a local  source,  it 
may  logically  be  assumed  that  the  local  tem- 
perature will  be  greater  than  the  general  or 
oral  temperature  due  to  the  extensiveness  of 
the  local  inflammatory  reaction.  There  are 
some  exceptions  to  the  latter  statement  as  in 
severe  streptococcic  and  tetanus  infections 
where  the  primary  portal  of  entry  often 
cannot  be  demonstrated.  These  conditions 
are  so  comparatively  rare,  and  play  such  a 
small  ]iart  in  diseases  of  the  ear,  nose  and 
throat,  that  1 shall  not  consider  them  here. 
The  fact  that  local  fever  at  the  site  of  an  in- 
fection will  ordinarily  be  higher  than  the  oral 
temperature  which  it  causes  .may  hi*  assumed 
to  be  true  not  only  of  th(>  (>ar,  nose  and  throat, 
but  of  any  infected  area  of  the  body  which 
•gives  rise  to  fever,  and  the  same  conclusions 
may  be  drawn  from  the  recoi-ding  of  tem- 
jieratures  of  such  local  areas  of  infection  as 
may  be  drawn  from  th(>  records  of  local  tem- 
peratures in  diseases  of  the  ear.  nose  and 
throat. 

I have  found  the  following  to  be  true  by 
a study  of  the  ear,  nose  and  throat  local  tem- 
peratures in  norma]  ]>atients. 

First,  in  54  norma]  cases  the  average  aural 
temiierature  was  one  dearee  lowm-  than  the 
normal  oral  temperature  of  98.6  degrees  In 
40  normal  cases  the  average  iufraturbinate 
temperature  w a s 2.2  decrees  under  oral 
temperature,  and  in  18  normal  cases  the 
average  intra-antral  temperature  was  2.8 
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degr('(\s  under  oral.  All  temperatures  were 
uiKeu  bilaterially  with  the  exception  of  the 
antral  wtiicli  wnl  be  explau.ed  later.  The 
variation  of  the  above  temperatures  as  men- 
tioned before  may  be  said  to  be  due  chiefly 
to  tlie  nature  of  the  tissue  upon  which  the 
tliermoineter  rests  as  well  as  its  proximity. 
I'emperature  records  of  normal  ethmoids, 
irontals  and  sphenoids  could  only  be  recorded 
by  the  before  mentioned  infraturbiuate 
readings  of  2.2  degrees  below  oral,  in  all 
normal  eases  the  temperature  of  the  inferior 
and  middle  meati  varied  on  the  average  of 
.1  of  a degree,  being  higher  to  that  extent 
in  the  middle  meatus.  Since  this  variation 
was  so  fractional  it  was  essentially  disregard- 
ed, but  its  cause  may  be  said  to  be  due  to  the 
proximity  of  the  thermometer  to  the  tissue, 
and  to  the  fact  that  the  regiou  under  the 
middle  turbinate  is  comparatively  more  vas- 
cular and  more  easily  iiivolvei.1  in  disease 
processes  due  to  the  anatomy. 

The  throat  temperature  un  Icr  normal  con- 
ditions was  found  to  be  equal  to  the  oral 
temperature. 

Just  a few  words  here  as  to  technique.  In 
recording  all  the  temperatures  of  the  ear, 
nose  and  throat,  the  oral  temperature  was 
first  noted.  For  the  recording  of  ear  tem- 
peratures various  size  thermometers  were 
obtained  of  the  rectal  type  varying  from  .17 
to  24  M.  M.  in  circumference.  The  ear  canals 
were  cleaned  and  the  mercury  column  shaken 
ilown  to  95  degrees.  The  thermometer  was 
tlien  placed  as  far  as  possible  into  the  meatus, 
the  bulb  directed  towmrd  the  drum  till  the 
sides  rested  against  the  sides  of  the  external 
auditory  canal.  Essentially  an  air  tight 
chamber  was  formed  between  the  bulb  and 
the  drum.  The  bulb  should  not  rest  on  the 
drum,  neither  should  it  be  too  far  away  from 
the  site  to  be  tested.  For  this  rea.son  various 
sizes  of  bulbs  were  required.  The  thermo- 
meter was  allowed  to  remain  in  place  for  5 
minutes,  both  in  the  ear  canals  and  at  all 
other  sites  to  be  mentioned  later  with  the 
exception  of  the  nose,  where  it  was  left  in 
contact  with  the  tissues  for  10  minutes.  Bi- 
lateral temperatures  of  the  ears  were  always 
taken,  and  of  all  other  parts  wdienever  pos- 
sible. 

As  regards  readings  of  the  nose,  thexmio- 
nieters  of  various  gauges  w’ere  obtained,  so 
whenever  possible  they  could  be  inserted 
under  the  middle  and  inferior  turbinates 
after  being  dei)i-essed  to  93  degrees. 

Intra-antral  records  were  obtained  in  those 
cases  which  had  made  a complete  recovery 
following  acute  or  chronic  maxillitis,  such 
recoveries  being  proven  by  x-ray  as  well  as 
by  clinical  examination,  and  from  antra  dur- 
iinr  active f diseased  conditions.  In  the  ca.ses 
wdiere  a.  window  (opening  had  been  made 


through  the  inferior  meatus,  the  thermometer 
was  inserted  tlirough  this  opening.  In  other 
cases  the  tliermoineter  was  inserted  through 
a cannula  following  a puncture  for  irrigating 
jiurposes,  while  in  a few  cases  it  was  possible 
to  insert  a narrow’  thermometer  into  the 
antrum  through  the  cavity  left  by  the  extrac- 
tion of  a tooth. 

It  was  thought  satisfactory  to  study  in- 
creases of  temperature  which  were  due  to 
frontal,  ethmoidal  and  sphenoidal  disease  by 
merely  taking  the  infraturbiuate  readings, 
especially  since  this  seemed  the  only  method 
possible. 

As  regards  the  temperatures  of  the  throat, 
and  here  1 refer  essentially  to  tonsillar  and 
liharyngeal  infections,  the  thermometer  was 
])laeed  in  close  relationship  to  the  tonsils 
whenever  present, — either  into  the  substance 
of  tlie  tonsils,  between  the  lobes,  or  between 
the  anterior  pillar  and  the  tonsil,  and  with 
the  mouth  tightly  closed.  Essentially  the 
thernionieter  was  placed  in  close  relationship 
to  the  noted  pathology  or  the  part  to  be 
tested. 

In  febrile  conditions  other  than  of  ear, 
nose  and  throat  origin  the  thermometer  'read- 
ings of  the  ear,  nose  and  throat  will  be  in  the 
normal  ixroportion  to  the  oral  temperature 
as  before  stated.  For  illustration,  if  a pa- 
tient has  an  acute  attack  of  appendicitis  wdth 
fever  of  103  degrees  and  with  a normal  ear, 
nose  and  throat,  the  aural  temperature  wdll 
l)e  102  degrees,  one  degree  low'er  than  oral; 
the  infraturbinate  temperature  100.8,  or  2.2 
degrees  low’er  than  oral ; the  intra-antral  tem- 
perature 100.2  degrees  or  2.8  degrees  low’er 
tlian  oral,  while  the  throat  or  tonsillar  read- 
ings will  be  the  same  as  the  mouth,  namely 
103  degees. 

Let  me  state  again  that  this  paper  is  only 
of  a general  comparative  nature.  Not  a great 
amount  of  clinical  material  was  available, 
and  little  literature  could  be  found  related 
to  this  subject.  No  miraculous  claims  are 
made  for  the  thought  as  presented.  The  pur- 
pose is  only  to  draw  attention  to  xvhat  is 
thought  to  be  a rather  new  application  of  an 
old  diagnostic  instrument — the  thermometer, 
and  to  Avhatever  aid  it  may  have  in  the  diag- 
nosis, prognosis  and  treatment  of  ear,  nose 
and  throat  conditions. 

Various  handiicapVs  -vvere  encountered  ^s 
obtaining  different  sizes  of  thermometers; 
suitable  clinical  cases,  and  whenever  such  a 
suitable  case  presented  itself  from  a stand- 
point of  proven  diagnosis,  it  was  not  always 
possible  to  properly  insert  the  thermometer 
so  as  to  obtain  proper  and  correct  readings. 

It  w’as  found  that  the  use  of  adrenalin  or 
ephedrine  under  the  middle  of  inferior  tur- 
binates before  the  insertion  of  the  thermo- 
meter caused  a lowering  of  the  readings  oh- 
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tained,  so  all  records  were  kepi  only  of  those 
cases  where  a thermometer  could  be  placed 
uito  the  middle  or  iiifenor  meatus  without 
first  shrinking  the  turbinates. 

Masai  temperature  was  found  to  be  closely 
related  to  nasal  respiration  which  in  turn  is 
dependent  on  the  width  and  length  of  the 
nasal  duct,  also  on  the  size  and  form  of  the 
turbinates,  the  position  of  the  nasal  septum, 
and  on  the  size  of  the  naso-pharynx.  in  per- 
sons having  impaired  nasal  respiration  the 
nasal  temperature  was  found  to  be  elevated, 
even  equal  to  oral,  tlie  degree  of  elevation 
depending  upon  the  extent  and  nature  of  the 
obstruction. 

The  irritation  caused  by  the  introduction 
of  the  thermometer  into  the  healthy  ear,  nose 
and  throat  is  to  be  considered  as  the  thermo- 
meter will  of  course  act  as  a foreign  body 
and  in  itself  cause  some  inflammatory  reac- 
tion and  therefore  increase  in  temperature 
which  1 know  of  no  definite  way  to  record. 
The  amount  of  this  inflammatory  reaction 
will  be  very  slight  due  to  the  short  time  the 
thermometer  is  left  in  place,  and  therefore 
only  fractional  elevations  of  thermometer 
readings  will  result,  which  may  be  eliminated 
from  consideration.  In  adddion,  the  eleva- 
tion brought  about  from  this  cause  will  be 
bilaterally  equal. 

With  your  indulgence,  1 shall  go  briefly 
into  a more  detailed  practical  clinical  aspect 
of  the  application  of  the  ideas  as  presented. 

First,  we  shall  consider  the  ear.  Thirty- 
eight  cases  of  various  types  of  ear  diseases 
were  studied  in  relationship  to  temperature, 
of  which  several  typical  cases  will  be  cited. 

In  the  first  case  the  patient  presented  her- 
self with  a typical  case  of  acute  purulent 
otitis  media,  with  impaired  hearing,  pain, 
and  a red  bulging  tympanic  membrane  on 
the  right.  The  oral  temperature  was  102 
degrees.  The  right  ear  temperature  was 
102.8  degrees  and  the  left  ear  101  degrees. 
The  nasal  and  throat  temperatures  were  in 
their  normal  ratio  to  the  oral.  This  of  course, 
is  a typical  ease  where  a myringotomy  was 
performed  with  prompt  recovery.  Many 
cases  are  not  so  outstandingly  tyi)ical,  and  in 
such  doubtful  cases  the  aural  temperature 
may  play  a large  part  in  the  diagnosis  and 
prognosis,  and  therefore  in  the  nature  of  the 
treatment. 

The  second  case  is  that  of  a child  u])on 
whom  a simple  bilateral  mastoidectomy  was 
performed  following  acute  bilateral  otitis 
media.  The  oral  temperature  at  the  time  of 
operation  was  104  degrees.  The  right  ear 
temperature  was  104.6  and  the  left  104.8.  On 
the  foiirth  post-operative  day  the  oral  read- 
ing was  99  degrees,  the  right  ear  98.8  and  the 
left  99  degrees,  with  the  general  condition 
of  the  patient  satisfactory.  On  the  eight  post- 


operative day  the  oral  temperature  was  sud- 
denly elevated  to  105  degrees  with  chills. 
lUood  ( ultures  were  at  once  obtained  but  the 
I’fisults  were  necessarily  delayed  twenty-four 
hours.  The  other  usual  diagnostic  procedures 
were  resorted  to,  among  them  being  the 
t^ueckenstedt  test  which  was  negative.  At 
tne  same  time  this  test  was  done  the  mouth 
temperature  was  105  degrees,  the  right  aural 
105.8  and  the  left  104.3  degrees.  While  1 
lelt  certain  from  this  temperature  record 
tliat  1 was  dealing  with  complications  in  the 
i-jght  ear  and  mastoid,  the  patient  was  symp- 
tomatically treated  for  twelve  hours  and  at 
Uiat  time  the  Queckenstedt  repeated.  The 
test  was  now  positive  on  the  right,  and  a 
secondary  operation  was  done  at  oncd.  A 
large  clot  was  removed  from  the  right  lateral 
sinus. 

Here  the  value  of  the  temperature  readings 
was  unquestionable,  and  showed  the  site  of 
disease  extension  before  the  positive  Queck- 
cnstedt  was  obtained.  This  was  likely  due  to 
I lie  fact  that  at  the  time  of  the  fii’st  spinal 
manometer  test  only  a partial  occlusion  of 
I he  vessels  of  a phlebitis  existed  which  gave  no 
ajipreciable  difference  in  the  manometer 
readings,  yet  by  the  extension  of  the  inflam- 
matory process  caused  increased  local  heat. 

The  third  case  was  one  of  typical  right 
acute  luirulent  otitis  media.  The  mouth  tem- 
perature was  101,  the  right  aural  101.6  and 
ilie  left  100.2  degrees.  The  nasal  and  throat 
temperatures  were  in  the  normal  proportion 
to  the  oral.  The  left  drumhead  was  normal, 
the  right,  red  and  bulging.  A myringotomy 
was  at  once  performed  on  the  right,  followed 
by  })rofuse,  purulent  drainage.  The  drain- 
age gradually  subsided  till  the  sixth  day,  at 
which  time  the  ear  canal  wms  only  slightly 
moist,  the  perforation  healing,  the  oral  tem- 
perature 99  degrees,  the  right  ear  98.6  and 
1 be  left  98.2.  On  the  twelfth  day  the  oral 
lemperature  was  103  degrees.  The  ear  was 
dry  and  the  perforation  healed,  although 
I he  drum  was  slightly  pinkish,  but  not  bulg- 
ing, and  had  not  regained  its  normal  lustre. 
The  question  of  re-involvement  of  the  ear 
and  mastoid  arose.  The  temperatures  of  the 
<>ars  were  now  taken  and  compared  to  the 
oral  temperature  of  103  degrees.  The  right 
( ar  was  102.2  and  the  left  102.1,  approxi- 
mately one  degree  under  mouth  temperature. 
Therefore,  I felt  no  ear  complications  existed 
in  this  case.  A laxative  Avas  given  and  the 
following  day  the  aural  and  oral  temperature 
readings  were  normal. 

In  this  case  it  would  have  been  logical  to 
assumo  re-involvement  of  the  infected  ear, 
but  this  was  ruled  out  in  part  by  the  tem- 
lierature  findings.  Had  the  aural  tempera- 
ture equaled  or  exceeded  the  oral,  ear  disease 
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would  have  been  deemed  present  and  ade- 
(luate  surgical  treatment  instituted. 

Dr.  13.  i\l.  Becker  in  the  Ai-ehives  ol  Oto- 
laryngology, vol.  11,  No.  2,  Feb.,  1!)3U,  says: 
“in  acute  ear  disease  with  or  without  con- 
stitutional pyrexia  ear  temperature  equals 
or  exceeds  mouth  temperature.”  “There- 
iore,  if  aural  temperature  equals  or  exceeds 
oral  temperature,  we  are  dealing  witli  ear 
disease.  ’ ’ 

Obviously,  in  non-inflammatory  diseases  of 
the  ear,  temperature  readings  have  no  signi- 
ficance. The  entire  idea  of  the  value  of  local 
temperature  is  foiuuled  upon  tlie  heat 
caused  by  the  local  inflammatory  reaction 
which  is,  of  course,  not  present  in  non-in- 
flamhiatory  conditions. 

A case  of  chronic  catarrhal  otitis  media 
showed  oral  temperature  of  98.6,  with  ear 
temperature  of  98.5  on  the  affected  side  and 
97.6  on  the  normal  side. 

A case  of  chronic  punilen!'  otitis  media  of 
years  duration  showed  oral  temperature  of 
99  degrees,  a temperature  of  9&.8  in  the  dis- 
eased ear,  and  98  in  the  normal  ear. 

Another  similar  case  of  (dironic  purulent 
otitis  media  showed  oral  temperature  of  98.8 
degrees,  right  diseasetl  oar  99  ami  left  normal 
ear  97.6  degrees. 

It  may  be  said  that  in  chronic  conditions 
of  the  middle  ear  in  which  there  are  marginal 
perforations  of  the  drum  showing  bony  in- 
volvement, the  aural  temperature  is  slightly 
higher  than  in  chrcui.  conditions  of  the 
middle  ear  showing  central  perforations. 

It  must  be  mentioned  in  passing  that  there 
are  various  conditions  of  the  external  ear  and 
canal  as  well  as  of  the  tympanic  mcml)rane 
which  will  cause  the  aui-ai  temperature  to 
(Hpial  or  exceed  the  mouth  temperature. 
However,  such  conditions  as  erysipelas  of  the 
external  ear  and  canal,  furunculosis,  myrin- 
gitis, and  various  foions  of  trauma,  which 
would  increase  the  aural  temperature  by 
causing  inflammation,  are  usually  easily  diag- 
no.sed,  and  may  therefore  be  eliminated  as 
factors  confusing  the  interpretation  of  the 
temperature  readings. 

We  ma.v  say  generally  that  prognosis  and 
severity  have  a definite  relationship  to  the 
ratio  between  aural  and  oral  tem))erature 
reading's  within  normal  limit.-i.  The  greater 
the  aural  over  the  oral  tem])erature  the 
graver  the  progno.sis  and  the  more  acute  the 
condition. 

I cannot  be  definite  about  this  latter  state- 
ment as  my  ol)servations  do  not  extend  over 
a sufficient  period  of  time,  nor  have  sufficient 
number  of  cases  been  studied,  but  I do  feel 
in  a general  way  that  the  most  severe  cases 
showed  a greater  variation  in  oral  and  aural 
temperatures,  except  in  those  eases  of  a defi- 
nite chronic  nature,  which  could  be  classified 
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as  of  a dangerous  type,  but  which  showed 
oidy  slight  temperature  variations.  However, 
if  such  a chronic  case  became  acute  the  tem- 
perature ratio  greatly  increased. 

in  passing  1 woidd  like  to  call  attention 
to  the  fact  that  the  thermometer  may  be 
placed  in  the  post -operative  mastoid  wound 
directly  whenever  complications  are  suspect- 
ed. My  clinical  experience  along  these  lines 
has  not  been  extensive  enough  to  merit  re- 
port. It  seems  logical  though,  that  much 
valuable  information  could  be  derived  from 
this  source. 

As  stated  before,  teiiqierature  readings  of 
the  throat,  that  is  with  the  thermometer  in 
contact  with  the  tonsil  or  part  to  be  tested, 
are  norniall}’  the  same  as  oral,  using  the  tech- 
nique previously  described.  Forty-two  cases 
of  tonsillar  and  pharyngeal  infections  of  va- 
rious types  were  studied.  In  tonsillar  and 
liharyngeal  infections,  readings  varied  from 
.1  to  .4  of  a degree  liigher  than  oral.  The 
more  acute  the  case  the  greater  the  variation, 
and  here  again  1 feel  the  greater  the  ratio 
the  more  serious  in  eveiy  way  the  infection. 

The  temperature  findings  of  the  throat  seem 
of  some  value  and  importance  :n  the  deter- 
mination of  “low-grade”  infections,  chronic 
in  nature,  and  in  the  diagi:  jsis  of  ‘ ‘ border- 
line” cases. 

1.  M.  Krukower,  in  the  Aug. -Sept.,  1929 
issue  of  the  Monatschr.  f.  Oiirenh.  (Monthly 
Journal  of  Diseases  of  the  Far)  has  studied 
a series  of  70  sinus  cases.  He  states  that 
the  severity  of  the  infection  is  directly  pro- 
jiortional  to  the  intra-nasal  temperature,  and 
the  duration  inversely  proportional.  Krukower 
finds  the  average  normal  nasal  temperature 
taken  under  the  middle  and  inferior  tur- 
binates to  be  97  degrees  or  .6  of  a degree 
higher  than  my  average.  Geographical  and 
racial  factors  may  play  a i)art  in  this  dif- 
ference, as  well  as  difference  in  the  methods 
of  insertion  of  the  thermometer,  along  with 
the  various  other  factors  influencing  body 
temperature  as  previously  mentioned.  Kru- 
kower also  finds  no  aifference  between  the 
temperatures  in  the  middle  and  inferior 
meati,  whereas  my  findings  vary  on  the 
average  of  .1  of  one  degree. 

The  infraturbinate  temperature  as  stated 
before  was  found  normally  2.2  of  a degree 
under  oral  temperature,  or  96.4  considering 
98.6  to  be  the  normal  oral  reading.  Tn  this 
series  of  28  cases  various  types  of  nasal  and 
sinus  diseases  were  studied.  From  the  data 
obtained  from  these  studies  1 have  concluded 
that  in  sinus  disease  as  well  as  in  diseases  of 
the  nasal  passages,  the  normal  ratio  betAveen 
the  oral  and  nasal  temperatures  is  altered, 
the  nasal  temperature  more  closely  approach- 
ing the  oral,  the  nasal  temperature  being 
higher  on  the  side  involved  or  the  side  more 
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acutely  involved.  1 think  the  same  state- 
ment in  relationship  to  the  temperature 
ratio  holds  good  here  as  in  the  ear  and  throat, 
as  in  acute  sinus  and  nasal  cases  the  infra- 
turbinate temperature  is  greater  in  compari- 
son to  the  oral  temperature  than  in  chronic 
cases,  although  this  is  also  dependent  upon 
the  degree  of  severity  of  the  infection,  speci- 
fic immunity  or  resistance,  duration,  and  to 
the  amount  and  type  of  inflammatory  reac- 
tion. I wish  to  add  here  that  the  results  of 
comparative  temperature  studies  of  the  sinu- 
ses and  nasal  passage  do  not  give  as  much 
definite  information  as  obtained  by  similar 
studies  in  relationship  to  the  ear. 

No  records  for  obvious  reasons,  were  kept 
of  direct  temperature  readings  of  the  un- 
operated sphenoids,  frontals  and  ethmoids, 
and  in  addition  turbinate  records  seemed  to 
give  the  desired  information.  It  is  however, 
possible  to  record  readings  of  these  sinuses 
directly  by  placing  the  thermometer  in  their 
cavities  following  surgical  procedures  which 
will  allow  for  the  introduction  of  the  thermo- 
meter. 

In  closing  I wish  to  give  the  temperature 
findings  in  several  different  types  of  sinus 
diseases  which  have  come  under  my  observa- 
tion. 

The  first  case  is  one  of  acute  right  frontal 
and  ethmoidal  sinusitis.  The  ora]  tempera- 
ture was  101.  The  right  middle  infratur- 
binate temperature  was  100.2  and  the  left 
98.8  degrees.  The  readings  under  the  inferior 
turbinate  were  .2  of  a degree  under  the  mid- 
dle meati  records. 

The  second  case  was  one  of  chronic  right 
ethmoiditis.  The  oral  temperature  was  98.8. 
The  right  infraturbinate  temperature  in  the 
middle  meatus  was  97.4  and  the  left  96.4  de- 
grees. The  inferior  meati  records  were  .1 
of  a degree  under  the  respective  middle  meati 
temperature. 

The  third  case  was  one  of  acute  left  maxil- 
litis  with  oral  temperature  of  102  degrees. 
The  left  middle  infraturbinate  was  101,  and 
the  right  imiddle  linfraturbinate  99.7.  In 
this  case  the  temperature  under  the  left  in- 
ferior turbinate  was  the  sam:  as  under  the 
left  middle  turbinate,  while  the  readings  of 
the  right  inferior  meatus  was  .1  of  a degree 
lower  than  that  of  the  right  middle  meatus. 

The  last  case  is  one  diagnosed  as  chronic 
left  maxillitis,  and  in  which  a window  open- 
ing was  made  into  the  antrum  through  tlie 
medial  antral  wall  in  the  inferior  meatus. 
The  temperatures  before  iiTigation  anrl  treat- 
ment were  as  follows:  Oral  99  degrees.  Left 
middle  infraturbinate  97,2.  Right  middle 
infratnrbinate  96.8.  Intraantral  left  97.  The 
temperatures  undei'  the  inferior  turbinates 
were  .1  of  a degree  low(‘v  iha?)  the  I'eadings 
taken  under  the  re.S]>eetive  middle  turbinates. 


Following  treatment  and  full  recovery,  the 
temperature  readings  were  as  follows  :Oral 
98.8  degree.s.  Left  middle  infraturbinato 
96.6.  Right  middle  iufraturbinate  96.4. 
Intraantral  left  95.9,  and  the  temperatures 
under  the  inferior  turbinates  were  the  same 
as  those  of  the  respective  middle  meati. 

In)  all  the  various  sinus  cases  in  which 
there  was  no  involvement  of  the  eairs  or 
throat,  the  temperature  of  these  latter  i>arts 
were  in  their  normal  ratio  to  the  oral  tem- 
perature. 

In  conclusion  I wish  to  mention  that  espe- 
cially in  ear,  nose  and  throat  conditions  it  is 
conceivable  that  the  variation  of  the  tem- 
perature ratios  between  the  mouth  and  the 
local  diseased  area  during  the  course  of  that 
disease  will  give  some  information  as  to  the 
progress  of  the  infection  or  its  cure. 

I wisl'^  this  paper  to  be  considered  only 
in  the  nature  of  a preliminary  report.  Much 
data  is  still  to  be  obtained  and  studied  in 
relationship  to  symptoms,  diagnosis  and 
course,  and  to  the  .specific  case  in  all  its  va- 
rious aspects  before  definite  statements  can 
be  made,  and  conclusions  drawn.  I trust  that 
the  rather  few  incomplete  facts  brought  out 
may  add  a bit  to  our  present  knowledge  of 
ear,  nose  and  throat  diseases,  and  he  of  some 
value  in  diagnos’s 

DISCUSSION 

Walter  Dean,  Louisville:  Dr.  Victor’s  paper  is 
very  practical  and  its  result.s  may  be  far  reach- 
ing. If  for  instance  in  a double  mastoiditis, 
there  arises  thrombophlebitis  of  the  lateral  sinus 
of  the  intra-venous  type,  we  must  positively 
diagnose  which  side  is  affected.  This  has  here- 
tofore been  most  difficult.  Difficult  because 
both  lateral  sinuses  look  normal  externally  and 
because  the  Queckenstedt  Test  is  not  invariably 
indicative  or  reliable.  The  proper  decision  may 
mean  the  life  of  the  patient.  If  the  relative 
temperatures  of  the  two  uncapped  sinuses,  as 
Dr.  Victor  suggested,  can  designate  the  infected 
vein,  an  invaluable  contribution  has  been  made 
to  otology  and  I welcome  the  suggestion. 

Practitioners  unskilled  in  the  interpretation 
of  drum  pictures  may  find  a solution  in  aural 
temperature.  So  may  we  in  latent  empyema  of 
the  mastoid  antrum  in  infants  whose  drum  and 
mastoid  aponeurosis  offer  no  clue  to  the  under- 
lying pathology.  Although  this  subject  is  quite 
new  to  me,  I expect  to  pursue  the  matter  and 
to  congratulate  Dr.  Victor  for  his  ingenuity. 

S.  B.  Marks,  Lexington:  I wish  to  congrat- 

ulate Dr.  Victor  upon  the  work  Tie  is  doing. 
In  this  comparatively  brief  preliminary  report 
he  has  furnished  us  with  a very  valuable  diag- 
nostic aid  in  some  of  these  obscure  conditions 
that  we  see,  particularly  about  tne  ear. 

H.  G.  Reynolds  Paducah:  I wish  to  con- 

gratulate Di'.  Victor,  or  any  other  young  man 
who  proceeds  to  work  out  something  that  older 
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and  busier  men  cannot  find  the  time  for.  It  is 
such  things  as  this  that  mark  the  progress  of 
knowledge  in  our  specialty. 

Dr.  Victor  referred  to  the  Queckenstedt  test 
which  we  have  all  been  using.  The  first  two  or 
thiee  times  I used  .t  I was  convinced  that  it 
was  the  finest  thing  in  the  world.  I had  three 
cases  of  sinus  thrombosis  in  which  it  proved  to 
be  absolutely  accurate.  During  the  past  winter, 
however,  a child  nine  years  old,  came  under  my 
O'bservation  with  an  ear  condition  following 
influenza  which  proceeded  finally  to  a mastoid 
for  which  we  operated  on  iiim.  A few  days 
later  the  child  had  a convulsion  and  the  ques- 
tion arose  as  to  the  cause  of  the  trouble.  A 
Quackenstedt  test  was  made  and  showed  positive 
involvement  of  the  lateral  sinus.  We,  however, 
were  unimpressed  and  we  did  not  believe  the 
sinus  involved.  The  child  improved  somewhat, 
and  a consultation  a few  days  later  did  not 
throw  any  light  on  the  subject.  Finally,  how- 
ever, the  child’s  condition  reached  a point  where 
something  had  to  be  done,  so  we  gave  him  a 
blood  transfusion  ana  then  exposed  the  lateral 
sinus  and  found  it  to  be  perfectly  healthy. 
Finally  we  located  .'.  temporal  abscess  which 
we  opened  up  and  the  child  died  in  two  or  three 
days. 

I happened  to  be  in  Memphis  a few  weeks 
ago  and  heard  someone  ask  Dr.  Euttin  his 
opinion  of  the  Queckenstedt  test  and  he  said 
you  are  apt  to  have  too  many  diff.  rent  positions 
to  absolutely  rely  upon  it. 

I do  not  wish  to  be  misunderstood.  There 
are  times  when  a Queckenstedt  test  is  in  order 
and  is  possibly  a valuable  adjunct  in  conjunction 
with  other  diagnostic  measures  in  arriving  to  a 
conclusion  as  to  what  to  do. 

Octavus  Dulaney,  Louisville:  Dr.  Victor  has 
given  us  a very  valuable  and  practical  paper. 
In  the  frequent  cases  of  bilateral  involvement 
that  we  see,  where  complications  arise,  I think 
his  system  of  temperature  findings  may  be  of 
veiy  great  value  in  establishing  which  side  is 
causing  the  trouble. 

The  Queckenstedt  test  is  not  reliable  in  all 
cases.  I certainly  wish  to  congratulate  Dr. 
Victor  upon  the  thorough  study  he  has  given 
the  subject,  and  we  should  back  him  up  in  it 
by  making  some  study  ourselves. 

R.  W.  Bledsoe,  Covington:  I would  like  Dr. 

Victor  to  tell  us  in  his  closing  discussion  whether, 
in  taking  the  temperature  of  the  canal  of  the 
ear  he  makes  it  a closed  cavity  by  packing  it. 

Wm.  P.  Drake,  Bowling  Green:  Dr.  Victor 

has  given  us  something  that  appears  to  be  very 
practical;  we  always  have  temperatures  to  deal 
with  in  various  conditions  about  the  ear.  I 
have  two  cases  of  mastoid  trouble  under  ob- 
.servation  that  are  very  interesting  to  me.  One 
of  them  came  to  me  six  or  eight  weeks  ago 
with  a typical  "history  of  chronic  di.-^charge,  etc., 
and  operation  was  advised  and  carried  out.  Five 


or  six  days  later,  the  patient  had  chills  and 
elevation  of  temperature.  In  .nopping  out  the 
patient’s  throat  I noticed  that  the  jaw  was 
very  tender  and  soon  discovered  that  we  had 
to  deal  with  a furunculosis  which  was  treated 
and  the  temperature  dropped  to  normal.  Several 
weeks  later,  when  the  ear  had  completely  healed, 
with  no  discharge  whatever,  he  came  back 
again  with  a furunculosis,  with  chills  and  eleva- 
tion of  temperature.  I mention  this  case  to  il- 
lustrate that  sometimes  what  we  may  think  is 
a sinus  thrombosis  may  be  due  to  a furunculosis. 

The  cases  which  give  me  most  concern  are 
those  which  show  chronic  elevation  of  tempera- 
ture. We  know'  that  a patient  with  a low-grade 
infection  of  the  throat  or  tonsils  will  run  a 
chronic  mild  elevation  of  temperature,  but  i 
am  convinced  that  many  of  these  cases  are  of 
tuberculous  origin.  I have  seen  a considerable 
number  of  such  cases,  several  of  which  I re- 
ferred to  Louisville  men  who  recommended  re- 
moval of  the  tonsils  with  happy  results.  I do 
not  think  removal  of  the  tonsils  is  always  con- 
traindicated in  the  presence  of  tuberculosis;  in 
fact,  I feel  that  we  sometimes  get  better  results 
by  removing  them.  I recall  one  case  in  par- 
ticular that  I had  under  observation  for  quite 
a while  and  finally  found  tubercle  bacilli  in  his 
sputum  and  sent  him  to  Louisville  for  thorough 
examination  at  the  Tuberculosis  Sanatorium. 
Dr.  Turner  reported  back  to  me  that  if  I had 
not  told  him  I had  found  tubei^cle  bacilli  in  his 
sputum,  he  would  have  said  that  the  man  showed 
very  little  evidence  of  tuberculosis.  His  tonsils 
were  removed  and  he  was  kept  in  bed  for  sev- 
eral months  and  made  a complete  recovery. 

Karl  N.  Victor,  (inclosing)  : In  reply  to  Dr. 

Dean’s  question  concerning  the  relationship  of 
otitis  media  in  infants  to  intestinal  conditions, 
I wish  to  say  that  I feel  that  ear  temperatures 
give  valuable  information.  In  such  types  of 
cases  mouth  temperature  may  be  normal,  yet 
if  any  inflammatory  condition  exists  in  the  mid- 
dle ear,  regardless  of  its  relationship  to  in- 
testinal conditions,  this  inflammatory  reaction 
will  bring  about  an  elevation  in  aural  tempera- 
ture findings.  Any  infection  in  the  middle  ear 
will  cause  inflammatory  reaction  and,  therefore, 
temperature  elevation. 

It  is  interesting  to  note  the  advantages  of 
ear  temperatures  in  the  hands  of  a physician 
noT  in  the  habit  of  diagnosing  ear  conditions, 
or  one  not  even  having  an  ear  speculum.  Sev- 
eral days  ago  such  a doctor,  to  whom  I had  pre- 
viously explained  my  ideas,  requested  I see 
a patient  of  his  and  to  come  prepared  to 
open  the  right  ear  drum.  Upon  my  arrival  1 
found  an  infant,  apparently  in  pain,  and  hav- 
ing a high  temperature.  Upon  my  examination 
I found  both  ear  canals  filled  with  cerumen  so 
that  I was  unable  to  view  the  drum  heads.  1 
asked  the  doctor  how  he  had  made  the  diagnosis 
of  otitis  media,  and  he  stated  he  had  taken  the 
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ear  temperatures  which  he  had  then  compared 
to  the  oral,  and  had  found  the  temperature  of 
the  right  ear  higher  by  one  degree  than  that 
of  the  mouth,  while  the  left  ear  temperature 
was  two-thirds  of  a degree  lower  than  the  oral. 
Upon  removing  the  cerumen,  the  right  drum 
presented  a typical  picture  of  acute  otitis  media, 
and  a myringotomy  was  at  once  done. 

In  regard  to  the  methods  of  taking  the  tem- 
perature readings  I wish  to  say  that  the  thermo- 
meters are  not  packed  into  place  either  in  the 
nose  or  ear.  In  the  ear,  the  thermometer  is  plac- 
ed in  the  canal,  not  in  contact  with  the  drum 
but  close  to  it,  and  with  the  walls  of  the  canal 
closely  adherent  to  the  thermometer  bulb,  so 
that  practically  an  air-tight  chamber  is  obtained. 
In  the  great  majority  of  cases,  thermometers  of 
the  rectal  type  ordinarily  . obtained  on  the 
market  will  be  found  satisfactory. 

In  the  nose,  thermometers  of  narrow  gauges 
must  be  obtained  and  these  placed  without  pack- 
ing or  previous  shrinking,  under  the  middle  or 
inferior  turbinate  or  into  a sinus. 

All  local  temperatures  may  also  be  compared 
to  axillary  or  rectal  as  well  as  oral,  making  the 
proper  allowance  for  the  site  used  in  the  inter- 
pretation of  the  findings. 


Fat  Embolisms. — Makai  reports  the  clinical 
history  of  a man,  aged  50,  who  sustained  a com- 
plicated fracture  of  the  leg.  The  fracture  was 
reduced  and  then  fixed  with  a plaster-of-Paris 
splint.  At  first  the  patient  was  completely  con- 
scious, so  that  he  was  able  to  give  orders  and  to 
read,  but  on  the  following  day  he  necame  un- 
conscious and  restless.  This  condition  persisted 
for  several  days,  and  when  on  the  sixth  day  he 
came  under  the  author’s  observation,  a cerebral 
embolism  was  assumed  and  the  injured  extremity 
was  immediately  amputated.  The  improvement 
in  the  patients  condition  was  so  evident  after 
the  amputation  that  a causal  relationship  can 
hardly  be  doubted.  This  case  corroborates 
Kirschner’s  theory,  who  maintains  that  fat  em- 
bolism not  only  develops  immediately  following 
a fracture  but  may  develop  later  as  result  of  in- 
complete fixation.  If  more  and  more  fat  enters 
the  circulation,  the  sequelae,  especially  the  cere- 
bral symptoms,  increase  in  severity,  but  if  the 
source  of  the  fat  embolism  is  excluded  the  pa- 
tient may  recover.  The  author  thinks  that  fat 
embolism  may  perhaps  be  more  frequently  the 
cause  of  temporary  disturbances  after  injuries 
than  is  commonly  believed.  He  suggests  that  the 
bronchopneumonia  which  so  frequently  develops 
in  older  persons  after  a fracture  may  be  due  to 
pulmonary  fat  embolisms.  In  regard  to  the 
treatment  he  states  that,  in  severe  fractures  with 
c rebral  symptoms  and  shock,  care  should  be 
taken  to  prevent  repea  ed  fat  embolisms. 


THE  PREVALENCE  OF  MORAX-AXEN- 
FELD  CONJUNCTIVITIS* 

Gaylord  C.  Hall,  M.  D. 

Louisville. 

In  July,  1896,  Professor  Morax  first  de- 
scribed this  disease  and  demonstrated  the 
causal  organism.  Immediately  thereafter,  in 
August,  1896,  Professor  Axenfeld,  at  the 
Heidelberg  Ophthalmological  Conference 
demoiLstrated  preparations  of  the  same  bacil- 
lus, and  elaborated  upon  the  clinical  descrip- 
tion of  the  disease.  He  stated  that  he  con- 
sidered it  one  of  the  most  wide  spread  infec- 
tious diseases  that  exist.  Shortly  thereafter 
there  came  in  case  reports  of  the  disease  from 
all  parts  of  the  world.  It  was  at  first  con- 
•sidered  essentially  a chronic  infection  but 
later  studies  discovered  the  acute  form  and 
the  complicating  corneal  ulcers. 

The  organism  itself  is  a rather  large  bacil- 
lus, 1 by  3 m,  that  occurs  in  pairs  or  in  chains. 
It  .stains  easily  with  all  the  aniline  dies  and 
is  decolorized  by  Gram  .stain.  It  grows  best 
on  media  containing  blood  serum,  forming 
.small  .glistening  colonies  that  pit  the  surface 
of  the  media. 

IMost  observers  .state  that  the  organisms  can 
be  demonstrated  easily  on  slide  preparations 
if  the  mucopurulent  secretion  taken  on  a 
loop  from  the  canthi  is  used.  IMy  own  exper- 
ience has  not  been  so  fortunate  in  finding 
these  organisms.  I find  them  hard  to  dem- 
onstrate even  in  typical  cases  and  base  the 
diagnosis  on  the  physical  findings  and  the 
prompt  respon.se  to  treatment  after  the  em- 
ployment of  zinc  salts.  In  a typical  case  of 
this  infection  we  find  one  or  .more  of  the 
following  symptoms : A redness  along  the 

margins  of  the  eye  lids  with  perhaps  some 
slight  thickening,  if  the  case  has  lasted  a 
long  time.  There  is  a white  deposit  that  col- 
lects along  the  free  edge  of  the  lids  and  is 
particularly  marked  at  the  outer  canthus, 
w’here  a superficial  erosion  of  the  skin  is 
coinmon.  The  inner  surface  of  the  lids  is 
inflamed  and  there  is  a moderate  amount  of 
muco  purulent  secretion  along  the  cul  de  sac 
and  a ball  of  the  same  at  the  inner  canthus. 

The  ocular  conjunctiva  is  not  diffusely 
reddened  as  in  the  other  types  of  conjuncti- 
vitis, but  selected  areas  show  limited  redness 
of  the  membrane,  hence  the  term  angular 
conjunctivitis.  This  is  apt  to  be  particularly 
marked  when  the  disease  involves  the  cornea, 
which  it  does  in  a limited  number  of  cases. 

The  involvement  of  the  cornea  takes  place 
usixally  at  the  limbus  with  a number  of  small 
superficial  xilcers.  though  occasionally  larger 
areas  are  involved.  The  ulcers  are  relatively 

*'Read  before  the  'Eye.  E’ar,  Nose  and  Throat  Section, 
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indolent  in  character  and  have  not  the  rapidly 
advancing  destructive  tendency  of  the  pneu- 
mococcus ulcer.  They  of  course  cause  con- 
siderable pain  and  should  be  treated  along 
approved  lines. 

Besides  the  objective  symptoms  in  the 
average  case  the  complaints  most  often  voiced 
by  the  patients  are  that  the  lids  burn  and 
itcli.  Some  complain  of  the  secretion  that 
gets  over  the  pupil;  others  complain  of  an 
inability  to  do  close  work  in  comfort  and  may 
be  treated  for  refractive  error  or  muscle 
trouble,  the  conjunctival  infection  entirely 
overlooked. 

For  a number  of  years  1 have  been  impres- 
sed with  the  number  of  cases  of  this  infection 
1 have  seen  and  its  prompt  response  to  the 
applications  of  drops  containing  zinc.  Some, 
of  these  cases  had  been  previously  treated 
with  the  various  silver  salts  without  relief. 

Just  a few  practical  reflectmns  about  the 
treatment  of  these  cases.  While  the  ease  as 
a rule  responds  readily  to  zinc  therapy,  it 
has  a tendency  to  recur,  so  that  1 have  found 
it  expedient  to  require  the  patients  to  use  the 
drops  for  a much  longer  iieriod  than  they 
deem  necessary. 

Some  observers  have  noted  the  presence  oi 
the  (lil)lo  bacilli  in  the  nose  for  long  periods 
so  that  it  may  lie  necessary  to  treat  this  to 
tboroughly  eradicate  the  disease. 

Other  members  of  the  family  may  be  in- 
fected and  reinfection  may  occur  from  these. 
It  is  best  to  inquire  about  these  conditions 
and  extend  the  treatment  to  the  extent  nec- 
essary. 

For  the  erosion  at  the  outer  canthus  1 have 
found  the  1/2%  Sulphate  of  Zinc  ointment 
applied  at  bed  time,  in  conjunction  ^yith  the 
drops  of  course,  to  be  most  effective.  It 
is  not  convenient  to  use  the  ointment  through- 
out the  day  as  most  people  complain  of  the 
blurring  occasioned  by  the  film  of  oil. 

If  the  cornea,  is  involved,  heat,  atropin. 
may  be  necessary,  and  a more  frequent  ap- 
plication of  the  zinc  drops:  If  the  ulcer  is  large 
I touch  the  involved  area  with  Zinc  Fhloride 
solution  as  required.  1 want  also  to  speak 
a word  in  favor  of  foreign  protein  injections 
in  cases  involving  the  cornea.  The  results 
obtained  are  little  .short  of  amazing  in  some 
cases.  An  eye  that  has  shown  little  or  no 
tendency  to  heal  will  look,  twenty-four  hours 
after  such  an  injection,  as  well  on  the  road 
to  recovery. 

The  foreign  protein  that  I have  found  mo.st 
effective  is  the  intravenous  injection  of  the 
typhoid  vaccine.  As  this  produces  a i)ronipt 
and  considerable  reaction  its  effect  .should 
be  explained  to  the  patient  and  they  should 
be  instructed  to  get  home  at  once  and  lie  down 
for  the  rest  of  the  day. 

In  conclusion  I wish  to  tlirect  your  atten- 


tion to  the  wide  spread  prevalence  of  this 
disease ; to  the  necessity  of  its  recognition ; 
to  the  promjit  response  to  the  proper  therapy, 
and  to  its  tendency  to  recurrence. 

DISCUSSION 

William  Thornwell  Davis,  Washington,  D.  C. : 

I have  been  very  much  impressed  by  the  man- 
ner in  which  the  subject  has  been  handled  by  the 
essayist;  he  has  covered  the  ground  so  thorough- 
ly there  is  not  much  I can  add  to  it. 

One  or  two  points  might  be  accentuated.  1 
am  convinced  that  this  is  a very  prevalent  in- 
fection and  that  it  is  frequently  overlooked  be- 
cause, while  most  of  us  would  readily  recognize 
a typical  case  of  Morax-Axenfeld  conjunctivitis, 
one  which  has  all  the  objective  symptoms,  we 
might  easily  overlook  a more  subjective  case.  I 
recall  one  rather  typical  case  which  I experienced 
considerable  difficulty  in  recognizing.  In  this 
case  the  only  symptom  was  the  feeling  of  having 
a foreign  body  in  the  eye;  no  redness  of  the 
lids,  no  collection  of  purulent  matter  at  the 
inner  canthus;  refraction  normal,  appearance  of 
the  conjunctiva  normal.  I could  see  no  reason 
for  the  foreign  body  feeling  and  I did  not  think 
of  diplo-bacillus  conjunctivitis  for  about  a 
week,  during  which  the  trouble  persisted  in 
spite  of  everything  I could  do.  Then  I had  a 
culture  made  which  cleared  up  the  diagnosis. 

I find  that  in  the  treatment  of  this  condition, 
especially  in  obstinate  cases,  zinc  fluorescin 
gives  very  good  results — putting  a little  of  it 
on  the  end  of  a tooth-pick,  drawing  the  lid 
down  and  depositing  it  in  the  lower  conjunc- 
tival sac.  As  soon  as  it  strikes  the  tears  it  forms 
a gelatinous  mass'  in  the  lower  conjunctival  sac 
and  remains  there  for  twenty-four  hours,  during 
which  time  the  eye  is  constantly  bathed  in  zinc 
solution  as  the  zinc  fluorescin  undergoes  solu- 
tion in  the  tears.  The  only  objection  to  its  use 
is  that  it  is  apt  to  cause  the  patient  to  weep 
orange-colored  tears. 

H.  G.  Reynolds,  Paducah:  My  experienca 

coincides  with  Dr.  Hall’s  in  that  I am  unable  to 
determine  microscopically  the  diagnosis  in  so 
many  cases  of  conjunctivitis.  I would  like  for 
Dr.  Hall  in  closing,  to  explain  his  method  of 
getting  the  smear  from  the  conjunctiva.  I recall 
reading  somewhere  that  there  was  some  special 
technique,  if  followed  out  correctly,  which  would 
determine  the  infecting  organism,  with  few  ex- 
ceptions. 

Gaylord  C.  Hall,  (in  closing)  : I wish  to  thank 

the  gentlemen  for  their  discussion. 

The  thing  that  primarily  brought  this  sub- 
ject to  my  mind  was  the  fact  that  I had  a num- 
ber of  cases  of  conjunctivitis  which  had  been 
ti’eated  by  the  usual  methods  without  results, 
and  the  prompt  responses  of  most  of  these  cases 
to  zinc  therapy;  also  an  article  by  Dr.  Hansford 
McKee  of  Montreal,  wi'itten  ten  years  ago,  prior 
to  which  the  idea  had  been  prevalent  that  this 
was  a disease  of  the  country  districts,  while 
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the.  various  types  of  ordinary  conjunctivitis  were 
more  common  in  the  congested  districts  of  tne 
uties,  but  1 venture  to  say  that  in  tne  past  seven 
or  eignt  years  I have  written  more  prescriptions 
lor  zinc  solutions  than  for  the  various  treat- 
ments for  ordinary  conjunctivitis.  I use  1 to  ^ 
grains  of  sulphate  of  zinc  to  the  ounce,  or  1 
gram  of  zinc  chloride  to  the  ounce,  do  the 
latter  I add  one  drop  of  dilute  hydrochloric 
acid ; otnerwise  there  is  a little  white  cloud  in  the 
zinc  chloride  solution.  The  addition  of  hydro- 
cnioiMc  acid  makes  it  perfectly  clear. 

1 would  stress  the  fact  that  unless  the  treat- 
ment is  kept  up  for  a considerable  time  after 
all  tne  symptoms  disappear,  there  is  a tendency 
to  recurrence. 

As  to  the  method  of  obtaining  a smear,  I 
usually  take  it  from  the  canthi,  where  the  puru- 
lent secretion  collects,  on  a sterile  loop  and 
smear  it  on  a slide. 


THE  FULL  TIME  COUNTY  HEALTH 
DEUAinWlENT  AND  ITS  RELA- 
TION TO  THE  MEDICAL  UHO- 
FESSION* 

0.  M.  Wells,  M.  D. 

Bowling  Green. 

In  order  that  we  may  kno.v  the  relation- 
ship of  a full  time  health  department  to  the 
medical  profession,  it  is  necessary  to  know 
what  constitutes  a full  time  health  depart- 
ment and  its  duties.  First,  the  personnel  of 
a full  time  health  department  includes 
a physician,  who  serves  as  director,  one 
or  m ore  nurses,  a sanitary  inspector, 
and  if  fun  d s are  available,  a clerk 
which  to  my  way  of  thinking  is  very  benefi- 
cial as  she  is  able  to  do  the  same  work  the 
director  or  nurse  would  have  to  do  and  as 
she  is  trained  in  this  type  of  work  probably 
does  it  more  efficiently  and  more  economical- 
ly. It  is  necessary  for  the  doctor  and  nurse 
in  addition  to  their  regular  training  to  have 
some  special  training  in  the  administration 
and  application  of  public  health  work.  The 
sanitary  inspector  likewise  should  have  spe- 
cial training  in  sanitation.  County  health 
work  is  under  the  supervision  of  the  Bureau 
of  County  Health  Work  of  the  State  Board 
of  Health  and  the  local  county  board  of 
health.  The  duties  of  a local  health  depart- 
ment can  grossly  be  placed  under  three  heads  : 
Help  in  the  prevention  and  control  of  com- 
municable diseases,  Promotion  of  sanitation, 
and  Educational. 

In  defining  problems  confronting  a County 
Health  Department,  the  communicable  dis- 
ease problem  probably  holds  first  place.  The 
primary  functions  of  a health  department,  the 

*Read  before  the  Third  District  Medical  fejoefety  at 
Bowling  Green. 


j)rimary  reasons  fo)'  its  establishment  and 
inclusion  in  the  body  politic,  was,  and  is  the 
control  of  communicable  diseases.  It  is  true 
the  scope  of  health  work  lias  widened  and 
rightly  so,  but  this  tloes  not  alter  the  fact 
that  communicable  disease  control  is  of  para- 
mount importance  ami  this  problem  should 
be  clearly  defined.  In  Kentucky,  tuberculo- 
sis is  a major  problem  in  every  county  as 
Kentucky  ranks  second  in  number  of  cases  of 
tuberculosis  of  all  the  states.  This  problem 
can  be  brought  more  clearly  to  a focus  in  a 
number  of  ways. 

Probably  the  surest  way  of  getting  in  con 
tact  with  all  cases  is  the  tuberculin  testing 
of  all  school  children;  and  by  following  up 
the  positive  reactors,  a great  deal  of  hitherto 
unknown  tuberculosis  can  be  found.  It  has 
been  our  experience  that  practically  all  posi- 
tive I’eactors  are  contact  cases.  With  a large 
school  ])opulation,  it  may  be  impossible  to 
make  this  test  to  all  and  follow  up  all  cases 
in  one  year,  but  an  effort  should  be  made  to 
test  and  follow  up  as  man^-  cases  as  possible. 
This  department  is  at  present  attempting  to 
iliscover  as  many  active  cases  of  tuberculosis 
as  possible  and  hope  to  be  able  to  test  all 
contacts  as  some  special  care  with  a known 
infected  child  now  may  prevent  an  active 
case  of  tuberculosis  later.  The  cause  and 
prevention  of  tuberculosis  has  been  known 
for  the  last  fifty  years  yet  the  greatest  death 
of  our  young  jieople  in  the  prime  of  life 
is  from  this  cause.  Although  this  method  is 
more  or  less  familiar  with  every  one  con- 
cerned in  tuberculosis  work,  it  must  be  re- 
membered that  if  this  ])roblem  is  to  be  attack- 
ed efficiently  it  niu.st  be  clearly  focussed, 
and  tuberculosis  looms  large  as  a problem 
in  communicable  disease  control.  Typhoid 
fever,  diphtheria  and  nther  communicable 
diseases  should  be  attacked  in  the  same  way. 
The  .morbidity  and  mortality  rates  for  sev- 
eral preceeding  years  should  be  known  as 
well  as  the  location  of  the  cases  and  the  age 
group  affected.  It  was  by  surveys  and  by 
studies  of  moibidity  and  mortality  rates 
that  the  ])roblem  of  dii)htheria  control  Avas 
accurately  defined.  As  a result  of  that  work, 
every  health  officer  knows  that  diphtheria 
prevention  should  be  directed  to  the  preschool 
child. 

Some  communicable  diseases  are  of  such 
a nature  that  it  is  extremely  difficult  to  get 
even  an  approximate  idea  of  their  pre- 
valence. An  exani])le  of  this  is  the  venereal 
diseases.  Although  knoAvledge  is  not  com- 
plete, there  is  sufficient  data  to  justify  the 
statement  that  there  is  no  other  group  of 
diseases  so  widespread  an  I so  devastatini>-  in 
their  effects,  not  oidy  in  the  jiresent  genera- 
tion but  also  future  generations.  In  the  area 
of  the  United  States  where  syphilis  has  been 
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reported  since  1920,  there  have  been  35,000 
more  cases  of  syphilis  reported  than  scarlet 
tever,  79,000  more  cases  than  all  forms  of 
tuberculosis,  500,000  or  nearly  one-third 
more  cases  of  sypliiiis  as  small-p0|x  and  five 
times  as  much  syphilis  as  typhoid  fever.  If 
any  physician  or  health  worker  says  syphilis 
is  not  a problem  in  his  county,  it  is  because 
he  has  not  looked  for  it.  Most  illuminative 
data  can  be  uncovered  if  every  case  that  is 
found  is  followed  up  by  an  examination  of 
other  members  of  the  family. 

What  is  true  of  communicable  diseases  is 
true  of  other  problems.  In  child  hygiene  the 
health  officer  should  have  an  accurate  knowl- 
edge of  maternal  and  infant  deaths  and  the 
cause  thereof,  lie  too  should  know  the  cause 
and  number  of  deaths  under  five  years  and 
by  his  school  inspection,  he  can  know  the 
(piantit}-  and  quality  of  defects  in  school 
children. 

All  this  knowledge  should  be  at  the  disposal 
of  the  physicians  so  that  they  through  the 
co-operation  of  the  health  department  may 
be  more  able  to  inteliigently  treat  and  ad- 
vise those  who  may  caii  upon  them  for  med- 
ical advice  and  assistance. 

As  1 am  interested  in  Warren  Couiitj’,  1 
have  secured  the  mortality  rates  for  the  last 
four  years  and  will  give  a comparison  of 
statistics  which  will  clearly  show  the  need  of 
concentrated  health  education  in  this  county. 

The  infant  death  rate  in  Bowling  Green 
in  1927  was  52.2  per  lUOU  babies  born  as 
compared  to  the  average  of  11  of  the  largest 
cities  of  tlie  state  which  was  71.8;  the  state 
average  was  62.3.  The  infant  death  rate  for 
1 930  is  as  follows  : 

Bowling  Green  76.7.  The  avei'age  of  the 
13  largest  cities  71.8  with  the  state  average 
of  67.2,  Bowling  Green  being  9.5  abiive  the 
average  of  the  state  whereas  in  192'  it  was 
10.1  below  the  state  average. 

The  mortality  rate  from  tuberculosis  and 
typhoid  in  Warren  County  as  compared  to 
the  state  as  a whole  is  as  follows;  In  1927 
W'arren  County  death  rate  per  100,000  pop- 
ulation from  tuberculosis  was  142.1,  that  of 
the  state  was  108.1.  P^'or  the  sear  1930  tu- 
berculosis in  Warren.  County  was  160.6,  for 
the  state  94.5.  In  1927  W^arren  County  death 
rate  per  100,000  population  from  typhoid 
was  32.2,  the  state  as  a whole  17.4.  1930 

typhoid  in  Warren  County  was  11.8,  state 
as  a whole  15.8.  The  death  rate  in  Warren 
County  due  to  preventable  diseases  in  1927 
was  424.6  per  100,000  population,  in  1930, 
519.6.  This  was  only  exceeded  by  one 
county  in  the  state,  that  with  a rate 
of  799.2  per  100,000.  Tootal  death  rate  in 
Warren  County  comj-)ared  to  state — War- 
ren County  in  1927  10.4,  state  10.8 ; War- 
ren County  in  1930  13.9,  state  11.3.  In 


J 927,  39  of  every  100  deaths  were  due  to  pre- 
ventable diseases.  In  1930,  42  of  every  100 
could  have  been  prevented.  Another  indi- 
cation of  the  sanitai’y  condition  of  a eom- 
anunity  regarding  its  milk  supply,  water  sup- 
ply, toilet  facilities  and  screening  of  its 
Homes  is  determined  by  the  amount  of  intest- 
inal diseases.  We  find  the  number  of  deaths 
reported  in  WaiTen  County  in  1927  of  diar- 
rheal  diseases  under  two  years  old  was  13  ^ 
other  diarrheal  diseases  11,  making  a total 
of  24.  In  1930,  death  from  diarrheal  dis- 
eases under  two  years  was  24,  and  other 
diarrheal  diseases  20,  making  a total  of  44. 
'file  population  of  Warren  County  in  1927 
was  31,000  in  1930,  33,679,  showing  an  in- 
crease in  population  of  8.6%  while  the  death 
rate  for  diarrheal  diseases  reported  had  made 
an  increase  of  83.6%. 

You  may  ask  what  can  be  done  regading 
this  increase  and  what  advantage  to  the  med- 
ical profession  or  the  people  b}^  having  a full 
time  health  department.  This  is  a day  of 
.specialization.  1 believe  all  will  agree  a man 
of  equal  intelligence  .should  be  and  is  a bet- 
ter surgeon  if  he  concentrates  h's  mind  and 
efforts  on  the  technique  and  study  of  surgical 
conditions.  Same  is  true  with  eye,  ear,  nose 
and  throat  and  internal  medicine.  We  be- 
lieve public  health  work  to  be  no  less  a spe- 
cialty than  any  of  these.  To  my  mind  there 
are  two  reasons  a full  time  health  depart- 
ment can  be  of  material  help  to  the  medical 
profession  of  a community.  First,  it  is  the 
duty  of  a health  department  to  assist  the  local 
physician  in  determining  the  source  of  in- 
fection in  any  communicable  disease  and  con- 
trolling the  contacts,  etc.  The  doctor  has 
been  especially  trained  to  take  care  of  the 
sick  and  as  a rule  he  is  too  busy  in  that 
capacity  to  go  into  the  minute  details  in 
many  cases  of  discovering  source  of  infection 
and  contacts  of  a given  case.  Second,  the 
laity  usually  only  think  of  calling  their  doc- 
tor when  some  member  of  the  family  is  quite 
ill.  in  many  cases  after  much  harm  has  been 
done  which  could  have  been  prevented. 

The  public  health  worker  has  more  oppor- 
tunity to  meet  with  the  presumably  well  peo- 
ple. In  other  words  the  health  worker  should 
be  a guide  post  for  the  people  of  a com- 
munity directing  them  to  their  family  phy- 
sician, and  to  accomplish  the  health  eduea- 
tional  work  the  average  practicing  physi- 
cian is  not  doing. 

The  greater  our  experience  in  public  county 
health  work  the  more  we  realize  the  need  of 
an  increased  educational  program.  There  are 
many  things  pertaining  to  our  work  of  which 
the  laity  and  physicians  are  skeptical  and  in 
most  of  these  cases  we  find  it  due  to  the  lack 
of  properly  understanding  just  what  we  are 
attempting  to  do,  and  on  being  given  the 
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propel-  explauatiou,  reasous  and  facts  justify- 
ing tlie  work,  wliatever  it  may  be,  in  the  ma- 
jority 01  instances  they  give  tlieir  hearty 
support,  i'robably  our  greatest  field  for 
lieairh  education  is  in  the  school,  for  rather 
than  being  a lu.\ury  health  l Oucation  is  a nec- 
essity and  a pre-requisite  for  good  citizen- 
ship. 

Why  public  health  in  uie  schools,  you  may 
ask.  necause  or  its  need  m the  life  of  a 
child,  because  of  its  place  and  province  as 
an  educational  factor,  and  because  of  the 
piaetical  benefits  to  be  received  for  the  pdy- 
sieal,  mental  and  cultural  welfare  of  the 
child.  The  schools  need  public  health  edu- 
cation and  public  health  needs  the  schools. 
The  public  health  workers  arc  not  trained 
normally  in  the  teaching  processes  of  the 
school  and  the  public  school  teacher  does  not 
have  a very  extensive  training  in  public 
health.  Therefore,  it  is  necessarily  some 
one’s  particular  problem  in  a community  to 
administer  the  office  of  public  health  and  to 
study  the  needs  of  that  community.  This 
we  believe  can  best  be  accomplished  by  the 
full  time  health  department.  Through  pa- 
tient and  persistent  effort  this  movement  has 
gained  favor  and  this  'work  has  grown  until 
now  80  counties  in  the  state  ol  Kentucky 
have  full  time  health  departments.  For  a 
number  of  years  there  was  much  groping  in 
the  darkness  through  the  process  of  develop- 
ing this  public  health  program.  The  ad- 
ministrative forces  of  our  schools  have  been 
magnanimous.  ISuperintendents,  supervisors, 
principals  and  teachers  have  given  their  ef- 
ficient and  constructive  cooperations  until 
now  an  efficient  public  health  jirogram  is  an 
essential  adjunct  to  every  community. 

The  piiysicfeii  should  be  given  his  just 
deserts  of  being  the  world’s  greatest  hero 
battling  as  he  does  against  the  countless  un- 
seen, unknown  allies  of  death  whicli  menace 
him  as  well  as  his  charges. 

The  mechanical  trades  are  exacting.  Few 
apprentices  began  not  with  a master  piece 
but  by  sweeping  floors  and  handing  the  mas- 
ter his  tools.  Fach  thing  he  learns  by  con- 
stant repetition  not  merely  a theory  learned 
or  an  operation  seen  once  or  tw-ice. 

Medicine  on  the  other  hapd  is  intangible, 
incomiilete.  We  cannot  see  the  intestine 
writhe,  the  mind  unhinge  and  antibodies  form 
as  we  can  a w-heel  whirl  or  a lever  move  up 
and  down,  nor  can  we  solder  up  an  annerism 
or  brush  the  cob  webs  of  the  brain  with  a 
whisk  broom. 

The  body  cannot  be  over-hauled  like  a 
broken  machine.  Worn  out  pieces  replaced 
and  bearings  tightened  here  or  there.  Any 
jihysician  even  the  surgeon  can  but  help  his 
patient  assist  nature,  cure  or  stumble  along 


as  l)est  she  may,  for  this  reason  1 believe  the 
great  step  in  medicine  and  dentistry  is  to  be 
the  development  of  preventative  methods, 
teaching  the  peo|)le  how-  to  keep  w-ell  rather 
than  to  be  cured,  and  how  to  keep  their  teeth 
rather  than  having  them  replaced,  and  the 
chief  income  of  the  doctors  and  dentists  will 
come  not  from  curing  diseases  but  from  pre- 
venting them. 

MALAKIA* 

J.  A.  'Coleman,  M.  D. 

(Stone. 

The  object  of  this  paper  is  to  place  before 
yon  a disease  of  which  in  this  section,  1 sup- 
pose, there  are  very  few  ca.ses  seen — Ma- 
laria, a disease  which  i consider  next  to 
sj-philis,  the  most  difficult  as  tar  as  diag- 
nosis is  concerned  although  many  cases  are 
truly  text  book  cases,  hut  many  more  are  not. 
I'liis  is  often  due  to  latency,  number  of  times 
bitten  by  different  mosquitoes  or  at  differ- 
ent times  by  the  same  mosquito,  chronic  cases, 
and  the  personal  equation  or  physical  make- 
up of  the  different  individuals. 

The  majority  of  cases  are  seen  in  the  fall 
and  spring;  in  the  ilry  season  instead  of 
the  rainy  season;  in  localities  as  certin  sec- 
tions of  a towni ; tertian  predominant  in  one 
section,  aestivo  autumnal  in  others,  the  quar- 
tan type  never  seen  by  me  except  in  New 
Orleans. 

As,  we  all  know  the  classification  of  the 
malaria  parasite  is  as  follows ; Plasmodium 
vivax  (Tertian;  Piasinodiiim,  Malaria,  (Quar- 
tan) and  Pla.smodium  Falciparium  or  Aestivo 
Autumnal  all  being  transmitted  only  by  the 
female  mosquito  for  as  you  know  the  female 
of  the  species  is  more  deadly  than  the  male. 
The  winter  host  is  man,  as  the  majority  of 
mosquitoes  are  killed  by  the  cold  weather, 
although  I have  seen  them  survive  through 
out  the  winter  in  clothes  closets  and  cracks 
of  wall,  unused  chimneys,  etc.  Often  people 
may  carry  the  parasite  in  their  blood  for 
years,  the  parasites  being  deep  in  the  bones 
as  the  bone  marrow  and  spleen  and  capil- 
laries of  deep  muscles.  I have  found  the 
parasites  in  the  blood  of  a patient,  who  hav- 
ing suffered  from  a fracture  of  the  leg  or 
arm  later  develop  a fever  and  chills  in  four 
to  ten  days  following  the  break.  Often  after 
a maternity  case  is  ready  for  dismissal,  the 
patient  will  begin  to  have  chills  and  fever 
which  must  be  differentiated  from  a puer- 
peral sepsis,  sapremia,  or  an  old  gonorrheal 
infection  w-hicli  often  flares  up  about  the 
seventh  or  ninth  day. 

The  symptoms  are  varied  and  often  un- 
usual as  from  growing  pains  to  periodic 
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headache!?.  Of  course  in  the  text  book  cases 
we  nave  chill,  fever  followed  oy  profuse 
sweating.  me  iteinperature  ranging  iroin 
normal  to  lUo  degrees.  Tlie  (.Inns  may  be 
one  every  day  or  every  other  day  or  several 
lu  one  imy,  (.uiiiusing  n wnn  pyentis  or  some 
other  infection.  Of  course  in  a chronic  case 
ue  gex  tlie  palpable  spleen,  not  so  often  seen 
ni  early  acute  cases.  Headaches  more  often 
tnan  not,  pain  in  arms,  legs  and  back,  often 
nausea  aim  vomiting  and  pain  in  epigaslnum 
or  lower  right  tiuadrant  confusing  it  with 
ai)pendicitis.  1 have  helped,  seen  and  know 
oi  cases  operated  upon  for  appendicitis,  the 
cases  being  solely  due  to  malaria.  Other  eases 
may  give  only  a daily  headache  witli  no 
fever  nor  aching,  nor  anything  else  except 
lassitude  or  an  apathetic  condition.  Other 
eases  may  show  no  chills  but  a high  fever, 
a palpable  spleen,  furred  tongue,  nausea 
vomiting  petecliial  spots,  headache  contusing 
It  with  lyphoid  or  brills  disease.  1 have  seen 
and  know  of  cases  treated  for  typhoid  which 
on  examination  of  the  blood  were  positive 
for  malaria.  And  1 know  of  cases  of  early 
typhoid  treated  for  malaria  and  1 have  seen 
three  or  four  cases  of  both  typhoid  and  ma- 
laria jiresent  at  the  same  time.  It  is  my 
opinion  that  the  malaria  was  latent  but  on 
the  tlevelopment  of  typhoid  die  malaria  be- 
came active. 

In  malaria  the  tongue  is  usuallj’  thick  fur- 
red and  the  prints  of  the  teeth  on  tongue 
edges  are  so  pronounced  until  the  number  of 
teeth  might  be  determined  by  the  pits  in  the 
tongue.  Do  not  tell  an  old  country  doctor 
that  malaria  can’t  be  told  by  the  tongue,  for 
1 have  seen  it  demonstrated  and  the  parasites 
found  in  the  blood  smear  later. 

The  pulse  is  often  rapid  in  proportion  to 
the  temperature,  nervousness  is  present  but 
not  as  marked  as  in  typhoid.  Vomiting  may 
or  may  not  be  jiresent.  If  so,  it  is'  often 
liard  to  control  and  often  hypodermics  or 
morphine  are  given  until  enough  quinine 
can  be  given  to  control  the  vomiting  or  the 
quinine  is  given  hypodermically  until  the 
vomiting  ceases.  Often  cases  show  no  symp- 
toms or  signs  other  than  general  aching  of 
the  bones,  possibly  due  to  the  swelling  of  the 
bone  marrow.  Blood  examination  shows^  a 
slight  increase  in  leucocytes,  anemia  of  the 
red  cells  and  a slight  increase  in  the  large 
mono-nuclears,  or  else  no  change.  The  spleen 
is  enlarged  in  chronic  cases  from  being  pal- 
pable to  extending  to  and  below  the  iliac 
crest.  Age  plays  no  part  as  I have  treated 
babies  six  months  old  with  spleen  extending 
below  the  iliac  crest  to  patients  85  years  old. 

As  1 have  previou.sly  stated,  malaria,  in 
my  opinion  is  often  carried  in  the  deep  small 
capillaries  for  years,  or  there  may  be  a re- 
infection or  a recurrence. 
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In  mistaken  diagnosis  for  appendicitis  ex- 
aamnation  of  the  appendix  shows  some 
petechi,  enlargement,  more  on  the  order  of 
a (dironic  appendix.  It  is  my  opinion  that 
the  plasmodia  cause  the  erythocytes  to  swell 
blocking  the  fine  capillaries  thereby  pro- 
ducing an  infarction  of  the  blood  supply  to 
the  appendix. 

In  a southern  state  it  was  estimated  that 
there  were  about  90,000  cases  of  malaria  un- 
reiiorted.  There  were  about  600  or  700 
deaths  due  to  malaria,  1,700  tuberculosis  and 
diphtheria. 

I n sOiine  cases  we  see  a meningitis  or  rather 
meningismus,  convulsions,  coma  and  death. 
I know  of  two  cases  which  died — chills,  no 
fever,  coma  and  death  in  forty-eight  hours. 
The  symptoms  are  so  varied  and  often  so 
vague  until  we  usually  ruled  malaria  out 
first  in  (juestionable  cases. 

The  prognosis  is  good  providing  the  pa- 
tient is  not  suffering  from  chronic  nephritis 
or  Bright’s,  as  they  do  not  take  quinine  very 
well  and  the  kidne3^s  seem  irritated  and  be- 
come more  involved. 

The  differential  diagnosis,  with  s>qihilis. 
typhoid,  pvelitis,  meningitis,  puerperal  sepsis, 
neuritis,  lumbago,  migraine  and  host  of 
others. 

1 used  the  standard  treatment  in  the  ma- 
jority of  cases,  30  grains  dailj'  as  long  as  the 
sx’mptoms  were  present,  then  20  grains  daily 
for  a few  daj’s  then  15  grains  for  about  a 
week  then  10  grains  daily  for  eight  weeks  to 
100  da,ys.  In  quinine  fast  cases,  1 have  re- 
sorted to  neosalvarsan,  cacodjdate  of  soda. 

1 have  never  used  piasmochin  as  it  was  new 
and  at  the  IMalaria  Congress  or  meeting  in 
Miami  several  deaths  were  reported.  It  seems 
that  there  was  a paralysis  of  respiration,  but 
since  they  have  found  out  that  the  dosage 
was  too  much  it  has  'been  reduced  and  a lit- 
tle quinine  added,  about  two  grains  to  the 
doses  of  piasmochin  which  is  about  1-6  grain 
T.  I.  D.  Of  course  the  treatment  is  usually 
preceded  by  a round  of  calomel,  followed 
b_v  a saline,  anti]),vretics,  aspirin  or  any  coal 
tar  product  for  headache  and  fever.  Quinine 
by  hypodermics  has  been  used  quite  a great 
deal  intravenously.  A very  dangerous  pro- 
cedure unle.ss  well  diluted  and  not  more  than 
71/2  grains  at  the  time.  Fifteen  grains  have 
caused  death  to  my  personal  knowledge.  I 
alwa.vs  gave  it  sub-cutaneously  diluted  in 
saline.  I usually  take  one  2 c.  c.  ampule  of 
quinine  dip.vdraehloride  15 grains  and  add- 
ed sterile, saline  (N)  until  neutral  to  litmus. 
Then  I give  according  to  age  and  severity, 

5 to  15  grains.  Usually  1 grain  to  the  c.  c. 
No  abscess  formation  nor  reaction  has  follow- 
ed this  procedure.  Usually  one  to  three  hy- 
podermics were  all  that  were  necessary  until 
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the  patient  was  conscious  or  could  retain  the 
quinine  by  mouth. 

I do  not  believe  so  much  in  the  prophylac- 
tic treatment  except  the  elimination  of  the 
mosquitoes  as  I know  of  no  medicine  which 
is  a specific  for  malaria  and  at  the  same  time 
remains  in  the  circulation  for  any  length,  of 
time. 

Examination  of  slides  may  show  every 
stage  of  plasmodium  in  development  from  the 
chromatin  granule  to  tlie  merozoits.  In  malig- 
nant malaria  of  P.  P.  the  rings  are  most  fre- 
quently seen  and  only  the  ring  formation — 
crescents  seldom.  When  they  are  seen  they 
are  usually  near  the  border  of  the  smear.  Of 
course  each  of  you  know  the  appearance  and 
characteristics  of  a smear  showing  the  dif- 
ferent types  of  malaria  consequently  I Avill 
not  <lwell  any  more  on  that  phase  of  the 
subject. 

I wish  to  present  some  interesting  cases 
that  1 have  seen  in  consultation  nr  treated. 

Case  Xo.  1.  Male,  age  4.  Fever  104.  pulse, 
about  150,  meningismus,  convulsions,  coma 
and  blood  smear  positive  for  aestivo  autum- 
nal. Quinine  5 gr.  sub-cutaneously  q four 
hours;  was  conscious  in  about  6 hours,  fever 
MO;  about  three  hypodermics  given,  then 
2 gr  q 4 hours  by  mouth  until  all  symptoms 
had  subsided,  then  2 grain  BID  for  8 weeks. 
No  complications — recov'ery.  1 

Case  No.  2.  Child  age  1 year.  Symptoms 
of  meningitis,  high  fever,  conscious,  able  to 
take  (juinine  by  mouth,  smear  negiative  or 
questionable.  Two  gr.  quinine  q 3 hours,  in- 
creased to  3 gr  every  four  hours — recovery. 

Case  X’o.  3.  Child  age  7.  Aching,  fever 
107,  pulse  140,  spleen  palpable,  a 'recurrence 
tongue  furred,  profuse  sweating  later,  quin- 
ine by  mouth — standard  treatment,  rec'overy. 

Case-  Nb>.  4.  ]\Iale.  age  38.  Chronic  head- 
ache, lassitude,  tired  all  the  time,  as  much 
so  on  arising  as  on  going  to  bed,  blood  ex- 
amination po.sitive  aestivo  autumnal.  Stand- 
ard treatment.  Disappearance  of  all  symp- 
toms increase  in  weight  and  physical  vigor. 

Case  N’o.  5.  Male,  age  50.  Naii^ea  vomit- 
ing, aching,  fheadache)  chills  daily,  fe\ter 
102  to  105,  albuminuria,  blood  examination 
nnsitive.  8 days  later  positive  Widal  W B C 
18,000,  dichrotic  pulse,  rose  spots,  deliriud', 
treated  standard,  quinine  in  syrup  javans  5 
gr.  to  oz.  also  treatment  for  typhoid,  recovery 
28th  day,  5th  week  drove  a car  300  miles,  loss 
in  weight  17  pounds.  Diagnosis:  Typhoid 
and  Malaria. 

Case  No.  6.  Male,  age  48.  Chills  two  to 
three  daily,  fever  104.  ra]iid  pulse  hemor- 
rhages from  bowels.  Smear  positive,  four 
other  eases  in  familv,  but  onlv  this  one  de- 
veloued  typhoid.  Quinine  dailv  30  to  20 
Q'.'-ains  for  about  8 weeks.  Positive  Widal, 
palpable  spleen,  chills  recurred  if  quinine 


left  off  more  than  3 or  4 days,  neosalvarsan 
6 decigrams  every  4 clays  for  4 doses,  carco- 
dyilate  soda  7%  grains  twice  each  week  for 
three  weeks- — recovery— -embolus  right  leg 
producing  a muk  leg. 

Case  Ao.  7.  Male,  age  37.  Frequent  head- 
aches, tonsils  had  been  removed,  teeth  pulled, 
l)lood  examination  positit'C — quine,  neo- 
sajvai’san  6 gm.  weekly  for  six  successive 
weeks — recovery — recurrence  every  year  for 
three  years  to  my  personal  knowlecige  rein- 
fection was  my  opinion. 

('ase  No.  8.  Baby  6 months.  Convulsion, 
fever,  105,  spleen  four  fingers  below  costal 
margin,  blood  positive,  calomel,  oil,  aspirin 
1 gr.,  quinine  1 gr.,  every  2 hours  for  4 doses 
then  every  4 hours,  standard,  recovery. 

Case  No.  9.  Female,  age  84.  Nausea  vomit- 
ing, chills,  headache,  fever  105,  unable  to  re- 
tain water,  blood  positive,  quinine  15  gr. 
subcutaneously  BID  for  3 doses  then  quin- 
ine by  mouth,  recovery. 

Ca.se  No.  10.  IMale,  age  20.  P''ever  102,  no 
chills.  ]iain  over  appendix,  rigidity,  nausea 
vomiting,  constipation,  blood  negative.  Op- 
eration showed  appendix  almost  normal,  de- 
veloped a chill  next  day  with  fever  103,  blood 
examined  again  positive  for  Tertain.  Quin- 
ine given  and  symptoms  subsided,  recovery. 

Case  No.  11.  Male,  age  55.  Chills,  fever 
102,  profuse  sweating,  nephritis,  casts  of  all 
kinds,  blood  positive,  cpiinine  and  treatment 
for  nephritis,  malaria  cured,  nephritis  im- 
proved. 

'Case  No.  12.  Female,  age  12.  Fever  103, 
j)ulse  100,  spleen  palpable,  emaciation,  con- 
fused with  typhoid,  blood  positive  for  aestivo 
autumnal.  Patient  from  a section  where 
many  other  similar  cases  had  been  treated 
for  typhoid,  recovery  prompt. 

Case  No.  13.  Male,  Negro,  age  35.  Lo.ss 
of  the  use  of  body  from  about  waist  down. 
Diagnosed  syphilis  when  F.  S.  V.  patient, 
treated  for  syphilis,  no  improvement,  evi- 
dently were  crescents  as  after  three  of  fo\ir 
months,  developed  chills,  fever,  blood  smear 
])ositive  for  crescents.  Standard  treatment, 
sym])toms  subsided,  condition  improved. 

Case  No.  14.  Male  21.  Fever,  pain  over 
appendix,  nausea  vomiting,  no  chills,  pre- 
vious diagnosis,  appendicitis,  blood  positive, 
quinine  standard  treatment,  symptoms  sub- 
sided, recovery. 

Case  No.  15.  Male,  age  82.  Cbills,  fever, 
blood  positive,  with  every  stage  of  plasmodia 
seen,  quinine  and  recovery. 

Case  No.  16.  Female,  age  18.  Seven 
months  pregnancy  with  pyelitis  with  malaria, 
.smear  positive,  fever  105.  chills  two  to  three 
daily,  (|uinine,  codine,  antipyretics  calomel, 
fnllowecl  by  saline,  bromides.  Pyelitis  treat- 
ed and  complete  i-eeovery  and  pregnancy 
went  to  term. 
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Case  No.  17.  Male,  age  20.  Typical  ma- 
laria, chills,  fever,  sweating,  nausea,  vomit- 
ing, headaclie,  15  gr.  quinine  intravenously 
death  in  15  minutes.  Patient  cyanotic. 

Case  No.  18.  Male,  age  26.  Ice  truck 
.driver.  Sprained  ankle,  Gibney  splint  ap- 
plied, following  hot  packs,  six  days  later, 
chills,  fever,  typical  malaria,  smear  positive, 
cleared  up  on  quinine  treatments. 

Case  No.  19.  Female,  age  20.  Primipara, 
normal  delivery,  chills,  fever  105.5,  syncope 
7th  day,  blood  smear  positive  quinine  stand- 
ard , recovery. 

I regret  that  1 have  taken  up  so  much  time 
but  1 wanted  to  give  you  some  examples  of 
the  most  outstanding  eases  and  how  these 
may  be  confused  with  other  diseases  except 
for  the  blood  smears,  again  it  is  my  conten- 
tion that  next  to  syphilis,  1 find  that  ma- 
laria is  the  most  confusing  of  any  other 
disease. 

I must  admit  that  1 liave  made  many  hur- 
ried diagnosis,  wrong  diagnosis,  but  iii  the 
majority  of  instances  the  treatment  of  ma- 
laila  cleared  u])  most  of  the  cases  that  were 
doubtful  when  tentatively  diagnosed  as  ma- 
laria. 


THE  IMPORTANCE  OF  THE  RECOG- 
NITION OF  EARLY  CERVICAL  CAR- 
CINOMA WITH  SOME  REMARKS 
ON  TREATMENT^' 

OuiTji.vN  U.  Newell,  M.  D.,  F.  A.  C.  S. 

St.  Louis. 

The  importance  of  the  recognition  of  early 
cervical  carcinoma  is  of  vital  interest  to 
every  j)ractitioner  of  medicine  today.  All 
Gynecologists  are  agreed  that  the  treatment 
for  cervical  carcinoma  is  either  operativfe, 
i-adiuni  or  x-ray  therapy,  and  that  the  great- 
est per  cent  of  cures  is  seen  in  those  cases 
which  apply  for  treatment  when  the  disease 
is  in  the  early  stage.  ' 

There'  are  some  investigators  who  believe 
in  radiation  for  all  stages  of  the  disease  and 
others  who  believe  that  radical  hysterectomy 
is  the  treatment  of  choice  in  the  early  stage 
and  radiation  only  in  those  cases  which  have 
become  inoperable.  The  statistics  now  avail- 
able dealing  with  the  use  of  radium  and 
x-ray  in  the  treatment  of  cervical  caia  inonia 
for  the  past  fifteen  years  have  not  convinced 
us  that  this  form  of  treatment  is  superior  to 
radical  hysterectomy.  Available  statistic's 
dealing  with  both  forms  of  treatment  show 
a similar  per  cent  of  cures,  namely  20  to  25 

*Froin  the  Department  of  Obstetrics  and  Gynecolog.v, 
Washington  University  Medical  School  and  Barnes  Hospital. 

‘Read  before  the  Jefferson  County  Medical  Societ.v, 
Louisville,  March  21st,  1932, 


per  cent.  This  is  due  in  a large  part,  to  the 
fact,  that  90  per  cent  of  cancers  are  not  seen 
until  they  have  reached  an  advanced  stage, 
and  if  we  are  going  to  raise  our  percentage 
of  cures  to  the  much  heralded  50  per  cent  or 
more,  we  must  see  the  cases  while  in  the  early 
stage  of  the  disease.  Also,  in  dealing  with 
radiation  treatment  we  must  consider  that 
cancer  cells  are  radio  resistant  and  radio 
sensitive  and  id  this  time  we  have  no  abso- 
lute information  that  will  determine  which 
type  of  cancer  cell  is  resistant  or  sensitive  to 
riuliation.  Some  investigators,  Martzloff, 
Lroeders  and  others,  have  suggested  cell 
grouping  as  a method  of  determining  the 
malignancy  of  the  cells;  while  Healy  and 
others  have  suggested  giving  a small  dose  of 
x-ray  as  a therapeutic  test  to  try  out  the  ac- 
tion on  the  cancer  cells  before  instituting 
radical  treatment.  Probably  20  per  cent  of 
cervical  cancers  are  radio  resistant  and  until 
we  know  more  about  this  condition  I feel  it 
is  best  to  remove  the  cancer  by  complete  hys- 
lerectomy.  if  seen  ifi  the  (‘arly  .stage,  and 
use  radium  and  x-ray  therapy  in  those  cases 
that  have  advanced  beyond  operation, — suc- 
cessful therapy  de])ending  on  recognizing  the 
disease  in  its  early  stage.  Therefore,  it  is  our 
dfd.y  to  lay  safe  and  sane  plans  for  educating 
both  the  lay  public  and  the  medical  profes- 
sion, in  order)  that  there  shall  be  strict  co- 
o|)eration  between  the  patient  and  physician. 
The  patient  must  be  educated  to  see  'her  phy- 
sician regularly  and  the  physician  must  be 
well  versed  in  the  fundamentals  of  cancer  in 
order  that  he  may  make  an  accurate  diag- 
nosis at  the  time  of  the  examination. 

It  is  strange  that  a disease  which  was  well 
known  to  the  ancients  and  feared  at  all  times 
should  be  so  disastrous  to  the  human  race 
at  the  ])resent  time  and  that  we  still  are  ab- 
solutely ignorant  as  to  its  exact  c ause.  It  is 
a matter  of  fact  that  cancer  occurs  more  fre- 
quently now  and  is  definitely  on  the  increase. 

In  the  past  fifteen  years  the  American 
Society  for  the  Control  of  Cancer,  the  Amer- 
ican College  of  SurgeoTis  and  the  American 
Medical  Association  have  aliempted  e.xten- 
sive  education  for  the  lay  imblie  in  the  funda- 
mentals of  cancer.  The  work  has  been  elxten- 
sive  and  far  reaching,  and  undoubtedly  much 
good  has  been  accomplished.  After  the  pub- 
lic has  absorbed  much  of  the  information  and 
has  become  “cancer-minded,”  will  the  med- 
ical ])rofession,  generally  speaking,  be  equally 
jtrepared  to  render  efficient  service  to  those 
who  a))ply  for  it?  In  other  words,  the  med- 
ical profe.s.sion  as  a whole  is  not  yet  ])repared 
accairately  to  diagnose  the  disease  which  it 
is  called  on  to  treat,  at  a stage  which  i)ermits 
of  effective  treatment,  nor  are  all  gviiecolo- 
gists  or  radiologists  ])repared  to  offer  the 
proper  therapy.  It  is  not  mv  intention  to 
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criticize  the  practitioner  in  the  rural  dis- 
tricts, for  he  is  no  more  incapable  of  making 
his  diagnosis  than  his  fellowm'an  in  the  city. 
The  diagnosis  of  cervical  cancer  is  not  made 
by  many  practitioners  beoaupe  they  allow 
themselves  to  become  too  busy  iii  ineir  gen- 
eral practice  to  make  a careful  pelvic  examin- 
ation of  every  woman  who  consults  them. 
Every  woman,  regardless  of  her  age,  should 
have  a very  careful  pelvic  examination  twice 
each  year  and  if  there  is  anything  found  that 
is  beyond  the  normal  scope,  she  should  he 
referred  to  some  competent  gynecologist  for 
classification  and  treatment  if  it  is  deemed 
necessary. 

Let  us  ask  ourselves:  can  we  make  a diag- 
nosis of  early  cervical  carcinoma?  The  an- 
swer is : there  are  no  clinical  symptoms  sug- 
gesting early  cancer,  so  we  therefore  must 
resort  to  microscopical  report. 

Carcinoma  of  the  cervix  cannot  be  expect- 
ed to  give  early  symptoms : there  is  no  func- 
tion to  be  interfered  with,  a watery  discharge 
is  not  typical,  and  when  bleeding-  occurs  the 
condition  is  far  advanced  and  the  tissues  are 
breaking  down.  The  gross  appearance  of 
early  carcinoma  of  the  cervix  is  in  no  sense 
typical.  In  fact,  it  is  exceedingly  difficult 
to  distinguished  chronic  cervicitis  with  ero- 
sion, tuberculosis  of  the  cervix  and  gumma  o 
the  cervix  from  an  early  infiltrating  car- 
cinoma with  ulceration.  Erosions  as  a result 
of  irritating  discharges,  follow  the  termina- 
tion of  pregnancy  and  are  seen  in  young 
women.  USlnce  these  causa'tive  factors  of 
erosion  are  less  common  in  women  over  forty 
years  of  age ; likewise  erosions  are  infreqiient, 
and  when  found  at  this  time  of  life,  they 
should  be  regarded  with  grave  suspicion,  for 
many  of  them  are  actually  instances  of  early 
cancer.  The  common  gross  anatomic  lesions 
seen  in  early  cervical  cancer  are : an  enlarg- 
ed cervix,  somewhat  nodular  and  irregular, 
and  an  irregular  external  os  which  bleeds  on 
the  slightest  manipulation.  These  early 
changes  in  the  cervix  are  probably  due  to  the 
invasion  of  the  normal  structures  of  the  cer- 
vijx  by  the  growth  and  to  increased  tissue 
production  and  disturbance  of  the  lympha- 
tics. 

The  early  lesion  of  cervical  carcinoma  in 
my  experience  has  not  been  one  of  ulceration, 
but  rather  one  of  a small  nodule  which  very 
readily  ulcerates  later  and  the  lesion  is  usual- 
ly in  this  stage  when  recognized  and  that 
causes  us  to  believe  it  the  early  lesion.  There- 
fore, the  early  recognition  clinically  is  purely 
speculative.  However,  we  do  know  cancer 
of  the  cervix  is  preceded  always  by  a ehronie 
cervicitis  or  lacerations  of  the  cervix  with 
ectropion  and  these  lesions  must  be  cured  as 
quickly  as  recognized  and  in  this  way  pre- 
vent cancer. 


An  unusual  lesion  about  the  cervix  should 
be  very  carefully  investigated.  A biopsy  is 
always  to  be  considered,  and  in  performing 
a biopsy,  always  be  sure  sufficient  material 
is  removed  and  that  it  is  obtained  from  the 
most  involved  area.  Obtaining  a biopsy  is 
a very  important  step  in  diagnosing  cancer 
and  many  cases  are  erroneously  diagnosed 
because  the  material  removed  was  insufficient 
and  was  not  obtained  from  the  most  involved 
portion  of  the  cervix.  1 think  it  is  a good 
policy  when  obtaining  a biopsy  of  a sus- 
picious cancer  cervix,  to  remove  the  cervix 
by  a conical  excision  operation,  the  same  as 
you  would  perform  for  a cure  for  chronic 
cervicitis.  More  often,  perhaps,  it  means  the 
diagnostic  elimination  of  cancer,  with  ensuing 
peace  of  mind  for  the  patient  and  with  th 
consciousness  on  the  gynecologist  part, ' of  a 
diagnostic  problem  properly  handled. 

There  has  been  much  discussion  as  to  the 
possible  dangers  of  biopsy — whether  or  not 
it  may  permit  of  metastasis  of  cancer  cells. 
There  has  been  no  convincing  evidence  to 
substantiate  this  statement.  Furthermore, 
even  if  there  were  some  risk,  biopsy  is  so 
essential  for  an  accurate  diagnosis  of  cancer, 
it  should  be  performed  before  exposing  the 
patient  to  a major  operation.  The  serious- 
ness of  a biopsy  causing  metastasis  of  the 
cancer  cells  is  so  slight  as  coinjiared  to  the 
dangers  of  a radical  hysterectomy  performed 
for  a non-malignant  cervix  that  one  should 
dismiss  the  thought  entirely. 

It  is  on  the  hospital  pathologist  that  the 
burden  of  making  the  diagnosis  finally  rests. 
^Mistakes  in  the  diagnosis  between  non-  malig- 
nant and  malignant  diseases  are  more  readily 
made  here  than  in  almost  any  other  tissue 
because  of  the  frequency  of  inflammatory  le- 
sions which  resemble  malignancy  in  many 
ways.  This  is  in  part  because  of  the  invasion 
of  the  deeper  tissues  by  the  squamous 
epithelium.  E.  Novak,  October,  1929,  Amer- 
ican Journal  of  Obstetrics  and  Gynecology, 
has  described  this  condition  in  detail. 

Good  pathologi.sts  are  becoming  scarce,  due 
to  the  fact  they  have  received'  very  little 
encouragement  in  the  past.  Their  pay  has 
been  insufficient  and  with  very  little  to  look 
forward  to  in  the  future  their  training  has 
been  sadly  neglected.  The  opportunities  for 
training  pathologists  are  not  particularly 
“rosy”  at  present  and  the  profession  is  suf- 
fering from  the  fact  that  there  is  no  financial 
or  clinical  future  for  a hospital  pathologist. 
Many  of  our  medical  schools  are  trying  to 
meet  this  grave  situation  and  before  a young 
man  can  be  pronounced  a specialist  in  any 
[)artieular  branch  of  medicine  he  must  serve 
one  to  three  years  in  pathology  pertaining 
to  the  branch  of  medicine  he  is  specializing 
in.  In  this  way,  it  is  hoped  that  each  de- 
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partment  of  medicine  will  soon  build  up  its 
own  organization  and  have  a perfectly  func- 
tionating laboratory  where  careful  diagnoses 
can  be  made.  Such  a laboratory  forms  an 
integral  part  of  the  obstetrical  and  gynecolo- 
gical service  of  our  school  and  renders  in- 
valuable aid  in  arriving  at  cancer  diagnoses. 
The  gynecologist  pathologist  has  a decided 
advantage  over  the  general  pathologist  who 
is  so  commonly  called  on  to  make  a diagnosis. 
A loiowledge  of  the  special  histology  of  the 
uterus  and  a familiarity  with  the  pathologic 
pictures  peculiar  to  the  reproductive  tract 
give  a decided  advantage  to  the  pathologist 
who  has  the  opportunity  of  studying  these 
problems  daily. 

The  facts  are  at  present  that  only  about 
10  per  cent  of  cervical  cancers,  even  in  the 
large  cities,  are  susceptible  of  operative 
treatment  with  probability  of  cure.  A small 
'^er  cent  of  the  arivamcd  cases  arc  available 
for  curative  radiation  therapy.  However,  as 
already  said,  the  educational  campaign  has 
been  extremely  effective  in  arousing  the  pub- 
lic, especially  in  the  larger  -’ities,  to  see  their 
physician  from  time  to  time  and  as  a result, 
gynecologists  and  radiologist,-;  are  now  asked 
to  diagnose  and  to  treat  '•an'crs  in  a stage 
much  earlier  than  they  were  seen  a few  years 
past. 

At  Barnes  Hospital  from  -July  1st,  1921  to 
April  1st,  1926,  Dr.  H.  S.  Ci'ossen,  and  the 
author,  treated  121  eases  of  uterine  cervical 
carcinomas  with  a five  year  cure  of  22.3  per 
cent.  The  cases  were  grouped  clinically  be- 
fore treatment  was  given  as  follows: 

Class  1.  Cases  in  which  only  the  cervix 
was  involved  and  the  treatment  was  radical 
hysterectomy. 

Class  2.  Cases  in  which  the  cervix  was  in- 
volved and  there  was  slight  involvement  of 
the  parametrium  and  the  treatment  was 
radium  followed  by  radical  hysterectomy. 

Class  3.  Cases  in  which  the  cervix  was 
involved  and  there  was  parametrial  involve- 
ment to  the  pelvic  wall  and  the  treatment  was 
radium  and  x-ray  therapy. 

Class  4.  Cases  in  which  there  was  exten- 
sive involvement  of  the  upper  vaginal  vault 
inchuling  the  bladder  and  rectum  and  the 
treatment  was  deep  x-ray  therapy. 

In  class  1,  there  were  2 eases.  In  class  2, 
there  was  only  1 case.  In  elas-  3,  there  were 
108  cases  and  in  class  4,  there  were  10  eases. 
P’'rom  a careful  study  of  the  above  figures 
one  can  readily  see  that  most  of  the  cases 
(118)  reporting  foi-  treatment  were  far  ad- 
vanced and  had  symptoms  of  cancer  for  more 
than  six  months.  These  figures  compare  fav- 
oi'ably  with  those  of  other  gynecologists.  The 
three  eases  in  class  1 and  2,  were  seen  early 


and  operated  upon  and  are  living  and  well 
after  five  years.  All  of  them  received  deep 
x-ray  therapy  with  a 200,000  volt  machine, 
following  radical  hysterectomy,  before  they 
were  discharged  from  the  hospital.  The  10 
cases  in  class  4,  received  only  deep  x-ray 
therapy  because  they  were  too  far  advanced 
for  radium  treatment  and  none  survived  be- 
yond three  years.  Of  the  108  cases  that  re- 
ceived radium  and  x-raj^  therapy,  24  are  liv- 
ing and  well  after  five  years. 

Our  technic  for  applying  radium  is  as 
follows:  The  radium  bromide  salt  is  used. 

It  is  sealed  in  a glass  capsule,  this  capsule 
is  then  placed  in  a silver  capsule  1 mm.  thick: 
the  silver  capsule  is  then  placed  in  a brass 
ca])sule  1 mm.  thick  which  is  then  placed  in 
rubber  tubing.  In  this  form  it  is  inserted 
into  the  uterine  and  cervical  canals.  If  there 
is  any  chance  of  the  radium  getting  out  of 
position  after  its  application,  it  is  well  to 
■suture  the  cervix  to  tiold  it  firmly  in  place. 
The  dosage  of  100  mg.  is  used  (25mg.  in 
uterine  cavity— -75  mg.  in  cervical  canal)  for 
20  to  50  hours  depending  upon  the  amount 
of  involvement  of  the  cancer  and  the  amount 
of  tissue  present  for  screening.  Gauze  is 
used  to  pack  the  bladder  and  rectum  well 
away  from  the  radium.  In  many  cases  a 
small  rubber  tube  drain  is  inserted  into  the 
uterine  cavity  along  side  the  radium  to  take 
care  of  any  pyometra  that  may  be  present. 
A retention  catheter  is  placed  in  the  bladder 
at  all  times.  We  have  had  very  few  bladder 
and  rectal  fistulae. 

Most  of  the  radium  cases  received  a series 
of  deep  x-ray  therapy  befoie  leaving  the  hos- 
pital and  thereafter  every  six  weeks  as  the 
condition  of  the  cancer  warranted. 

We  have  found  that  the  fact  that  the  pa- 
tient realizes  she  will  be  seen  and  examined 
by  the  person  who  operated  upon  her  and 
who  therefore,  from  her  viewpoint,  has  a per- 
sonal interest  in  her  ease  will  insure  a high 
percentage  of  returns.  In  order  to  get  the 
best  co-operation  of  the  patient,  in  most  in- 
stances the  patient  is  told  she  has  cancer  and 
the  seriousness  of  the  malady  is  explained  to 
her.  Of  course,  there  are  a few  patients 
whose  mental  state  is  such  that  it  is  best  not 
to  tell  them,  but  rather  to  explain  her  condi- 
tion to  some  of  her  kin  so  they  will  see  that 
.she  returns  at  the  appointed  time.  We  have 
realized  for  sometime,  that  the  greatest  suc- 
cess is  achieved  by  absolute  co-operation 
from  the  patient.  If  they  know  they  have 
caju*er.  regardless  of  the  fact  that  they  have 
no  suspicious  symptoms  after  they  have  re- 
ceived treatment,  they  will  return  regularly 
for  pelvic  examination. 

In  our  gynecological  clinic  it  is  interesting 
to  note  the  nnmher  of  early  cancers  of  the 
uterus  being  discovered  in  the  past  few  years. 
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All  of  the  men  working  in  the  clinic  are 
“cancer-minded”’  and  I am  sure  our  next 
five  years  report  will  show  more  gratifying 
results  than  the  present  one. 

Discussion 

Edward  Speidel;  Ladies  and  Gentlemen:  This 
has  been  an  eloquent  presentation  made  by  our 
distinguished  guest.  It  should  interest  all  of  you, 
however,  to  know  that  he  is  one  of  a group  of 
splendid  cooperating  Obstetricians  and  Gynec- 
ologists associated  with  the  Baines  Hospital  of 
St.  Louis.  Dr.  Grossen,  with  whom  Dr.  Newell 
is  associated.  Dr.  Otto  Swartz  and  Dr.  Dorsett, 
(both  of  whom  have  been  guests  of  the  Society) 
and  Dr.  Royston,  have  their  own  Pathology 
Laboratory  with  Dr.  Diekman,  one  of  the  most 
distinguished  Pathologists  of  this  country,  in 
charge.  This  explains  the  splendid  presentation 
that  has  been  made  before  us  this  evening. 

Dr.  Newell’s  idea  of  having  every  woman  ap- 
pear before  her  physician  twice  a year  for  ex- 
amination, of  course,  is  ideal;  but  it  will  prob- 
ably be  many  years  before  this  can  be  accom- 
plished. The  better  class  of  people  may  make 
such  a visit  just  as  they  go  to  the  dentist;  but 
the  pooler  class  of  people  can  hardly  be  expected 
to  make  use  of  such  attentions.  Fortunately,  the 
Obstetricians  can  take  an  impoiGant  part  in  the 
early  diagnoses  of  these  conditions,  if  the  patients 
come  to  them  early  in  pregnancy.  If  routine 
inspection  and  repair  of  these  cervices  is  done 
after  birth  of  child,  a great  deal  of  cancer  may 
be  prevented.  Also,  if  patients  will  leturn  at 
intervals  of  two,  four  and  six  months  after  birth 
of  child,  for  final  inspection  of  cervix. 

I am  rather  interested  in  the  biopsy  method, 
that  of  coning  out  the  cervix  as  the  first  step 
of  the  operation.  I would  like  to  ask  Dr.  Newell 
what  the  next  procedure  is.  Is  the  diagnosis 
made,  and  if  it  is  cancer,  is  radium  applied,  or 
is  the  opei’ation  completed  in  the  ordinary 
manner? 

Harry  A.  Davidson:  I would  like  to  ask  Dr. 

Newell  two  questions:  In  the  first  place,  what 
does  he  think  of  Leukoplakia  as  a cause  of 
cancer?  In  the  second  jilace,  what  does  he 
think  of  the  Colposcope,  an  instrument  devised 
by  Hinselmann  of  Hamburg,  to  magnify  the 
cervix  ten  to  forty  times,  as  to  its  influence  upon 
the  discovery  of  early  cancer? 

A.  J.  Miller:  I am  very  much  delighted  in- 

deed to  see  this  method  of  obtaining  biopsy  tis- 
sue stressed.  It  is  one  of  the  problems  of  the 
pathologist  to  get  a sufficient  amount  of  tissue 
properly  excised  from  the  proper  place. 

In  regard  to  the  dangers  resulting  from  biop- 
sies on  tumors,  it  seems  that  they  are  less,  or 
possibly  of  slightly  different  nature,  than  is  com- 
monly believed.  It  has  been  pointed  out  ex- 
perimentally that  mechanjcal  manipulation  of 
any  kind  does  not  enhance  the  growth  of  neo- 
plastic tissue,  nor  of  normal  tissues  in  vitro.  It 
is  not  ijossible  to  definitely  demonstrate  an  en- 


hancement of  the  growth  of  neoplasms  in  situ, 
as  the  result  of  mechanical  manipulation.  This 
was  pointed  out  a few  years  ago  by  Woglom. 

The  danger  which  does  exist,  however,  is  that 
of  producing  metastasis  by  tlie  meciianical 
manipulation.  What  apparently  happens  is  this: 

1 hat  during  the  excision  of  tumor  tissue  or  dur- 
ing the  manipulation  of  the  examination,  emboli 
are  discharged  either  into  the  blood  or  lymph 
vessels  and  these  emboli  result  in  metastasis. 
This  process  was  also  demonstrated  experimen- 
tally by  handling  the  neoplasms  of  rats.  The 
tumors  used  were  the  laboratory  strains  of  car- 
cinoma and  sarcoma,  which  were  inoculated  be- 
neath the  skin.  After  a period  of  growth  the 
tumors  of  these  animals  were  massaged  and  the 
animals  autopsied  at  vaiying  inteivals  after  this 
manipulation.  Lungs  were  sectioned  serially  so 
as  to  find  the  tumor  metastasis  that  had  occur- 
red as  a result  of  the  manipulation.  The  emboli 
were  very  numerous.  However,  in  the  case  of 
this  particular  tumor  only  a few  of  them  grew, 
but  the  work  had  demonstrated  that  the  pos- 
sibilities of  metastasis  were  very  markedly  in- 
c- eased  as  the  result  of  mechan.cal  manipulation 
of  neoplasms.  Certainly  this  fact  should  be  borne 
in  mind  during  operative  pioceduies  or  during 
lihysical  examinations  of  the  patients  with  neo- 
plastic diseases. 

It  is  discouraging  to  hear  pointed  out  the  fact 
that  £0  little  can  be  learned  from  detailed  mor- 
phological study  of  neoplasms,  but  it  serves  to 
l emind  us  that  the  cancer  problem  is  a biological 
one.  The  biological  activity  of  a tumor  as  re- 
lated to  its  morphology  has  been  learned  chiefly 
by  experience  and  observation,  rather  than  by 
inductive  study.  However,  the  relation  of  mor- 
phology to  the  biological  activities  in  the  case 
of  brain  tumors  has  been  very  well  demonstrated 
by  Bailey  and  Cushing  and  othei's.  Greenough 
and  others  have  also  pointed  out  a good  rela- 
tionship in  the  case  of  carcinomas  of  the  lip. 
These  two  things  should  be  encouraging  and 
certainly  warrant  the  expenditure  of  further 
effort  to  determine  some  relationship  between 
morphology  and  the  biological  characteristics  o+ 
neoplastic  tissue. 

D.  Y.  Keith:  All  of  US  have  been  benefiteo 

by  Dr.  Newell’s  presentation.  Most  of  us  will 
agree  with  practically  all  he  has  said. 

I would  like  to  make  a few  inquiries  as  to  his 
grouping  and  if  he  has  changed  his  dosage  in 
the  past  five  years.  All  of  us  who  treat  car- 
cinoma of  the  cervix  try  to  group  the  cases, 
using  the  same  system  that  he  has  referred  to. 
The  difference  is  that  what  one  physician  would 
class  as  group  I another  man  would  probably 
class  as  group  II.  This  makes  it  very  difficult 
in  comparing  statistics  and  also  makes  a dif- 
ference in  mortality  of  operators  who  are  equal- 
ly efficient. 

It  is  quite  well  known  to  all  that  roentgenolo- 
gists, gynecologists  and  surgeons  prefer  opera- 
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tion  in  group  I which  is  usually  not  more  than 
five  or  six  per  cent  of  the  total  cases  seen, 
i-atients  above  forty  years  of  age  we  would  pre- 
fer giving  3000  or  4000  milligrams  of  radium 
twenty  to  thirty  days  prior  to  operation.  Aii 
the  other  groups  are  radium  cases. 

At  present  very  few  peopde  who  treat  a large 
number  of  carcinomas  of  the  cervix  use  less 
than  five  or  six  thousand  milligram  hours  or 
even  more,  'ihe  technique  Dr.  Newell  has  re- 
feiTed  to  using  3000  to  3600  mg.  hours  has  not 
been  used  by  us  for  eight  or  ten  years.  We  use 
larger  doses  and  higher  filti’ation. 

In  groups  III  and  IV  we  are  quite  sure  they 
will  go  longer  without  a recurrence  with  an  oc- 
casional permanent  arrest  of  the  malignancy 
where  both  radium  and  x-ray  has  been  used. 
We  are  quite  sure  x-ray  is  of  definite  benefit 
in  cases  of  this  group. 

Patients  returning  four  years  after  radiation 
with  recurrence  will  quite  frequently  derive 
great  benefit  from  x-ray  alone  and  be  carried 
for  another  period  of  months  or  years  before 
the  final  fatal  recurrence  occurs. 

I think  it  was  wise  to  say  something  of  the 
technical  side  of  radiation.  You  state  the  num- 
ber of  milligram  hours  whicn  helps  very  little 
as  to  dosage.  Location  and  filtration  are  also 
essential.  At  present  the  trend  of  gynecologists 
and  radiologists  is  to  use  platinum  filtration 
which  is  of  much  higher  filtration  than  silver 
which  was  refeiTed  to  by  the  essayist.  When 
platinum  or  other  filtration  equal  to  one  or  two 
millimeters  of  lead  is  used,  a much  longer  time 
is  given,  preferably  with  several  points  of  in- 
tensity. In  this  way  the  lateral  margins  of  the 
pelvis  receive  a more  effective  radiation  and 
between  several  points  of  intensity  less  local 
necrosis  is  present.  We  are  quite  sure  it  is 
an  advantage  to  use  higher  filtration.  In  our 
present  technique  we  use  from  four  to  six  points 
for  application  and  we  frequently  use  6000  to 
8000  milligram  hours. 

Dr.  NewelP’s  statistics  compare  with  most  of 
the  statistics  and  I see  nothing  in  them  that  is 
misleading,  as  is  so  frequently  done  when  statis- 
tics are  presented. 

Mischa  Casper:  What  has  become  of  the 

Percy  Cautery  treatment,  or  diathermy,  to  be 
used  in  Clinics? 

Q.  U.  Newell,  (in  closing)  ; Thanks  to  you 
gentlemen  very  much.  I was  very  much  inter- 
ested in  your  discussions. 

It  is  really  a terrible  thing  that  everybody 
jumps  on  the  poor  old  pathologist.  Ordinarily, 
a pathologist  is  given  an  insufficient  piece  of 
tissue  and  told  to  look  at  it  and  tell  what  it  is. 
This  is  not  right;  one  should  indicate  the  struc- 
ture from  which  it  is  taken.  We  should  all  co- 
operate with  the  pathologist.  And  we  our- 
selves, should  familiarize  ourselves  with  slides. 

Leucoplakia  invariably  precedes  carcinoma. 
Very  few  of  us,  nowever,  have  ever  seen  a 
leucoplakia  of  the  cervix.  I ha've  seen  one  or 


two  cases. 

As  to  the  value  of  the  colposcope  in  discov- 
ering early  cancer:  It  probably  has  its  merit 

but  the  instrument  is  rather  expensive  at  this 
time  and  is  not  often  used. 

Now,  regarding  hysterectomy  following 
ladium.  I have  tried  it  in  all  stages  and  aru( 
about  convinced  that  four  to  six  weeks  after 
radiation  is  the  best  time  to  operate.  The  pa- 
tients at  this  time  get  along  very  well;  hy- 
peremia and  unusual  vascularity  in  the  pelvis  is 
not  common  after  so  long  a period. 

We  do  not  ordinarily  get  glandular  involve- 
ment early,  although  we  expect  an  extension 
of  cancer.  We  know  that  cancer  goes  out  into 
the  lymph  nodes — yet  1 have  seen  autopsies  on 
several  cases  of  these  carcinomas  and  was  sur- 
prised that  some  of  them  did  not  show  metas- 
tasis higher  up  in  the  pelvic  structures.  One 
would  think  that  all  the  lymph  glands  supplying 
the  pelvic  organs  would  be  involved.  We  do  not 
know  why  in  some,  this  metastasis  is  rapid,  in 
others  veiy  slow,  and  in  others  it  'i,-;  not  seen 
at  all.  It  was  asked  if  we  looked  for  glands 
when  doing  hysterectomies.  No,  we  do  not,  as 
we  only  do  hysterectomy  on  the  very  early  case 
and  the  glands  have  not  become  involved. 

As  to  radical  operation  in  these  cases:  Several 
years  ago  we  did  what  we  called  radical  work. 
It  took  about  2 % hours  to  do  an  operation  of 
this  kind.  We  went  in  and  isolated  the  ureters 
all  the  way  to  the  pelvis  before  doing  the 
hysterectomy  and  at  the  completion  of  tlie  op- 
eration the  patient  was  invariably  in  shock. 
Now,  under  spinal  anesthesia,  ureteral  catheters 
are  slipped  in  the  ureters  up  to  the  kidneys  and 
with  an  improved  technic  a radical  hysterectomy 
is  performed  within  hours. 

We  have  secured  better  results  by  implanting 
radium  seeds  in  case  of  recurrent  carcinoma — 
better  than  x-ray  therapy.  About  placing  radium 
in  the  parametrium:  I do  not  approve  of  it.  I 
think  it  dangerous.  However,  they  are  doing 
this  in  some  clinics. 

As  to  diathenny:  I should  think  diathermy 

would  be  alright  if  one  does  not  have  anything 
else  but  it  cannot  be  as  efficient  as  radium. 

As  to  who  should  apply  radium,  the  radiolo- 
gist, the  gynecologist  or  the  pathologist:  there 
is  a great  deal  of  disagreement  about  this..  We 
however,  in  our  work  use  the  radium  ourselves. 
I believe  that  only  the  gynecologist  or  the 
radiologist  should  use  it. 



Action  of  Specific  Enzyme  on  Dermal  Infec- 
tion with  Type  II  Pneumococcus — The  action  of 
the  enzyme  which  specifically  decomposes  the 
capsular  polysaccharide  of  type  III  pneumococcus 
was  tested  by  Goodner  and  his  associates  in  type 
III  pneumococcus  dermal  infections  in  rabbits. 
When  injected  in  sufficient  amounts,  this  en- 
zyme is  capable  of  bringing  about  a favorable 
and  early  termination  of  the  experimental  dis- 
ease. 
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WHAT  THE  GENEEAL  PRACTITIONER 
SHOULD  KNOW  ABOUT  GOITER* 

John  R.  Wat  hen,  M.  D. 

Louisville. 

Since  1 first  began  tlie  surgical  treatment 
of.  Goiter  a igood  many  years  ago,  there  have 
been  so  many  methods  for  diagnosis  developed 
that  the  entire  subject  has  been  rewritten. 

With  the  introduction  of  tiie  Basal-Meta- 
bolism. test,  the  use  of  the  Electro-cardiograph 
and  the  general  adoption  of  the  use  of  Lugois  ’ 
Solution  of  iodine,  many  of  the  methods  for- 
merly used  have  been  discontinued.  Like- 
wise the  use  of  local  anesthesia  with  novocain 
by  the  nerve  blocking  method  instead  of  gen- 
eral anesthesia  of  the  old  infilteration  methods 
as  used  by  Kocher  in  former  years,  and  many 
changes  nave  been  made  in  operative  tech- 
nique. 

Based  on  my  own  experience,  covering  a 
long  series  of  cases,  1 feel  that  what  is  most 
needed  is  a better  diagnosis  as  to  the  exact 
type  of  Goiter  we  have  as  the  treatment  will 
depend  upon  this  more  than  anything  else, 
and  yet  tlie  large  number  of  cases  seen  have 
been  given  the  same  remedies,  when  we  have 
an  enurely  different  pathologj^  to  deal  with. 

Enlargements  of  the  thyroid  gland  in 
young  adolescents,  especially  girls  about  pub- 
erty should  not  be  classed  as  Goiters,  but  are 
physiological  eidargements  due  to  develoji- 
ment  and  lack  of  Iodine.  Small  doses  of 
Lugois’  Solution  of  Iodine  over  ai  short 
period  of  time  will  effect  a cure  in  the  great 
majority  of  these  cases,  and  they  rarely  or 
never  should  be  operated  upon.  Large  cystic 
or  colloid  Goiters,  wdtli  a normal  or  nearly 
normal  pulse  and  not  toxic  should  be  oper- 
ated upon  and  not  treated  with  Iodine  be- 
cause of  their  possibility  of  becoming  toxic 
or  malignant  later.  Also  they  should  be 
removed  for  cosmetic  effect  and  because  of 
the  mechanical  discomfort  they  cause.  Oc- 
casionally nodular  adenomas  of  small  size  in 
patients  of  about  25  years  should  be  operated 
upon  and  not  given  Iodine  for  any  time,  as 
Kocher  has  proven  that  it  only  tends  to  make 
a quiescent  Goiter  take  on  toxic  symptoms. 

The  most  common  types  of  Goiter  we  usu- 
ally encounter  are  the  two  types  of  toxic 
thyroids,  namely  the  Exojihthalmic  and  the 
Taxic  Adenomas.  These  tyims  are  very 
different  in  pathology,  symptoms  and  treat- 
ment, both  medical  and  surgical.  The  toxic 
secretions  are  entirely  different. 

The  exophthalmic  toxine  spends  its  energy 
on  the  central  nervous  system,  and  for  that 
reason  the  nervous  system  was  formerly  ac- 
cused of  the  cause  of  the  goiter.  Iodine  is 
especially  valuable  in  the  treatment  of  this 
type,  the  rapid  heart  is  reduced  better  by 

*Read  before  the  Fifth  District  Medical  Society,  Carrollton. 


Lugois'  Solution  of  Iodine  than  by  rest  in 
bed.  Digitalis  and  other  drugs.  Tr.  of  Stro- 
phanthus  which  was  formerly  used  with 
much  success  with  the  Exopthahnic  Goiter 
was  later  found  to  act  on  the  central  nervous 
system  and  obtain  its  results,  rather  than  its 
action  on  the  heart.  This  type  of  goiter  the 
exophthalmic,  has  the  highest  metabolic  rate, 
is  usually  of  short  and  rapid  duration,  be- 
ginning about  26  or  28  years  of  age  and 
i-eaching  its  climax  at  about  32  years,  when 
tliey  come  for  operation.  About  ten  days 
treatment  with  15  drops  of  Lugois’  solution 
of  Iodine  one  hour  after  meals  in  cold  water 
will  usually  reduce  the  metabolic  rate  and 
place  them  in  fine  condition  tor  0]ieration. 
if  the  patient  is  very  nervous,  vomiting  and 
dehydrated  as  they  often  come  to  our  hos- 
pital, Iodine  and  also  Elixir  of  Veronal  given 
by  proctoclysis  in  the  rectum  will  give  results 
as  no  other  method. ; for  Veronal  is  the  only 
known  drug  acting  on  the  vomiting  centers 
of  the  brain,  and  the  rectum  tolerates  Iodine 
well  and  will  take  large  doses.  The  metabolic 
rate  is  the  only  test  when  these  cases  are 
ready  for  operation. 

The  toxic  adenoma  cases  are  a different 
pathology  and  require  a different  prepara- 
tory treatment.  They  are  usually  of  smaller 
size,  are  most  often  bilateral  and  their  toxine 
spends  its  energy  upon  the  cardio-renal  sys- 
tem rather  than  the  central  nervous  system. 
They  occur  mostly  in  women  aboin  the 
menopause  and  are  often  associated  with  ser- 
ious heart  lesions,  such  as  auricular-fibrilla- 
tion and  should  be  studied  with  the  electro- 
cardiograph. These  are  the  type  where  a gen- 
eral anesthesia  should  never  be  used  as  local 
anesthesia  with  novocain  by  the  nerve  block- 
ing methods  will  suffice.  Toxic  Adenoma 
Goiters  give  a history  of  long  standing  from 
15  to  25  years  and  usually  have  a much  lower 
metobalic  rate  than  the  Exophthalmic  type. 

The  Exophthalmic  type  when  operated  upon 
usually,  if  they  die  so  do  in  a crisis  in  the 
first  36  hours  with  a high  temperature,  often 
above  107  F.  while  the  toxic  adenoma  cases  die 
due  to  the  heart  as  myocarditis,  etc. 

Iodine  in  the  majority  of  these  cases  is  of 
little  benefit  and  some  eniment  authorities 
as  Plummer  of  the  Mayo  Clinic  say  its  use 
is  often  contraindicated,  yet  equally  good  men 
dispute  this  idea.  He  also  does  not  recom- 
mend the  use  of  Digitalis  in  the  auricular- 
fibrillation  cases. 

In  conclusion  let  me  state  that  upon  the 
]H'oper  diagnosis  depends  the  proper  treat- 
ment as  there  is  a great  difference  betw^een 
the  various  types  of  Goiter.  The  proper  clin- 
ical observation  and  study  of  the  ease  with  the 
estimation  of  the  basal  metabolism  rate  and 
the  e'xamination  of  the  heart  in  some  cases 
with  the  electro-cardiograph,  are  essential  to 
proper  treatment. 
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NEXT  MEETING  LOUISVILLE 
OCTOBER  3,  4,  5,  6,  1932 


COUNlY  bOClEiY  REtORlS 

Third  District:  The  Third  District  Medical 

Society  met  at  the  Helm  Hotel  in  Bowling  Green 
on  April  20th  with  Dr.  S.  S.  McReynolds  in  the 
chair. 

Officers  elected  for  the  ensuing  year:  Presi- 
dent, Dr.  T.  H.  Turner;  Vice-President,  Dr.  J. 
W.  Grubbs;  Secretary,  Dr.  J.  H.  Bhickburn. 

Report  of  Cases 

Dr.  John  H.  Blackburn,  Bowling  Green  re- 
ported a case  of  postoperative  anuria,  which 
was  discussed  by  Dr.  J.  G.  Gaither. 

Dr.  J.  L.  Jones,  Louisville,  .i ported  a case  of 
agranulocytosis. 

Dr.  G.  Y.  Graves,  Bowling  Green,  reported  a 
case  of  cholescystectomy  and  pyloroplasty. 

Program 

Caesaiean  Section,  Evaluation,  Dr.  J.  G. 
Gaither,  Hopkinsville,  analyzed  a series  of  38 
Caesarean  Section,  discussing  the  diagnosis  or 
indication  for  the  Section,  the  maternal  and 
fetal  mortality  and  the  cause  of  death  in  the 
four  maternal  deaths.  This  paper  was  discussed 
by  Di's.  J.  L.  Jones,  G.  Y.  Graves  and  John  H. 
Blackburn. 

After  the  luncheon  Dr.  Orville  Miller,  Louis- 
ville, presented  an  instructive  and  helpful  paper 
on  “Fractures  In  and  Near  the  Ankle  Joint,” 
illustrating  the  paper  with  numerous  lantern 
slides.  This  paper  was  discussed  by  Drs.  Lattie 
Graves  and  S.  S.  McReynolds. 

Dr.  J.  L.  Jones,  State  Epidemiologist,  Louis- 
ville, presented  a paper  on  the  “Control  of  Com- 
municable Diseases”  suggesting  the  methods  ad- 
vised by  the  State  Board  of  Health  for  the 
recognition  and  prevention  of  the  :rdinary  com- 
municable diseases. 

Dr.  G.  M.  Wells,  Director  of  the  Warren 
County  Full-Time  Health  Unit,  read  a paper  on 
“The  jFull-Time  Health  Department  and  Its 
Relation  to  the  Medical  Profession,”  considering 
particularly  the  work  of  the  local  Health  Unit. 
These  two  papers  were  discussed  by  Drs.  Hol- 
land, T.  H.  Turner  and  S.  S.  McReynolds. 

The  meeting  adjourned  to  meet  again  on 
June  15th  in  Bowling  Green. 

JNO.  H.  BLACKBURN,  Secretary. 


Bourbon:  The  Bourbon  County  Medical  So- 

ciety met  on  Thursday  evening.  May  29,  1932 
at  8:30  at  the  Court  House  in  Paris. 

The  following  members  were  present:  Drs. 

C.  G.  Daugherty,  J.  A.  Orr,  W.  M.  Hopkins,  G. 
C.  Rankin,  B.  N.  Pittinger,  R.  M.  Blemker  and 
M.  J.  Stern. 

Visitors:  Drs.  Chas.  Kavanaugh,  John  Har- 

vey and  Dan  Harding,  Lexing'on;  Drs.  Russell 
Henry,  0.  P.  Clark  and  Garland  Clai'k  of  Win- 
chester; Blanton  Collier  and  Geo.  D.  Swearingen 
of  Paris. 

In  the  absence  of  the  president  Dr.  Orr,  past 
president,  presided. 
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Dr.  Chas.  Kavanaug'li,  Lexington,  read  a paper 
on  “Clinical  Considerations  of  Secondary  Ane- 
mia,” illustrated  with  charts  and  lantern  slides. 

The  discussion  was  opened  by  Dr.  John  Har- 
vey followed  by  Drs.  Garland  Clark,  Russell 
Henry,  B.  N.  Pittinger,  C.  G.  Daugherty,  M.  J. 
Stern  and  J.  A.  Orr.  Discussion  closed  by  Dr. 
Kavanaugh. 

MILTON  J.  STERN,  M.  D. 


Franklin:  The  regular  monthly  meeting  oi 

the  Franklin  County  Medical  Society  was  held 
at  the  Capital  Hotel,  Thursday,  May  5th. 

The  meeting  was  called  to  order  by  the  Vice- 
President,  Dr.  M.  C.  Darnell.  The  minutes  of 
the  last  meeting  were  read  and  approved.  Mem- 
bers present:  Drs.  Ginn,  Martin,  Lyon,  Jackson, 
Platterson,  Snyder,  iStewart,  iMJ'nish,  Darnell. 
Coleman  and  Youmans. 

Several  unusual  and  interesting  clinical  cases 
were  reported  by  Drs.  Snyder,  Minish,  Patterson 
and  Martin,  followed  by  a.  general  discussion. 

On  motion  of  Dr.  John  P.  Stewart,  seconded 
by  Dr.  L.  T.  Minish,  the  following  Resolution 
was  unanimously  voted  and  adopted  by  the  So- 
ciety and  signed  by  Dr.  Darnell: 

RESOLVED:  “That  the  Franklin  County 

Medical  Society  go  on  record  as  unanimously 
endorsing  and  commending  the  services  of  Dr. 
A.  M.  Lyon,  superintendent  and  Dr.  C.  E.  You- 
mans, assistant  superintendent,  in  their  tender 
care  of  the  unfortunate  inmates  of  The  State 
Institution  for  the  Feeble-Minded  and  the  ex- 
cellent management  and  condition  of  said  in- 
stitution.”—iM.  C.  Darnell. 

The  Society  adjourned  to  the  Hotel  Dining 
Room  for  lunch. 

C.  E.  YOUMANS,  Secretary. 


Grant: . Grant  County  Medical  Society 
met  at  the  office  of  the  Health  Department, 
May  25,  1932,  one  week  later  than  the  regular 
time,  having  postponed  the  meeting  to  allow 
the  doctors  to  attend  the  Commencements  in 
different  parts  of  the  County.  The  following 
members  were  present:  J.  W.  Abernathy,  N.  H. 
Ellis,  C.  M.  Eckler,  A.  D.  Blaine,  J.  L.  Price, 
J.  D.  George,  C.  D.  O’Hara,  W.  J.  Zinn  and  C.  A. 
Eckler. 

The  minutes  of  last  mt  eting-  were  read  and 
approved  and  immediately  the  business  of  the 
meeting  was  entered  sito. 

The  first  was  a resolution  sent  in  by  Dr.  Mann, 
who  was  unable  to  attend  by  being  detained  on 
a case  he  could  not  leave.  This  was  a resolution 
and  a motion  that  this  society  endorse  the  ap- 
pointment andj  urge  it  to  be  made  of  Mary 
Franklin  O’Hara  for  Health  Nurse  for  Grant 
County,  said  appointment  to  be  made  in  June. 
This  resolution  and  motion  was  seconded  by  Dr. 
A.  D.  Blaine  and  unanimously  carried  by  the 
Society,  and  a notice  of  this  action  was  to  be 
sent  by  the  Secretary  to  the  Secretary  of  the 


State  Board  of  Health  at  Louisville,  Ky.  At 
this  time  Dr.  Ellis  explained  that  it  was  the 
U.  S.  Government  at  Washington  that  paid  the 
Health  Officer  and  that  the  State  Deparcment 
paid  the  Health  Nurse.  The  county  having  noth- 
ing to  do  with  tneir  salaries.  Merely  paying 
expenses  of  offices  and  laboratories,  etc. 

Dr.  C.  M.  Eckler  reported  at  this  time  the 
serious  illness  with  which  Dr.  R.  E.  Limerick 
has  been  suffering.  The  Society  was  much  con- 
cerned in  this  report  and  instructed  the  Sec- 
retary to  wiiite  Dr.  Limerick  a letter  of  en- 
couragement in  his  depressed  condition.  We 
now  entered  into  the  ca:e  reports  and  our  worthy 
Health  Officer,  Dr.  Ellis,  made  a most  excel- 
lent talk  on  the  subject  of  Mad  Dogs  or  Hydro- 
phobia, he  says  treatment  may  oe  started  seven 
days  after  being  bitten,  as  it  takes  from 
fifteen  days  to  three  months  for  the  disease 
to  develop  in  the  system.  He  advises  keep- 
ing the  dog  under  observation  for  several 
days  instead  of  killing  it.  If  the  dog  is  to 
be  killed,  do  not  shoot  il  in  the  head  or  other- 
wise destroy  the  head  as  that  will  destroy  the 
Negri  bodies,  hence  it  can  not  be  told  that  the 
dog  has  Hydrophobia.  He  recommended  a four- 
teen dose  treatment  for  a patient  that  is  bit- 
ten. These  fourteen  doses  cost  twelve  dollars. 
The  dog’s  head  must  be  carefully  packed  in  ice, 
sealed  up  and  sent  to  the  State  Board  of  Health 
Department  for  examination. 

Dr.  Abernathy  reported  a case  of  Placenta- 
Praevia,  very  interesting  saved  both  mother  and 
baby,  which  is  very  commendable. 

Dr.  O’Hara  reported  a case  of  Resuscitation 
in  a New-born  Babe,  which  was  thirty-seven 
minutes  before  noticeable  breathing  occurred. 
He  stressed  the  point  that  we  do  not  work  long 
enough  to  resuscitate  a new-born  babe. 

Dr.  Price  reported  a case  of  Leukaemia  with 
Hemorrhages  from  the  nose  and  stomach. 

Dr.  Blaine  reported  a case  of  Obstructed 
Bowels.  Patient  died,  not  relieved.  He  also 
reported  a case  of  Jaundice  in  a man  seventy 
years  of  age,  operated  and  improving.  Numer- 
ous other  cases  were  reported  and  discussed, 
very  interesting  indeed,  and  at  ten-thirty  o’clock, 
we  entered  into  the  discussion  of  the  evening, 
“Cancer  as  it  relates  to  the  General  Practi- 
tioner.” Dr.  Blaine  opened  the  discussion  and 
cites  numerous  varieties  of  this  dreaded  disease 
■in  his  many  years  of  practice.  He  reported 
numerous  cases  of  Cancer  of  the  Aesophegus, 
cancers  of  the  breast. 

Dr.  Price  was  next  and  states  that  nobody 
knows  a great  deal  about  Cancer.  He  stresses 
early  operation,  his  cases  were  cancer  of  th? 
breast  dn  excess. 

Dr.  C.  D.  O’Hara  states  that  it  is  difficult  to 
get  people  to  believe  what  you  tell  them  in  re- 
gard to  cancer.  He  cites  three  eases  of  cancer 
of  the  breast  in  unmarried  girls,  ages  16,  19, 
22  years.  Breast  removed  by  operation.  Any 
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small  lump  in  the  breast,  he  states,  should  cause 
removal  of  the  breast  and  Axillary  glands  as 
well.  He  would  use  knife  first  then  radium. 
Believes  strongly  in  hereditary. 

Dr.  C.  M.  Eckler  says  it  is  up  to  the  practi- 
tioner to  make  an  early  diagnosis.  He  divides 
cancer  as  to  tissue  and  tells  how  internal  cancer 
can  fool  us.  Cancers  of  the  breast  are  kept 
secret  5n  the  majointy  of  leases  by  patients 
themsleves.  One  woman,  he  reported  kept  a 
cancer  unknown  to  the  family  for  eleven  years. 
He  reported  some  interesting  Sarcomas. 

J.  D.  George  reported  on  internal  cancer  of 
the  bowel,  operated  six  to  eight  inches  of  the 
bowel  removed,  uneventful  recovery.  He  had 
a bad  case  of  cancer  of  the  face,  that  got  in- 
fested with  maggots.  He  used  chloroform  to  get 
the  maggots  removed. 

Dr.  Abernathy  cautions  us  about  early  diag- 
nosis and  use  preventative  treatment  at  once 
and  early.  Brought  out  the  point  cancers  are 
not  contracted  by  one  to  another.  He  reported 
a case  in  a boy  nine  years  old,  with  an  Epith- 
elioma of  the  eyelid.  Had  it  removed  from  the 
eyelid.  Finally  had  the  eyelid  removed,  then 
went  to  the  brain,  formed  there  and  killed  him. 

It  was  now  growing  late,  growing  close  to 
the  midnight  hour,  and  after  selecting  the  sub- 
ject, “Tuberculosis,”’  for  the  next  meeting,  we 
winded  our  way  homeward,  to  meet  the  third 
Wednesday  in  June. 

C.  A.  ECKLER,  Secretary. 

Franklin:  The  Franklin  County  Medical  So- 

ciety met  in  regular  session  at  12  o’clock  noon, 
Thursday,  June  2nd,  at  the  Capital  Hotel. 

Members  present;  Drs.  Coleman,  Darnell, 
Snyder,  Minish,  Ginn,  Travis,  Patterson,  Heil- 
man, Hollie,  Stewart,  Martin,  ana  Youmans.  Dr. 
Heilman  the  president,  called  the  meeting  to 
order.  The  minutes  of  the  last  meeting  were 
read  and  adopted. 

Dr.  E.  K.  Martin,  who  had  chai'ge  of  the  pro- 
gram read  a very  interesting  paper  on  “Delayed 
or  Postpartum  Hemorrhage.”  This  paper  was 
discussed  by  Drs.  Minish  and  Coleman  who  re- 
lated their  experience  and  treatment  of  such 
cases. 

The  Society  voted  to  postpone  the  regular 
monthly  meetings  until  September.  No  other 
business,  the  Society  adjourned  to  the  Hotel 
Dining  Room  for  lunch. 

C.  E.  YOUMANS,  Secretary. 

Fifth  District:  At  a meeting  of  the  Fifth  Dis- 

trict Medical  Society,  held  at  Carrollton,  May 
12,,  1932,  the  following  phy.sicians  were  in  at- 
tendance: J.  T.  Walsh,  LaGrange,;  E.  N.  North- 
cutt,  Covington;  C.  E.  Smith,  Covington;  S.  J. 
Smock,  LaGrange;  W.  R.  Minor,  Covington;  J.  D. 
Northeutt,  Covington;  K.  S.  McBee,  Owenton; 
Richard  Cropper,  Owenton,  A.  G.  Elliston,  New 
Castle;  W.  E.  Gardner,  Louisville;  J.  Duffy  Han- 
cock, Louisville;  B.  K.  Menefee,  Covington;  W. 


S.  Snyder,  Frankfort;  R.  B,  Guin,  Frankfort; 
J.  M.  Ryan,  Carrollton;  B.  L.  Holmes,  Carroll- 
ton; Allen  Donaldson,  Carrollton;  E.  B.  Driskell, 
Worthville;  Owsley  Grant,  Louisville;  A.  David 
Wilmouth,  Louisviille;  W B.  Troutman,  Louis- 
ville; Walter  Hume,  Louisville;  Ira  N.  Kerns, 
Louisville;  C.  E.  Youmans,  Frankfort;  J.  A.  0. 
Bremar,  Frankfort;  L.  Lyne  Smith,  Louisville; 
Luther  F.  Butem,  Bedford;  J.  W.  McMahan, 
Bedford;  A.  M.  Lyon,  Frankfort;  Jno.  A.Wathen, 
Louisville;  Wm.  Edgar  Fallis,  Louisville;  R.  0. 
Joplin,  Louisville;  E.  S.  Allen,  Louisville;  Maurice 
Bell,  Eminence;  J.  C.  Hartman,  Campbellsburg; 
L.  T.  Minish,  Frankfort;  0.  B.  Demaree,  Frank- 
fort; D.  Y.  Keith,  Louisville;  G.  C.  Hall  Louis- 
ville; A.  E.  Threlkeld,  Wheatley;  Geo.  Purdy, 
New  Liberty;  E.  E.  Bickers,  Eminence;  F.  D. 
Hancock,  Sulphur;  W.  W.  Leslie,  New  Castle; 
. Sam  Brown,  Ghent;  Owen  Car-roll,  New  Castle. 

H.  R.  Holmes,  President  of  the  Society,  made 
a statement  regarding  the  organization  of  the 
Fifth  District  Medical  Society.  The  District 
is  composed  of  the  counties  of  Jefferson,  Shelby, 
Franklin,  Oldham,  Ti’imble,  'Carroll,  'Gallatin, 
Owen  and  Henry.  Each  doctor  who  is  a member 
of  the  County  Society  is  a member  of  the  Fifth 
District  Medical  Society  and  is  cordially  im 
vited  to  participate  in  its  activities  and  attend 
its  meetings.  The  Society  is  run  without  dues 
and  each  member  pays  his  personal  expenses. 

The  first  paper  was  read  by  Dr.  Jno.  R. 
Wathen,  subject:  “What  the  General  Practiti- 
tioner  Should  Know  Concerning  the  Diagnosis 
and  Treatment  of  Goitre.””  Discussion  was  op- 
ened by  J.  Duffy  Hancock.  The  paper  was  also 
discussed  by  W.  E.  Fallis,  W.  I.  Hume,  A.  D. 
Wilmouth,  emphasizing  the  care  and  treatment 
of  patients  who,  for  any  reason,  will  not  accept 
an  operation.  L.  Lyne  Smith  concerning  the 
care  of  hyperthyroid  patients  with  diabetes;  by 
W.  B.  Troutman,,  particularly  as  to  the  heart; 
W.  W.  Leslie,  reporting  a case  of  interest. 

The  second  paper  was  read  by  E.  S.  Allen  of 
Louisville.  Subject:  “Local  Anesthesia.”  Dis- 
cussion opened  by  W.  I.  Hume.  Paper  discus- 
sed by  G.  C.  Hall,  W.  E.  Fallis  and  D.  Y.  Keith. 
Dr.  Allen  closing. 

The  third  paper  was  read  by  A.  M.  Lyon  of 
Frankfort.  Subject:  “Sterilization  for  Human 
Betterment.’”  This  paper  brought  forth  a 
general  discussion,  with  not  much  unity  of 
opinion  on  the  subject. 

An  excellent  luncheon  was  served  and  a gen- 
eral good  time  was  had  by  all. 

The  Fifth  District  Medical  Society  should  be 
one  of  the  best  in  the  State  and  its  officers  are 
making  an  effort  to  that  end.  We  insist  that 
every  physician  in  the  Fifth  District  attend  our 
November  meeting  and  we  cordially  invite  doc- 
tors from  any  other  Districts. 

Each  member  will  be  notified  of  the  date  of 
the  November  meeting. 

OWEN  CARROLL,  Secretary. 
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CEETIFICATES  FOR  BARBERS  AND 
BEAUTICIANS 

Under  the  new  law  requiring  registration 
of  barbers  and  beauticians,  a certificate  from 
a registered  physician  is  required  that  the 
applicant  is  free  from  contagious  and  com- 
municable diseases.  In  this  requirement  is 
foimd  probably  ninety  per  cent  of  the  value 
of  this  law.  The  manner  in  which  these  ex- 
aminations are  made  will  determine  the  value 
of  the  certificates  under  it. 

Each  applicant  should  be  given  a general 
physical  examination  and  should  be  espe- 
cially examined  for  skin  diseases,  including 
those  of  the  scalp.  No  certificates  should  be 
issued  without  procuring  a negative  Wasser- 
mann.  Examinations  for  gonorrhea  should 
include  microscopic  smears.  Of  course,  every 
physician  will  realize  his  responsibility  under 
this  law.  Our  attorneys  advise  us  that  there 
is  no  question  but  that  a physician,  in  giving 
a certificate  of  freedom  from  contagious  and 
communicable  diseases  to  an  applicant  that 
he  has  not  carefully  examined,  would  be 
liable  in  personal  damages  by  any  person  in- 
fected by  such  a barber  or  beautician. 

This  matter  of  certification  is  not  only  of 
importance  in  the  barbers’  and  beauticians’ 
law,  bid  is  of  general  importance.  A cer- 
tificate of  freedom  from  disease  should  never 
be  given  to  anybody  without  the  careful  ex- 
amination that  will  enable  the  responsible 
physician  to  really  be  as  sure  of  his  facts  as 
modern  science  makes  possible. 


GOLF  TOURNAMENT 

A golf  tournament  is  planned  and  members 
may  play  from  Saturday  through  Wednesday. 
As  usual,  arrangements  will  be  made  so  mem- 
bers may  play  at  any  of  the  clubs  though  it 
will  be  necessary  for  the  Tournament  to  be 
held  at  one  designated  club. 

Final  arrangements  will  be  announced  in 
the  annual  number  of  the  Journal  and  will 
also  appear  in  the  program. 

To  be  eligible  for  prizes  in  low  net  score 
it  will  be  necessary  to  liave  and  present  your 
club  handicap. 

Anyone  desiring  further  information  is  re- 
quested to  write  to  any  one  of  the  following 
committee:  D.  Y.  Keith,  chairman,  D.  B. 

Choate,  E.  Lee  Heflin  and  John  Stites. 


INTERNATIONAL  MEDICAL 
ASSEMBLY 

The  International  Assembly  of  the  Inter- 
state Post-graduate  Medical  Association  of 
North  America  will  be  held  in  the  Murat 
Theatre  and  Shrine  Temple,  Indianapolis,  In- 
diana, October  24-28,  1932. 

Many  distinguished  teachers  and  clinicians, 
who  are  world  authorities  in  their  respective 
fields,  will  appear  on  the  program.  In  ad- 
dition to  the  intensive  clinical  and  didactic 
program,  there  will  be  comprehensive  scien- 
tific and  technical  exhibits,  which  alone  will 
be  well  worth  the  cost  of  a trip  to  Indianap- 
olis. Special  entertain]  lent  has  been  ar- 
ranged for  the  ladies  in  attendance. 

Members  of  the  Kentucky  Medical  Asso- 
ciation are  extended  a special  invitation  to  be 
present.  No  one  who  can  possibly  arrange  to 
attend  this  meeting  can  afford  to  miss  it,  for 
it  is  to  be  filled  with  the  very  latest  and  best 
to  be  obtained  in  scientific  and  dinical  med- 
icine. 

A major  li.st  of  the  names  of  contributors 
to  the  program,  together  with  other  informa- 
tion, appears  in  the  advertising  section  of 
this  issue  of  the  Journal.  Final  program 
will  be  mailed  upon  request  to  any  members 
of  the  medical  profession  after  September 
1st.  Dr.  Willia.m  B.  Peck,  Freeport,  Illinois, 
Executive  Secretary,  will  supply  any  addi- 
tional information  desired. 


ARRANGEMENTS  FOR  THE 
LOUISVILLE  MEETING 

The  arrangements  for  the  annual  meeting 
of  the  Kentucky  State  Medical  Association  at 
the  Brown  Hotel,  Louisville,  October  3-6,  are 
])ractically  completed. 

The  Scientific  Program,  which  has  been 
very  carefully  prepared  by  Doctors  Philip 
Barbour  and  Orville  Miller,  will  appeal  to 
every  physician  interested  in  the  modern  ad- 
vances in  medicine. 

We  are  fortunate  in  having  two  dis- 
tinguished visitors.  Doctor  John  Lovett 
Morse,  of  Boston,  is  one  of  the  leaders  in  the 
gi'ou])  of  physicians  especially  interested  in 
nediatrics  and  is  one  of  the  -most  interest- 
ing medical  speakers  in  this  country.  Doctor 
Ira  V.  Hiscock,  of  New  Haven,  a member  of 
the  faculty  of  Yale,  who  will  speak  at  the 
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Dinner  meeting-,  will  provide  a rare  treat  for 
thobe  who  hear  him. 

The  council  has  requested  the  Jefferson 
County  Medical  Society,  which  will  have 
charge  of  the  arrangements,  to  omit  all  enter- 
tainments. The  dinner  on  Wednesday  eve- 
ning will  be  a mutual  affair  where  every 
member  will  have  the  privilege  of  paying  for 
himself  and  his  guest. 

Headquarters  will  be  at  the  Brown  Hotel, 
which  has  arranged  special  rates  for  the  meet- 
ing. All  of  the  sessions  will  be  in  the  Roof 
Garden  and  the  exhibits  will  be  in  the  rooms 
just  in  front  of  it.  The  exhibits  this  year 
promise  to  be  uiiusuhlly  interesting  and 
valuable. 

Doctor  Guy  Aud,  president  of  the  Jefferson 
County  Medical  Society,  is  general  chairman 
of  the  Committee  on  Ari’angements.  The 
members  of  the  various  committees  will  be 
found  under  Official  Announcements  and 
their  names  will  assure  to  those  in  attendance 
a successful  meeting. 

We  desire  to  call  the  particular  attention 
of  the  members  to  the  program  for  Thursday. 
This  will  consist  of  a series  of  lectures  on  re- 
cent developments  in  medicine  by  members 
of  the  faculty  of  the  University  of  Louisville. 
This  innovation,  which  has  been  carefully 
prepared  by  Doctors  Barbour  and  Miller  will, 
we  believe,  appeal  to  every  member  of  the  as- 
sociation. It  is  to  be  thoroughly  practiLal  and 
will  be  vauable  'O  every  one  of  us  who  hear  it. 


DK.  HOWARD  A.  KELLY 

We  are  fortunate  in  having  Dr.  Howard  A. 
Kelly,  Baltimore,  as  one  of  the  distinguished 
guest  speakers  at  the  approaching  Louisville 
Meeting.  Dr.  Kelley  will  deliver  an  address 
entitled  “Other  Foundation  Can  No  Man 
Lay’’  on  Sxinday  evening,  Oct.  2,  at  the  War- 
ren Memorial  Church,  Fourth  and  Broadway. 
A union  meeting  of  the  churches  will  be  ar- 
ranged, under  the  auspices  of  the  Louisville 
League  of  Christian  Physicians.  This  meet- 
ing will  be  in  honor  of  the  faithful  service 
which  the  physicians  cf  our  State  have  ren- 
dered to  humanity  diiring  these  dreadful  days 
of  want,  poverty,  and  distress.  While  in 
Loui.sville,  Dr.  Kelly  will  address  the  Jeffer- 
son County  Medical  Society  and  will  visit 
some  of  the  rural  health  departments. 


SCIENTIFIC  EDITORIAL 

OCULAR  EXERCISES 

Fads  arise  in  medicine  just  as  they  do  in 
styles  of  dress  and  social  customs.  Any  de- 
partment of  medicine  may  be  invaded.  At 
present  ophthalmology  is  in  the  throes  of  a 
fad  for  exercising  the  ocular  muscles,  not  on 
the  part  of  the  medical  profession  but  of  the 
layman  who  has  been  misled  by  articles  in 
lay  magazines  and  by  quack  medical  writings 
exploiting  the  abandonment  of  glasses  and 
the  promiscuous  exercising  of  the  muscles  of 
the  eyes  for  the  relief  of  all  kinds  of  symp- 
toms. The  layman  has  evidently  been  much 
impressed  with  the  idea  for  hardly  a day 
passes  in  the  practice  of  the  oculist  that  he 
is  not  interrogated  regarding  the  advis- 
ability of  exercising  the  muscles  of  the  eyes 
regardless  of  the  complaint  of  the  patient 
or  of  the  prevailing  pathology. 

We  do  not  wi.sh  to  discredit  the  impor- 
tance of  studying  the  function  of  the  ocular 
muscles,  nor  do  we  wish  to  create  the  im- 
pression that  all  cases  of  eye  strain  can  be 
relieved  by  the  wearing  of  glasses.  However, 
it  is  evident  that  the  use  of  glasses  by  the 
nearsighted  individual  to  bring  up  his  visual 
acuity,  by  the  presbyope  to  make  reading 
and  other  close  work  possible,  and  by  those 
with  astigmatic  eyes  to  improve  vision  and 
relieve  refleix  symptoms  is  as  essential  to 
comfort  and  efficiency  as  a motor  is  in 
l)rone]ling  a car  or  a plane. 

The  association  between  muscle  imbalance 
and  asthenopjia  has  been  , recognized  ever 
since  ophthalmology  has  been  practiced  as  a 
specialty.  Donders  of  Utrecht,  Holland, 
who  is  known  as  the  father  of  refraction, 
recognized  in  the  defective  ocular  muscles 
one  of  the  chief  sources  of  eye  strain  a century 
or  more  ago. 

When  the  writer  was  taking  his  early 
training  in  ophthalmology,  courses  in  muscle 
study  were  being  conducted  in  this  country 
by  Duane  and'  others,  with  the  result  that 
exercises  of  the  ocular  muscles  with  prisms 
and  other  means  applied  judiciously  and'  in 
a discriminating  way  have  been  for  many 
years  and  continue  to  be  employed  by  ocu- 
lists who  have  had  a diversified  training  in 
their  sp'ecial  line  of  medicine. 

Specialists  are  recognizing  more  and  more 
the  fact  that  comfortable  binocular  single 
vision  can  only  be  obtained  and  maintained 
by  having  parallel  visual  axes  and  that  func- 
tional neiirological  disturbances  are  not  all 
due  to  incoi’rected  errors  of  refraction,  but 
that  disoirders  of  the  neuro-museular  appa- 
ratus of  the  eyes  play  an  importffnt  part  in 
their  etiology.  It  is  not  uncommon  to  bring 
about  relief  in  patients  of  this  kind  by  the 


September,  1932] 


KENTUCKY  MEDICAL  JOURNAL 


469 


employment  of  orthoptic  functional  measures 
and  stereoscopic  and  prism  exercises. 

It  may,  perhaps,  be  true  that  ophthalmol- 
ogists in  their  overenthusiasm  in  the  use  of 
correcting-  glasses  have,  at  times  been  guilty 
of  overlooking  other  factors  or  of  investigat- 
ing the  muscle  balance  in  a half-hearted  -way. 
At  any  rate  -we  can  not  go  amiss  by  follo-winig 
the  cue  of  the  laymen’s  fad  in  giving  the  nerv- 
ous patient  with  multiple  eye  symptoms  the 
benefit  of  a careful  study  of  his  oculo-motor 
apparatus. 

ADOLPH  0.  PPINGST. 


OFFICIAL  ANNOUNCEMIMS 

Dr.  Guy  Aud,  President  of  the  Jefferson 
County  Medical  Society,  has  appointed  the 
following  Committees  for  the  Louisville  Meet- 
ing of  the  Kentucky  State  IMedical  Associa- 
tion. Tlie  Committee  on  Arrangements  is 
formed  from  the  Chairmen  of  the  various 
Committees. 

Reception  Committee 
Dr.  C.  W.  Hibbitt,  Chairman, 

Dr.  Irvin  Abell,  Dr.  E.  S.  Allen,  Dr.  C.  G. 
Arnold,  Dr.  P.  C.  Askenstedt,  Dr.  W.  F.  Bog- 
gess.  Dr.  J.  A.  0.  Brennan,  Dr.  Geo.  S.  Coon, 
Dr.  S.  G.  Dabney,  Dr.  Nora  D.  Dean,  Dr. 
Wm.  B.  Doherty. 

Dr.  C.  W.  Dowden,  Dr.  W.  C.  Dugan,  Dr. 
Wm.  E.  Fallis,  Dr.  J.  A.  Flexner,  Dr.  Louis 
Frank,  Dr.  Guy  P.  Grigsby,  Dr.  D.  P.  Hall, 
Dr.  C.  H.  Harris,  Dr.  G.  A.  Hendon,  Dr. 
Claude  G.  Hoffman,  Dr.  R.  L.  Ireland,  Dr. 
S.  C.  McCoy. 

Dr.  John  J.  Moren,  Dr.  Curren  Pope,  Dr. 

J.  B.  Richardson,  Dr.  D.  Y.  Roberts,  Dr.  Vir- 
gil E.  Simpson,  Dr.  Leon  L.  Solomon,  Dr.  Ed- 
ward Speidel,  Dr.  E.  0.  Witherspoon,  Dr.  W. 
J.  Young,  Dr.  B.  F.  Zimmerman. 

Finance  Committee 
Dr.  J.  B.  Lukins,  Chairman, 

Dr.  J.  D.  Allen,  Dr.  G.  G.  Altman,  Dr.  C. 

J.  Armstrong,  Dr.  I.  A.  Arnold,  Dr.  M.  C. 
Baker,  Dr.  John  T.  Bate,  Dr.  Jos.  C.  Bell, 
Dr.  A.  R.  Bizot,  Dr.  E.  E.  Butler,  Dr.  Wal- 
ter Dean. 

Dr.  Charles  M.  Edelen,  Dr.  J.  Duffy  Han- 
cock, Dr.  H.  H.  Hagan,  Dr.  Henry  C.  Herr- 
mann, Dr.  E.  F.  Horine,  Dr.  C.  W.  Karraker, 
Dr.  J.  Paul  Keith,  Dr.  Ira  N.  Kerns,  Dr.  J. 
Allen  Kirk,  Dr.  Hugh  R.  Leavell. 

Dr.  A.  M.  Leigh,  Dr.  James  S.  Lutz,  Dr.  E. 

K.  McLain,  Dr.  Wm.  H.  McClarin,  Dr.  Lamar 
W.  Neblett,  Dr.  0.  R.  Reesor,  Dr.  H.  C.  T. 
Richmond,  Dr.  Fhank  Stites,  Dr.  C.  Dwight 
Townes. 

Entertainment  Committee 
Dr.  W.  Hamilton  Long,  Chairman, 

Dr.  Simrall  Anderson,  Dr.  Bernard  Asman, 
Dr.  R.  Alexander  Bate,  Dr.  H.  A.  Davidson, 


Dr.  Ellis  Duncan,  Dr.  G.  L.  Dyer,  Dr.  Henry 
J.  Farbach,  Dr.  Morris  Flexner,  Dr.  Wallace 
Frank. 

Dr.  Owsley  Grant,  Dr.  G.  C.  Hall,  Dr.  W. 
I.  Hume,  Dr.  Lee  Kahn,  Dr.  J.  Murray  Kins- 
man, Dr.  0.  0.  Miller,  Dr.  J.  Rowan  Mor- 
rison, Dr.  H.  V.  Noland,  Dr.  W.  A,  Onder- 
donk. 

Dr.  W.  Barnett  Owen,  Dr.  A.  0.  Pfingst, 
Dr.  Henry  M.  Rubel,  Dr.  J.  Garland  Sher- 
rill, Dr.  L.  P.  Spears,  Dr.  R.  G.  Spurling, 
Dr.  John  R.  Wathen,  Dr.  Claude  T.  Wolfe. 
Golf  Tournament  Committee 
Dr.  D.  Y.  Keith,  Chairman, 

Dr.  Ben  D.  Choate,  Dr.  E.  Lee  Heflip,  Dr. 
John  Stites. 

Publicity  Committee 
Dr.  S.  C.  Frankel,  Chairman, 

Dr.  Harry  S.  Frazier,  Dr.  Sam  P.  Myer, 
Dr.  Malcolm  Thompson,  Dr.  John  D.  Tra- 
w’ick.  Dr.  W.  B.  Troutman,  Dr.  Thos.  K.  Van- 
Zandt. 

Committee  on  Place  of  Meeting 
Dr.  W.  E.  Gardner,  Chairman, 

Dr.  W.  F.  Alvey,  Dr.  Frieda  Berresheim, 
Dr.  Mischa  Casper,  Dr.  0.  II.  Kelsall,  Dr.  Geo. 

C.  Leachman,  Dr.  A.  W.  Nickell,  Dr.  Orville 
R.  Miller,  Dr.  John  Walker  Moore. 

Womans  Auxiliary  Committee 
Dr.  E.  R.  Palmer,  Chairman, 

Dr.  A.  C.  McCarty,  Dr.  W.  C.  Johnson, 
Dr.  Alice  N.  Pickett,  Dr.  Uly  II.  Smith,  Dr. 
Fred  G.  Speidel,  Dr.  Frank  P.  Strickler. 
Automobile  Committee 
Dr.  I.  T.  Fugate,  Chairman, 

Dr.  A.  L.  Bass,  Dr.  R.  E.  Doughty,  Dr.  C. 

D.  Enfield,  Dr.  Curt  H.  Krieger,  Dr.  Chas. 
C.  Maupin,  Dr.  W.  T.  McConnell,  Dr.  Sam 
A.  Overstreet,  Dr.  John  W.  Price,  Dr.  H. 

L.  Read,  Dr.  W.  E.  Render,  Dr.  L.  Lyne 
Smith,  Dr.  Silas  H.  Starr,  Dr.  J.  R.  Stites, 
Dr.  F.  W.  Urton. 

Hotel  Committee 
Dr.  Fred  L.  Koontz,  Chairman, 

Dr.  Leo  Bloch,  Dr.  Oscar  E.  Bloch,  Dr.  J. 
P.  Boulware,  Dr.  C.  G.  Forsee,  Dr.  J.  K. 
Freeman,  Dr.  M.  J.  Heni*y,  Dr.  Geo.  M.  Mo 
Leish,  Dr.  J.  M.  Morris,  Dr.  Alex  Nettelroth. 

Dr.  Lee  Palmer,  Dr.  Harry  J.  Phillips,  Dr. 
James  H.  Pritchett,  Dr.  M.  H.  Pulskamp, 
Dr.  Frank  Ritter,  Dr.  Geo.  F.  Simpson,  Dr. 
Shelton  Watkins,  Dr.  A.  D.  Willmoth,  Dr. 
C.  Brooks  Willmott. 

I 

Committee  on  Arrangements 
Dr.  Guy  Aud,  Chairman, 

Dr.  S.  C.  Frankel,  Dr.  I.  T.  Fugate,  Dr. 
W.  E.  Garilner,  Dr.  C.  W.  Hibbitt,  Dr.  D. 
Y.  Keith,  Dr.  Fred  L.  Koontz,  Dr.  W.  Hamr 
ilton  Long,  Dr.  J.  B.  Lukins,  Dr.  E.  R.  Pal- 
mer. 
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OFFICIAL  ANNOUNCEMENTS 

I’ltEXilMINARY  PkOGRAM  KENTUCKY  STATE 

Medical  Association,  Brown  Hotel 
October  3-6,  1932 
GENERAL  MEETINGS 
Tuesday,  October  4tii,  9 A.  M. 

Call  to  Order  by  the  President. 

Invocation. 

Address  of  Welcome. 

Response  Address  of  Welcome. 

Installation  of  Presidept. 

1.  Acute  Gall  Bladder  Disease,  W.  H. 
Smith,  M.  D.,  Danville. 

2.  Relief  of  Prostatic  Obstruction  Through 
the  Urethra,  E.  Owsley  Grant,  M.  D.,  Louis- 
ville. 

3.  The  Treatment  of  Compound  Frac- 
tures, C.  R.  Petty,  M.  D.,  Lynch. 

4.  Treatment  of  General  Infection  with 
Blood  Transfusion,  Walter  I.  Hume,  M.  D., 
Louisville. 

Special  Order  at  12  M. 

Oration  in  Surgery 

The  Epileptic  Problem,  R..  Glen  Sp  orling, 
M.  D.,  Louisville. 

Tuesday,  2 P.  M. 

1.  Relative  Value  and  Dangers  of  Spinal 
and  Inhclation  Anesthesias,  Uly  II.  Smith, 
M.  D.,  Louisville. 

2.  Diverticulitis  with  Report  of  Unusual 
Case,  Joseph  M.  Frehling,  M.  D.,  Louisville. 

3.  Lung  Abscess  and  Its  Treatment,  Oscar 
Miller,  M.  D.,  Louisville. 

4.  Stricture  of  the  Urethra  in  the  Female, 
W.  T.  Briggs,  M.  D.,  Lexington. 

PUBLIC  MEETING  AT  8:00  P.  M. 

Crystal  Ball  Room 
Tuesday,  October  4th 
...  P/resident’s  Address,  Philip  F.  Barbour, 
M.  D.,  Louisville. 

Aiinual  Oration,  John  Lovett  Morse,  M.  D„ 
Boston,  Mass.,  President,  American  Academy 
of  Pediatricians. 

Wednesday,  October  5th,  9 A.  M. 

1.  Case  Reports  (Limited  8 minutes  each) 

a.  Carotinemia,  Winston  U.  Rutledge, 
M.  D.,  Louisville. 

b.  Bronchiectasis,  J.  W.  Scudder,  M.D., 
Calhoun. 

c.  Leprosy  in  KentuJ  y,  Lillian  H. 
Couth,  M.  D.,  Louisville. 

2.  Diagnosis  and  Treatment  of  Empyema 
of  Childhood,  Clark  Bailey,  M.  D.,  Harlan. 

3.  Malpractice  Suits,  J.  B.  Lukins,  M .D., 
Louisville. 

4.  Symposium  on  Anemias  (Limited  10 

minutes  each). 

Diagnosis  and  Treatment  of : 

a.  Eczema,  Robert  Kelly,  M.  D.,  Lcuis- 
ville. 

b.  Agranulocytosis,  Carl  H.  Fortune, 
M.  D.,  Lexington. 
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c.  Lymphatic  Leukemia,  Thomas  J. 
Marshall,  M.  D.,  Paducah. 

d.  Indications  In  Anemia  for  Surgery 
of  the  Spleen,  Austin  R.  Quigley,  M. 
D.,  Maysville. 

Special  Order  at  12  M. 

Oration  in  Medicine 

Chronic  Hypochromic  Anemia,  Cuarles  N. 
Kavanaugh,  M.  D.,  Lexington. 

Wednesday,  2 P.  M. 

1.  Allergy,  Armand  E.  Cohen,  M.  D., 
LouisviUe. 

2.  Calcium  Metabolism  in  Health  and 
Disease,  James  E.  Winter,  M.  D.,  Louisville. 

3.  Relation  of  Ear,  Nose  and  Throat  to 
General  Infectious  Disease,  A.  L.  Bass,  M.  D., 
Louisville. 

4.  Symposium  on  Obstetrics  (Limited  10 
minutes  each) 

a.  Pregnancy  and  Its  Complications, 
L.  C.  Redmon,  M.  D.,  Lexington. 

b.  Labor  and  Its  Complications,  B.  S. 
Rutherford,  M.  D.,  Bowling  Green. 

c.  Puerperium  and  Its  Complications, 
N.  C.  Witt,  M.  D.,  Franklin. 

Wednesday,  6:3t  P.  M. 

Banquet,  Brown  Hotel 
Addresses 

Ira  V.  Hiscock,  Professor  of  Public  Health, 
School  of  Medicine,  Yale  University,  New 
Haven,  Connecticut. 

Mrs.  Charles  E.  Oates,  President,  Woman’s 
Auxiliary  to  the  Southern  Medical  Associa- 
tion, North  Little  Rock,  Arkansas. 

Mrs.  Walter  Jackson  Freeman,  President, 
Woman’s  Auxiliary  to  the  American  Medical 
Association,  Philadelphia,  Pennsylvania. 

Tetursday,  October  6th,  9 A.  M. 
Conducted  by  the  University  of  Louisville 
(Limited  10  minutes  each  paper.) 

1.  Radical  Treatment  of  Joint  Tubercu- 
losis, R.  L.  Woodard,  M.  D.,  Louisville. 

2.  Clinical  Instruction  in  Dermatology 
and  Syphilology  at  the  University  of  Louis- 
ville, C.  B.  Willmott,  M.  D.,  Louisville. 

3.  Studies  on  Circulation,  J.  M.  Kinsman, 
M.  D.,  Louisville. 

4.  Clinical  Progress  in  Obstetrics,  Edward 
Speidel,  M.  D.,  Louisville. 

5.  Subject  Unannounced,  John  J.  Moren, 
M.  D.,  Louisville. 

6.  Surgical  Compile  itions  in  Pneumonia, 
L.  Wallace  Prank,  M.  D.,  Louisville. 

Thursday,  October  6th,  2 ;00  P.  M. 

1.  Some  Causes  of  Blindness,  Claude  T. 
Wolfe,  M.  D.,  Louisville. 

2.  Varicose  Veins  of  the  Broad  Ligament 
as  Cause  of  Pelvic  Discomfort,  Charles  W. 
Hibbitt,  M.  D.,  Louisville. 

3.  Some  Practical  and  Theoretical  Points 
in  Oxygen  and  Carbon  Dioxide  Therapy,  W. 
Hamilton  Long,  M.  D.,  Louisville. 
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4.  The  Ano-Rectal  Abscess,  Bernard  As- 
man,  M.  D.,  Louisville. 

5.  Recent  Developments  in  the  Depart- 
ment of  Psychiatry,  W.  E.  Gardner,  M.  D., 
Louisville. 

6.  Recent  Developments  in  Pediatrics, 
James  H.  Pritchett,  M.  D.,  Louisville. 

7.  Prognosis  of  Para-nasal  Sinus  Disease, 
Walter  Dean,  M.  D.,  Louisville. 

ORIGINAL  ARTICLES 

SCARLET  FEVER— OBSERVATIONS  ON 

CONTROL  METHODS  AS  APPLIED 
IN  HARRISON  COUNTY* 

R.  W.  Ball,  M.  D. 

Cynthiana. 

In  the  past,  the  methods  used  in  controlling 
Scarlet  Fever  have  consisted  largely  of  quar- 
antine of  cases  and  immediate  contacts  and, 
in  the  presence  of  epidemics,  closing  the 
schools.  The  mere  quarantine  of  an  infected 
family  will,  of  course,  remove  one  source  of 
infection  from  the  community ; but  no  pro- 
tection is  thus  afforded  the  immediate  con- 
tacts in  the  school.  A number  of  carriers  or 
potential  new  cases  are  left  to  constitute  a 
menace  to  the  public.  The  present  use  of 
school  busses,  in  many  instances,  really  means 
closer  contact  with  the  developing  case  than 
that  into  which  those  in  the  prospective 
patient’s  immediate  family  are  brought.  The 
result  is  that  after  the  patient  is  quarantined, 
along  with  the  rest  of  the  family,  new  eases 
may  continue  to  arise,  here  and  there,  as  the 
result  of  recent  contact  with  his  other  school- 
mates. 

Several  new  cases  are  then  reported  and, 
foreseeing  a wave  of  scarlet  fever  passing  over 
the  school,  no  alternative  is  left  under  the 
old  plan,  but  to  close  the  school  for  two  weeks 
or  more.  The  teachers’  salaries  must  con- 
tinue regardless,  adding  to  the  financial  bur- 
den of  the  county ; the  time  lost  must  be  made 
up  during  the  school  term  or  at  the  end  of 
the  year;  and  many  children  harboring  the 
organisms  of  scarlet  fever  in  their  throats 
are  allowed  to  return  home,  unrestricted,  to 
carry  the  infection  at  will  to  any  part  of  the 
county — attending  motion  picture  theatres, 
churches,  miscellaneous  gatherings,  or  even 
visiting  other  schools.  In  the  meantime,  we 
merely  stand  by  and  wait  for  new  cases  to 
develop. 

Last  fall  (starting  in  October,  1931)  just 
such  a train  of  developments  took  place  in 
the  northern  part  of  Harrison  County. 


*Read  before  the  School  for  City  and  County  Health  Of 
fleers,  Lexington,  1932. 


Twenty  or  more  cases  occurrred  over  a period 
of  six  weeks,  resulting  in  two  deaths.  Each 
case  was  quarantined  as  soon  as  reported,  but, 
since  a new  ease  would  appear  every  few  days 
in  spite  of  our  quarantine,  there  was,  so  far 
as  we  could  see,  no  alternative  except  to  close 
the  two  schools  affected  (Berry  and  Antioch) 
for  a period  of  two  weeks.  After  closure, 
there  were,  fortunately,  no  new  teaises  re- 
poi’ted.  I have  since  been  advised  that  the 
same  procedure  had  to  be  resorted  to  the  year 
before  at  another  school  (Buena  Vista). 

In  anticipation  of  probable  outbreaks  in 
other  parts  of  the  county,  something  had  to 
be  done.  The  excellent  work  done  at  Berea 
College  a few  years  ago  was  recalled  to  mind, 
and,  at  our  request,  the  State  Epidemiologist 
came  over  and  gave  an  illustrated  lecture  to 
our  County  Medical  Society  on  “Modern 
Scarlet  Fever  Control  Methods,’’  including 
quarantine  of  case,  isolation  of  immediate 
contacts,  restriction  of  carriers,  Dick  test- 
ing, and  immunization  of  susceptible  indi- 
viduals. The  doctors  of  our  county,  including 
myself,  had,  up  to  this  time,  felt  rather  un- 
favorable toward  scarlet  fever  immunization, 
for  the  very  good  reason  that  in  the  past  our 
experience  with  immunizing  preparations 
had,  for  the  most  part,  resulted  in  severe  re- 
av^tions  and  conferred  very  little  immunity. 
Tlie  arguments  of  our  epidemiologist,  how- 
ever, appeared  logical  and  his  results  were 
convincing.  So  wm  agreed  to  igive  it  a try. 

On  December  3,  1931,  our  program  was 
started  by  making  the  Dick  test  for  suscepti- 
bility on  406  volunteer  pupils  at  Marshall 
and  Berry  Schools,  these  two  being  the  largest 
in  the  county.  Out  of  176  pupils  at  Marshall, 
57  per  cent  gave  positive  reaitions,  and  of 
230  at  Berry,  30  ]ier  cent  were  positive.  The 
parents  of  these  children  were  promptly 
notified  of  our  results,  with  recommendation 
that  the  susceptible  children  be  taken  to  the 
family  physician  at  once  for  immunization. 
Physicians  of  the  town  and  county  were 
then  furnished  with  immunizing  toxin. 

On  Saturday,  January  16,  1932,  a ease  of 
scarlet  fever  was  reported  at  Poindexter  and 
was  promptly  quarantined.  Monday,  the 
18th,  the  parents  of  all  children  at  Poindexter 
school  were  sent  letters,  advising  them  of  the 
Dick  test  to  be  made  the  following  day. 
Tuesday,  45  of  the  72  pupils  present  were 
Dick  tested.  Throat  cultures  were  made  on 
every  child  in  the  school  for  the  detection  of 
hemolytic  streptococci.  Of  the  45  who  were 
Dick  tested,  27  were  found  to  be  susceptible, 
and  most  of  them  were  started  immediately 
on  immunization.  Of  75  throat  cultures,  23 
were  found  to  be  positive.  Through  the  co- 
operation of  the  school  authorities,  these  23 
children  were  promptly  sent  home  and  iso- 
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lated,  the  sihool  bus  making  a sx)ecial  trij) 
for  this  purpose.  Follow  up  visits  to  the 
homes  of  these  23  carriers  were  made  and 
additional  cultures  taken  during  the  next 
several  days  by  members  of  the  Health  De- 
partment, each  child  being  allowed  to  return 
to  school  as  soon  as  his  throat  cleared  up. 
No  new  cases  have  subsequently  been  re- 
ported. 

At  Oddville,  where  the  school  bus  from 
Poind(}*xter  terminates,  the  school  was  Dick 
tested  a few  days  later.  There  were  no  cases 
at  this  school,  but  its  schoolbus  connections 
with  Poindexter  warranted  preparedness. 
Out  of  1U4  pupils  Dick  tested,  53  per  cent 
reacted  positively,  some  of  whom  were  later 
immunized. 

Attention  was  next  directed  to  the  County 
Infirmary,  (Poor  Farm)  when  a case  of 
scarlet  fever  was  found  in  a girl  of  16  years 
who  worked  on  the  place.  She  and  her  two 
roommates,  who  were  elderly  women,  were 
isolated.  Throat  cultures  on  the  other  in- 
mates were  not  made  because  their  advanced 
ages  rather  minimized  the  probability  of 
being  infected.  As  a matter  of  routine,  how- 
ever, the  other  inmates  (all  over  50)  were 
Dick  tested,  and  all  were  negative.  Needless 
to  say,  no  new  cases  occurred. 

Toward  the  end  of  February,  word  came 
that  a child  at  Sunrise  school  was  thought  to 
have  had  a light  attack  of  scarlet  fever  the 
week  before,  although  no  report  had  previ- 
ously been  made  to  the  Health  Department. 
When.  1 saw  this  child  she  had  completely 
recovered  from  whatever  illness  she  may  have 
had,  and  no  diagnosis  could  be  made.  Two 
weeks  later,  iMarch  1,  her  sister  developed  a 
typical  case  of  scarlet  fever,  and  was,  accord- 
ingly, quarantined.  The  next  day  it  was 
also  learned  that  two  of  the  teachers  had 
been  absent  from  school  for  se's^eral  days’ 
Avith  severe  sore-throat,  which,  upon  investi- 
gation, was  found  to  have  started  over  three 
Aveeks  befoi’e — and  nothing  had  ever  been 
said  about  it.  These  teachers  Avere  visited  at 
their  home  and  throat  cultures  made.  One 
Avas  found  to  have  a discharging  ear  and  a 
culture  Avas  made  from  the  discharge,  which, 
upon  laboratory  examination,  showed  the 
presence  of  hemolytic  streptococci,  but  the 
throat  culture  Avas  negative.  The  throat  cul- 
ture from  the  other  teacher  Avas  positive. 

On  (March  2,  Dick  tests  and  throat  cul- 
tures AA'ere  made  on  all  students  at  Sunrise 
school.  Of  105  Dick  tests,  28  or  27  per  cent 
gave  positive  reactions,  and  immunization 
was  started  immediately.  Of  the  throat  cul- 
tures, 44  per  cent  shoAved  the  presence  of  the 
scarlet  fever  organism,  .giving  us,  for  the 
moment,  another  cause  for  concern,  inasmuch 
as  that  indicated  50  carriers  in  the  school. 


To  close  the  school  would  have  defeated  our 
objectiA^e  and  accomplished  nothing;  to  sena 
home  and  isolate  all  the  carriers  Avould  have 
meant  taking  out  one-half  of  tlie  pupds  and 
aemoralizing  the  other  half.  FurUiermore, 
it  Avould  not  have  been  possible,  Avith  the 
limited  personnel  in  our  department,  to  folloAV 
up  in  the  home  such  a large  number  of  car- 
riers. The  school  Avas,  therefore,  alloAved  to 
continue  Avithout  further  interruption.  There 
have  been  subsequently  no  ncAv  cases  reported. 

On  the  night  of  March  2nd,  tAVo  cases  of 
scarlet  fever  weie  reported  from  St.  FdAvards 
school,  a small  school  in  Cynthiana  of  about 
30  pupils.  Treating  this  as  an  emergency, 
the  Dick  test  Avas  waived  and  immunization 
Avas  started  at  once  on  every  pupil  who  gave 
a negative  histoiy  of  scarlet  fever.  In  vicAv 
of  the  immediate  immunization  procedures, 
tliroat  cultures  Avere  not  made.  At  the  same 
time,  immunization  Avas  started  on  the  im- 
mediate contacts  in  the  homes  of  the  tAvo 
cases.  In  case  No.  1 both  contacts,  ages  3 
and  6 years,  respectively,  dcA'eloped  mild  eases 
of  scarlet  fever  after  having  received  750 
units  each  of  immunizing  toxin.  In  case  No. 
2 there  Avere  also  two  young  contacts,  ages 
2 and  4 years,  respectively.  These  tAvo  chil- 
dren Avere  also  started  promptly  on  active 
immunization  and  neither  developed  symp- 
toms of  the  disease.  Also,  no  ncAv  cases  de- 
A'cloped  in  the  school. 

On  March  4 a boy  of  12  years,  from  the 
Cynthiana  High  School  presented  himself  at 
our  office  for  examination,  complaining  of 
sore  throat  and  giving  a history  of  I’ecent 
exposure  to  a case  of  scarlet  fever.  A throat 
culture  Avas  taken  and  he  Avas  sent  home  and 
isolated.  Next  morning  the  culture  showed 
the  presence  of  hemolytic  strep tccucci ; the 
home  was  quarantined,  and  the  now  conven- 
tional order  of  Dick  testing  and  immunization 
proceeded  at  the  high  school.  The  case  de- 
veloped no  fm'ther  symptoms  and  the  throat 
<‘leared  in  a few  days.  No  neAV  eases  have 
been  reported. 

At  the  Harrison  Memorial  Hospital  (30 
beds),  on  March  25,  one  of  the  pupil  nurses 
developed  a very  typical  ease  of  scarlet  fever 
and  Avas  placed  in  strict  isolation.  The  eight 
other  nurses  at  the  hospital  Avere  throat  cul- 
tured and  Dick  tested  and  the  resulting  five 
suseeptibles  were  immunized.  The  hospital 
patients  at  this  time  Avere  mostly  elderly  per- 
sons, and  the  only  two  under  the  age  of  50 
years  gave  negative  Dick  t 'sts.  Except  in 
emergency  cases,  all  subsequent  patients  Avere 
Dick  tested  before  admission.  Frequen^ 
throat  cultures  on  the  nurses  showed  varia- 
tions in  the  presence  of  th  > organisms — 
present  one  time  and  absent  another,  and 
vice  versa.  An  interesting  fact  was  brought 
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out  in  that  the  nurse  who  developed  scarlet 
fever  had  not  been  in  contact  with  any  other 
known  case,  but,  for  several  days,  had  been 
more  or  less  specializing  on  an  obstetrical 
case  in  the  hospital.  Investigation  revealed 
that  the  obstetrical  case  had  come  from  Sun- 
rise (where  we  found  our  high  percentage 
of  carriers.)  A throat  culture  on  this  par- 
turient showed  the  presence  of  hemolytic 
streptococci — pointing  to  a rather  obvious  and 
quite  logical  conclusion.  No  further  cases 
developed  in  the  hospital. 

On  April  18,  the  principal  of  Indian  Creek 
School  reported  an  alleged  c.me  of  scarlet 
fever  in  the  pre-school  brother  of  one  of  her 
pupils.  Investigation  confirmed  the  diag- 
nosis. Next  morning  the  Dick  testing  and 
immunization  procedure  was  started  in  the 
school.  While  at  the  school  a girl  of  16 
jmars  was  observed  to  have  a fine  papular 
rash  over  both  forearms  and  complete  des- 
quamation of  the  palms.  She  stated  that 
she  had  had  “influenza”  two  weeks  before 
and  had  been  back  in  school  for  a week.  Her 
Dick  test  proved  nega’  Ve,  but  a throat  cul- 
ture was  positive  for  iiemolytic  .‘-Ireptoeoeci. 
Upon  quarantining  the  home,  which  was  done 
immediately,  it  was  learned  that  three  other 
children  in  the  same  household  had  recently 
had  a similar  rash  and  desquamation.  One  of 
these  was  now  sufferirug  from  a peritonsillar 
ab.seess,  a common  complication.  The  family 
insisted  that  all  of  the  chidren  had  had  severe 
cases  of  scarlet  fever  several  years  ago,  and 
this  statement  was  confirmed  by  two  reputa- 
ble physicians,  The  first  immunization  was 
given  at  the  school  on  April  19  and  subse- 
quently completed.  No  further  cases  have 
been  reported. 

Summarizing,  we  had  last  fall  an  ej)idemic 
of  20  or  more  cases  of  scarlet  fever  in  one 
section  of  the  county,  which,  by  use  of  the 
old  methods,  was  not  controlled,  ultimately 
necessitating  the  closing  of  two  schools.  Dur- 
ing the  first  four  months  of  this  year,  we  had 
cases  reported  from  each  of  five  schools,  the 
County  Infirmary,  and  the  County  Hospital. 
At  each  of  these  seven  institutions  the  more 
modern  control  methods  were  instituted,  with- 
out the  occurrence  of  further  cases. 

The  Dick  Test 

The  Dick  test  consists  of  the  intradermal 
injection  of  0.1  cc.  of  diluted  scarlet  fever 
toxin  into  the  skin  of  the  forearm.  In  sus- 
ceptible individuals,  an  a’’ea  of  redness  ap- 
pears at  the  site  of  injection,  vaiving  in  size 
from  10  mm  to  35  mm  or  mor«  (or  from  one- 
half  the  size  of  a dime  to  that  of  a fifty-cent 
niece),  and  in  color  from  a faint  pink  to  a 
bright  red.  In  highly  suseepb'ble  individuals, 
there  may  also  be  some  decree  of  localized 
swelling.  The  local  reacti('ii  reaches  its 


maximum  in  about  24  hours,  after  which  it 
fades  out  rapidly. 

This  test  is  of  value  in  determining  either 
immunity  or  the  degree  of  susceptibility  of 
an  individual.  It  is  also  of  diagnostic  value 
in  ruling  out  scarlet  fever  and,  later,  may 
establish  reasonable  assurance  (if  not  actual 
proof)  of  having  had  the  disease.  This  test 
is  especially  helpful  in  that  questionable 
group  of  individuals  with  only  light  attacks, 
the  ambulant  sore-throats. 

This  was  well  illustrated  in  a boy  of  6 
years  who  was  Dick  te.sted  at  Poindexter 
School,  along  with  the  others  on  January 
18.  He  did  not  return  to  school  the  next 
day  because  of  a sore  throat  and  moderate 
fever,  and  a visit  to  the  home  revealed  a posi- 
tive Dick  test.  Suspecting  scarlet  fever,  wn 
duly  quarantined  the  boy.  Throat  culture 
showed  presence  of  hemolytic  streptococci. 
Next  day  he  had  apparently  recovered  and 
there  were  no  further  .symptoms — no  rash, 
no  strawberry  tongue,  no  desquamation,  but 
he  was  kept  under  quarantine  for  three 
weeks.  Two  weeks  from  onset  his  Dick  test 
was  still  positive.  Two  months  from  onset 
the  Dick  test  was  found  to  have  become  nega- 
tive. 

During  our  institutional  investigations 
from  January  1 to  May  1,  825  persons,  rang- 
ing in  age  from  6 years  to  over  50’  years, 
were  Dick  tested.  Of  the  total  number,  43 
per  cent  reacted  i)ositively.  Of  the  353  posi- 
tives, 88  per  cent  were  between  the  ages  of 
6 and  15  years. 

The  degree  of  susceptibility  does  not  ap- 
pear to  be  necessarily  prop.ortionate  to  the 
age  of  the  individual,  as  we  noticed  that 
some  of  our  most  marked  reactions  were  in 
persons  28  and  30  years  of  age;  Avhereas,  in 
the  lower  school  grades,  inany  of  the  po.si- 
tive  reactions  were  very  slight.  Also,  one  of 
our  severest  cases  of  scarlet  fever  was  in  a 
])atient  of  28  years. 

Of  47  cases  reported  between  August  1, 
1931,  and  May  1,  1932,  49  per  cent  were  be- 


tween  the  ages  of  6 and  10  vears. 

Bebnv  is 

table  showing  number  and  percentage  of 

cases  according  to  age  groups : 

Age 

Percent 

Under  1 year  (1) 

2-5  years 

17 

6-10  years 

49 

11-15  years 

19 

Over  15  years 

16 

Immunization 

The  State  Board  of  Healtli  of 

Kent  m kv 

furnishes  to  its  health  officers  and  jiracticing 
|)hy.sicians  a pre])aration  of  scarlet  fever 
toxin  for  active  immunization,  in  a series  of 
five  doses,  to  be  injected  subcutaneously  at 
weekly  intervals.  Active  immunity  is  said 
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to  commence  with  the  first  injection.  The 
concentration  of  each  successive  dose  is  in- 
creased according*  to  a definite  scale.  The 
toxin  is  put  up  in  five  vials  and  the  number 
of  the  dose  indicated  on  the  label.  The 
dosage  recommended  is  as  follows ; 


Dose  No.  1 

Icc.... 

Dose  No.  2 

2000  units 

Dose  No.  3 

8000  units 

Dose  No.  4 

Icc...., 

25000  units 

Dose  No.  5 

80000  units 

The  local  and 

systemic 

reactions  follow- 

ing  the  administration  of  the  toxin  have  been 
found  to  appear  in  direct  proportion  to  the 
degree  of  reaction  to  the  Dick  test ; therefore, 
where  a markedy  positive  Dick  test  is  found, 
it  has  been  suggested  that  for  the  first  dose 
only  0.5cc  (250  units)  be  given,  and  a week 
later  the  full  first  dose,  making  six  injections 
in  all. 

In  Harrison  County  we  started  out  by  fol- 
lowing this  plan  to  the  letter,  governing  our 
first  dose  by  the  reaction  to  the  Dick  test. 
W/e  found  that,  in  a great  many  instances, 
in  giving  500  units  when  the  Dick  test  was 
not  unusually  positive,  we  occasionally  still 
had  rather  severe  reactions — locally,  with 
painful,  red,  swollen  arms;  and,  systemic- 
ally,  with  fever,  occasional  vomiting,  and 
sometimes  a generalized  rash.  These  symp- 
toms lasted  from  24  to  36  hours.  In  view  of 
this,  we  then  changed  to  a routine  of  only 

0.5ec  (250  units)  as  a preliminary  dose,  fol- 
lowed a week  later  l)y  the  regular  series  be- 
ginning with  500  units,  thus  making  a total 
of  six  injections.  While  there  is  always 
some  degree  of  local  reaction,  the  injections 
do  not,  as  a general  i ale,  appear  to  incon- 
venience the  patient  to  any  great  extent.  This, 
howe\er,  varies  somewhat  with  the  individual. 

The  Dick  test  appears  to  be  a fairly  ac- 
curate gauge  in  determining  the  amount  of 
immunizing  toxin  necessary  to  establish  im- 
nmnity.  In  our  first  groups,  we  gave  the 
whole  series  of  six  doses ; but  later  commenced 
Dick  testing  one  week  after  the  fourth  injec- 
tion, that  is,  after  10,750  units.  In  a series 
of  97  cases  with  positive  Dick  tests  we  found 
that  94  per  cent  of  them  became  Dick-nega- 
tive after  the  fourth  inj<*:.*tion. 

Number  of  persons  given  Dick  test 825 

Number  giving  positive  Dick  reactions  353 
(43  per  cent) 

Number  given  scarlet  fever  toxin 97 

Number  Dick-negative  after  4 injections  91 
(94  per  cent) 

In  every  case  wdiere  six  injections  were 
given  tbe  Dick  test  was  found  1o  have  be- 
come negative  from  one  to  two  weeks  after 
the  series  was  completed. 


Conclusions 

1.  That  the  carrier  is  an  important  factor 
in  the  transmission  of  scarlet  fever  and  that 
there  exists  a far  greater  number  of  healthy 
carriers  than  most  of  us  realize.  This  has 
been  well  illlustrated  in  throat  culturing  in 
schools. 

That  i)racticability  of  isolation  and  restric- 
tion of  carriers  depends  usually  upon  local 
conditions;  the  number  of  persons  in  a given 
groux>  (as  in  schools),  the  number  of  carriers 
in  the  group,  the  number  of  suscejitible  con- 
tacts, the  number  of  workers  m the  depart- 
ment enforcing  isolation,  and  the  degree  of 
education  and  cooperation  of  the  people  in 
the  affected  community. 

2.  That  the  Dick  test  is  of  value  in  identi- 
fying susceptible  individuals  and  in  determin- 
ing the  degree  of  susceptibility;  that  it  may 
serve  as  a guide  to  the  amount  of  toxin  neces- 
sary to  establish  immunity ; that  it  is  of  value 
in  ruling  out  scarlet  fever  and  establishing 
evidence  of  having  had  the  disease. 

3.  That  the  use  of  scarlet  fever  toxin  will 
establish  immunity  and  that  in  over  90  per 
cent  of  cases  the  Dick  test  will  become  neg- 
ative after  four  injections  (10,750  units). 

4.  That  a routine  of  0.5cc  (250  units)  as 
a first  dose,  instead  of  Ice  (500  units),  will 
minimize  the  severity  of  the  initial  reaction. 

5.  That  a routine  of  six  doses  out  of  five 
bottles  of  different  concentrations  leads  to  a 
certain  amount  of  confusion ; whereas,  if  the 
doses  were  put  uji  in  six  bottles  instead  of 
five,  this  confusion  would  be  eliminated. 

6.  That  if  a negative  Dick  test  were  added 
to  the  list  of  Blue  Ribbon  requirements  for 
school  children,  the  prevalence  of  scarlet 
fever  in  the  schools  would  be  mai'kedly  re- 
duced. The  same  would  apply  to  infants  and 
pre-school  children. 

7.  That  if  a negative  Dick  test  were  re- 
quired of  hospital  personnel  we  would  be  re- 
lieved of  the  potential  embarrassment  of  a 
possible  case  of  such  an  obviously  preventable 
disease  in  our  institutional  workers.  This 
applies  also  to  all  workers  in  the  field  of 
Public  Health. 

8.  That  the  systematic  use  of  the  Dick  test, 
plus  immunization — places  the  whole  pro- 
cedure upon  an  accurate  scientific  basis. 


Late  Result,*:  of  Cardiac  Suture. — Rufanov  re- 
ports the  clinical  history  of  a man,  aged  44.  Ex- 
amination revealed  a scar  in  the  region  of  the 
heart,  through  which  the  cardiac  movements 
could  be  observed.  A scar  in  the  back  indicated 
a previous  resection  of  a i*ib,  and  the  anamnesis 
}-evealed  that  twenty-eight  years  before  the  pa- 
tient had  suffered  an  injury  of  the  Heart  which 
necessitated  cardiac  suturing. 
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ACUTE  NEPHRITIS* 

M.  E.  Loftus,  M.  D. 

Glasgow 

Like  many  other  organs  the  kidney  is 
liable  to  be  affected  by  acute  and  chronic  dis- 
eases. From  the  point  of  view  of  the  clinician 
perhaps  the  most  interesting  symptoms  are 
those  seen  in  severe  acute  nephritis.  Here 
the  kidney  tissues  may  be  compared  with  a 
pneumonic  lung,  and  the  whole  of  the  kidney 
function  is  for  the  time  being  thrown  more 
or  less  out  of  action.  Is  consequence  there  is 
a failure  to  eliminate  nitrogenous  waste 
l)roduets  with  the  result  that  these  bodies  ac- 
cumulate in  the  blood.  Little,  or  no,  sodium 
chloride  is  present  in  the  urine,  and  water 
which  should  be  eliminated  is  retained  in  the 
body,  giving  rise  to  edema  and  dropsy. 

The  acid  eliminating  function  of  the  kid- 
ney fails  to  fulfill  its  purpose,  and  the  re- 
tained acid  products  tend  to  upset  the  nor- 
mal mechanism  for  the  regulation  of  the 
blood  reaction.  This  condition  generally  per- 
sists for  some  time,  but  sooner  or  later,  in 
favorable  cases,  the  renal  cells  recover  their 
function  to  some  extent,  and  marked  general 
improvement  sets  in.  All  the  features  of 
renal  deficiency  are  most  conspicuous  in 
acute  disease,  but  the  same  manifestations, 
though  in  a modified  degree,  are  present  in 
chronic  disease,  and  as  far  as  the  kidney  is 
concerned  many  of  the  symptoms  of  acute 
nephritis  differ  only  in  degree  from  those 
of  chronic  nephritis. 

Acute  nephritis  is  the  result  of  some  infec- 
tion, usually  the  upper  respiratorv  tract ; 
often  following  an  attack  of  scaret  fever  or  a 
septic  sore  throat.  A very  high  grade  of 
nephritis  is  often  encountered  during  the 
treaatment  of  a ease  of  diabetic  coma;  severe 
burns  of  the  skin  and  the  ingestion  of  large 
amounts  of  the  salts  of  mercury  and  uranium 
are  also  capable  of  producing  nephritis  by 
their  toxic  action  on  the  renal  cells.  Acute 
nephritis  as  it  pi-esents  itself  to  the  prac- 
titioner is  a syndrome  comprising  one  or 
more  of  the  following  features : Albuminuria, 
haematuria,  edema,  modjerate  hypdrtension 
if  edema  is  evidenced,  and  a group  of  phe- 
nomena described  as  uremia.  There  ar^^  many 
other  signs  and  symptoms  seen  in  nephritis, 
but  tho.se  mentioned  are  the  ca'alinal  ones  on 
which  the  diagnosis  is  based.  A.niong  the  other 
symptoms  often  present  are : general  malaise, 
lieadache,  dyspejjsia,  comiting  or  extreme 
nausea,  {)ain  in  lumbar  reg'ion,  fever,  changes 
in  the  urine  and  blood,  vascular  changes,  eye 
changes. 

‘Read  hefore  the  Barren  County  Medical  Society,  .Tune  22, 
19.S2. 


It  is  possible  to  separate  from  the  confused 
mass  of  pathology  in  nephritis,  two  diseases 
which  may  usefully  be  taken  as  the  two  ex- 
tremes between  which  all  other  categories  of 
Bright’s  Disease  must  be  included.  At  the 
one  extreme  is  lipoid  nephrosis,  clinically  dis- 
tinguished by  intense  albuminuria  and  a 
massive  anasarcia  without  the  slightest  sign 
of  cardio-vascular  change,  arising  insidiously, 
chronic  but  benign  in  course  exhibiting  little 
change  in  the  blood  except  Hyper-cholestero- 
lemia,  and  producing  apparently  no  anatomi- 
cal change  in  the  kidney  except  a tubal  de- 
generation which  is  in  many  cases  a transient 
occurrence.  The  disease  is  probably  of  meta- 
bolic origin  and  its  renal  manifestations  are 
not  more  than  a trivial  part  of  the  picture. 
At  the  other  end  of  the  scale  is  arteriolo-scle- 
rosis  the  arterio-capillary  fibrosis  of  Gull  and 
Sutton.  This  is  believed  to  begin  as  a gen- 
eralized spasm  of  the  arterioles  producing  in 
its  earlier  stages  high  blood  pressure  along 
with  a compensatory  hypertrophy  of  the 
heart.  This  disease  may  produce  no  demon- 
strable renal  effects  whatever  and  it  is  only 
in  a certain  pro])ortion  of  all  cases  that  the 
kidney  ti.ssues  suffer  sufficiently  for  renal 
failure  to  become  manifest.  To  cla.ssify  such 
cases  under  the  heading  of  chronic  interstitial 
nephritis  would  appeara  grossly  unscientific. 
Between  these  two  extremes  are  to  be  lomid 
that  large  group  of  cases  now  usually  re- 
ferred to  as  glomerulo-nephritis  in  wlucli  the 
pathologist  can  invariably  demonstrate  mor- 
bid changes  in  the  kidney,  such  changes  iieing 
due  to  bacteria  or  other  toxic  sidjstances  and 
giving  jTerhaps  valid  reason  for  regai-ding 
the  kidney  as  the  organ  which  has  principally 
suffered  in  a disease  which  is  blood  born  in 
its  origin. 

In  glomerulo  nephritis,  whether  chronic  or 
acute,  both  edema  and  hypertension  aie  al 
most  invariably  present  at  some  time.  In 
chronic  cases  hypertension  is  accompanied 
by  cardiac  hypertrophy,  although  the  eardio- 
vas(  ulai’  phenomena  are  seldom  prominent 
as  they  ai'e  in  ca.ses  of  primary  arterio-scler- 
osis.  Haematuria  and  casts  of  the  renal  epi- 
thelium are  usually  accompaniments  of  acute 
attacks  and  supply  evidence  of  the  active  in- 
flammatory process  in  which  the  kidney  is  in- 
volved. 

Classification  of  Nephritis 
The  Nephroses 

1.  Lipoid  ne|)lirosis 

2.  Chemical  nephro])athies 

3.  Amyloid  Disease 
B.  Glomerulo-Nephiutis 

1.  Acute  diffuse  gloinendo  nephritis 

2.  Chronic  diffuse  glomerulo  nephritis 

3.  Focal  glomerulo  nephritis 

4.  Embolic  glomerulo  nephritis 
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€.  Arteriolo- Sclerosis 

1.  Pre-nepliritie  stage,  (essential  hy- 
pertension) 

2.  Later  stage  with  cirrhosis  of  spleen 
and  kidneys;  renal  failure,  the  so- 
called  (chronic  interstitial  neph- 
ritis) 

3.  The  malignant  renal  sclerosis  of 
Fahr.  Marked  renal  cirrhosis. 

Uremia  is  of  fairly  frequent  occurrence 
during  acute  stages,  and  may  occur  as  a final 
event  in  chronic  cases  where  repeated  inflam- 
mation has  brought  about  permanent  renal 
failure. 

It  is  now  recognized  that  glomerulo-neph- 
ritis  may  occur  in  several  forms,  to  which 
reference  will  be  made  later;  and  tliere  is  in 
addition  an  embolic  type  of  glomerulo  ne- 
phritis which  occurs  in  conjunction  with  sub- 
acute bacterial  endocarditis  and  is  seen  in  no 
other  eases.  Summarizing  the  above  para- 
graphs we  see  that  a classification  of  neph- 
ritis to  be  in  accordance  with  modern  knowl- 
edge must  be  elaborated  from  the  following 
three  main  categories:  (a.)  The  so-called 

Nephroses,  (b.)  The  glomerulo-nephritides. 
(c.)  Arteriolo-Selerosis,  with  its  renal  mani- 
festations. If  we  proceed  from  this  simple 
basis,  we  can  distinguish  various  sub-divisions 
on  the  following  lines : 

Detailed  - Classification 

The  Nephroses : 

1.  Lipoid  nephrosis;  probably  a general 
disorder  of  metabolism,  characterized  by  ab- 
normal permeability  of  the  cutaneous  and 
renal  vessels  for  albumin  and  lipoids.  Mas- 
sive albuminuria.  Entire  al)sence  of  cardio- 
vascular changes. 

2.  Nephropathies:  Produced  by  poisons 

such  as  corrosive  sublimate,  uraneum  and  the 
chromates.  Lesions  almost  entirely  confined 
to  the  tubules.  Edema  and  albuminuria 
without  vascular  changes,  usually  followed  by 
complete  healing  with  return  of  renal  func- 
tion. In  very  rare  eases  leading  to  p'^rma- 
nent  damage  and  secondary  contrac^^ion  of 
the  kidney. 

3.  Amyloid  disease : Palls  into  this  class 
but  need  not  be  discussed  here 

Glomerulo-Nephritis 

1.  Acute  diffuse  g]omerulo-n-:phritis : The 
classical  nephritis  appearing  in  the  later 
weeks  of  an  infectious  fever.  All  the  glome- 
ruli are  affected,  the  primary  lesion  being 
an  acutely  progressive  swelling  of  capillary 
endothelium  of  the  glomeruli  togecher  with 
an  accumulation  of  large  numbc-s  of  leu' o- 
eytes  in  the  afifected  loops.  Acute  edema, 
sometimes  acute  dili^ctmn  of  {he  left  lie.art 
with  an  acute  hynerionicity.  albiuninuna, 
hematuria,  toxic  iesio"s  of  the  '’utan^nis  and 
glomerular  vessels.  Uremia  may  occur,  com- 


plete resolution  ii.  pessible,  but  m • :e  fre- 
quently extension  occurs  with  a spread  of  the 
disease  to  the  tubular  apparatus,  edema  be- 
comes conspicuous  owing  to  lesions  of  the 
cutaneous  capillaries,  and  the  continued  high 
blood  pressure  is  followed  by  cardiac  hyper- 
trophy. If  death  occurs  in  any  of  the  stages, 
post  mortem  appearance  of  the  kidneys  will 
range  from  a normal  looking  organ  in  which 
the  microscope  alone  will  reveal  the  disease 
of  tlie  glomerular  capillaries,  to  a large 
smooth  organ  the  size  and  palor  of  which  may 
either  or  both  of  them  be  conspicuous,  ac- 
cording to  the  degree  that  swelling  of  the 
epithelial  cells,  or  interstitial  edema,  or  fatty 
change,  or  hemorrhage  into  the  renal  sub- 
stance may  have  predominated. 

2.  Chronic  glomerulo-nephritis,  secondary 
contraction  of  the  kidney.  Variable  albumi- 
nuria, repeated  attacks  of  so-called  renal 
edema,  moderate  to  marked  elevation  of  the 
blood  pressure,  cardiac  hypertrophy,  progres- 
sive destruction  of  the  kidney  substance, 
usually  ends  in  renal  failure  and  death  from 
uremia. 

3.  Focal  Glomerulo-Nephritis : Occuring 
perhaps  most  frequently  as  a complication  of 
tonsillitis,  scarlet  fever  and  other  streptococ- 
cal infection  ; marked  haematuria,  slight  al- 
buminuria, no  edema,  no  hypeptonsion,  be- 
nign in  course,  owing  to  the  fact  that  a lim- 
ited number  of  glomeruli  only  are  affected. 
In  very  rare  cases,  sufficient  destruction  may 
be  produced  to  lead  to  secondary  contraction 
of  the  kidney,  with  a clinical  picture  not 
easily  di.stinguishecl  from  the  chronic  diffuse 
glomerulo-n  ephritis. 

4.  Embolic  Glomerulo-Nephritis : Of  clin- 

ical interest  as  being  the  renal  complication 
of  infective  endocarditis. 

Arteriolo- Sclerosis 

1.  Essential  hypertension,  spasm  of  the 
arterioles  producing  high  blood  pressure  and 
later  cardiac  hypertrophy,  a morbid  change 
in  the  arterioles  may  progress  to  fibrosis,  pro- 
ducing its  maximum  effects  on  the  abdominal 
glands,  particularly  the  spleen  and  kidneys, 
in  which  case  the  disease  manifests  itself  as: 

1.  Granular  atrophy  of  the  kidneys,  so- 
called  chronic  interstitial  nephritis. 

2.  The  malignant  renal  sclerosis  of  Fahr  in 
which  case  the  arteriolo-sclerosis  has  pro- 
duced marked  renal  cirrhosis. 

The  above  classification  of  nephritis  seems 
to  comply  both  with  existing  clinical  and 
pathological  knowledge. 

At  the  outset  it  is  extremely  important  to 
form  at  least  a working  diagnosL  along  the 
lines  indicated  above,  as  to  th<'  exact  nature 
of  the  disease:  that  is  to  say.  whether  it  is 
acute  or  chronic,  or  if  arteriolo-sclerosis  with 
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renal  manifestation,  and  whether  renal  fail- 
ure is  present  as  transitory  or  as  a perma- 
nent phenomenon.  There  are  tbree  ehief 
manifestations  of  this  disease  to  be  combatted. 
First,  actual  or  threatened  uremia ; second. 
Edema;  third.  Hypertension.  The  active 
treatment  of  acute  nephritis  reduces  itself 
largely  to  the  treatment  of  symptoms.  There 
are  no  measures  known  to  medical  science 
that  will  directly  influence  the  pathological 
changes  in  the  kidneys;  and  all  that  can  be 
done  is  to  insure  that  the  patient  is  placed 
under  the  most  satisfactory  conditions  for  re- 
covery of  the  damaged  renal  cells. 

The  view  is  generally  accepted  that  a diet 
low  in  protein  is  indicated  in  the  early  stages, 
especially  in  cases  showing  a retention  of  ni- 
tragenous  waste  products  in  the  blood.  When 
this  is  a marked  feature,  a diet  in  which  the 
neces.sary  calories  are  furnished  in  the  form 
of  carbohydrates  often  does  well.  On  the  other 
hand,  the  mistake  should  not  be  made  of  un- 
duly limiting  the  protein  intake  for  long 
periods,  in  all  instances  in  which  there  is 
marked  albuminuria.  For  certain  eases, 
often  complicated  by  persistent  edema,  the 
amount  of  protein  actually  passed  in  the 
urine  may  be  so  great  as  to  constitute  a se- 
rious loss,  and  in  such  cases  it  is  worse  than 
useless  to  restrict  protein  intake.  Very  often 
we  relieve  the  edema  by  greatly  increasing 
the  protein  part  of  the  diet ; the  action  of 
which  is  dependent  to  some  extent  on  the 
diuretic  action  of  urea  formeil  as  the  result 
of  increased  protein  metabolism.  In  bad  eases 
with  severe  general  disturbance  the  amount 
and  nature  of  the  food  must  often  be  de- 
termined by  the  state  of  the  patient’s  stomach. 
Sugar  is  exceedingly  beneficial  in  the  form 
of  50  per  cent  glucose  in  orange  juice;  if 
vomiting,  give  by  vein,  25  per  cent  glucose 
in  saline,  200  ec.  with  20  U of  insulin.  When 
more  food  can  be  taken,  the  diet  may  be  made 
up  of  milk  sparingly  with  cereals  and,  after 
a few  days,  bread,  butter  and  cooked  rice 
with  milk  may  be  added.  In  very  severe  cases 
with  marked  edema  it  is  a very  good  plan  to 
keep  the  patient  on  a starvation  diet  for  a day 
or  two ; this  lowers  the  genr>ral  metabolism 
of  the  body  and  provides  functional  rest  for 
the  damaged  kidneys.  Gradually  as  the 
edema  disappears  and  symptoms  become  less 
urgent,  more  and  more  carbohydrates  may  be 
added  to  the  diet.  The  fhaid  intake  depends 
to  a 'great  extent  on  the  amount  of  edema 
present,  whether  increasing  or  diminishing, 
the  amount  of  urine  secreted,  the  presence  or 
absence  of  vomiting  and  other  factors.  In 
spite  of  restricted  fluid  intake  and  salt  free 
diet,  edema  may  prove  very  troublesome  and 
persistent ; in  such  eases  fluid  must  be  aspi- 
rated sometimes  when  there  is  excessive  fluid 


m the  abdomen  or  chest.  When  fluid  is  being 
withdrawn  from  the  chest  it  should  be  re- 
moved very  slowly,  lor  any  suadfii  reduction 
of  pressure  may  cause  edema  of  the  lungs. 
!•  or  ascites,  a very  good  plan  is  to  introduce 
a very  small  canula  and  let  the  fluid  drain 
out  very  slowly  into  a bottle  under  the  bed. 
Tapping  of  the  legs  should  be  avoided  if  pos- 
sible on  account  of  difficulty  in  healing  and 
the  tendency  to  uecome  septic.  One  of  the 
best  means  of  dealing  with  edema  is  the  free 
use  of  purgatives,  if  the  stomach  will  tolerate 
them. 

Diuretics  seem  to  be  of  no  value  in  acute 
nephritis.  In  this  condition  the  renal  cells 
are  poisoned,  and  it  is  difficult  to  imagine 
how  any  substance  could  stimulate  into  ac- 
tivity these  temporary  inactive  tissues.  There 
success  is  almost  entirely  confined  to  cases 
of  nephrosis  or  cardiac  edema.  In  acute 
nephritis  a condition  accompanied  by  con- 
vulsions, and  ill  certain  respects  somewhat 
similar  to  the  uicmia  of  chronic  nephritis,  is 
occasionally  seen.  This  so-called  “uremia,” 
with  convulsion^,  appears  to  occur  only  when 
extensive  edema  is  present,  and  is  probably 
dependent  on  a local  edema  of  the  brain. 
These  convulsions  are  sometimes  preceded  by 
a definite  increase  in  the  edema  and  a pro- 
gressive rise  of  blood  pressure  with  severe 
headache.  As  already  indicated,  they  are  not 
usually  of  serious  import  and  are  best  treated 
by  large  doses  of  sedatives  and  cathartics  or 
by  venesection.  If  headache  is  severe,  and 
blood  pressure  is  rising,  potassium  bromide 
15  gr.  with  chloral  hydrate  10  gr.,  should  be 
given  every  four  hours  until  the  blood  pres- 
sure begins  to  fall.  At  the  same  time,  free 
purgation  should  be  induced  by  giving  mag- 
nesium or  sodium  sulphate  one  or  two  ounces. 
Morphine  in  doses  up  to  1-4  grain  may  also  be 
used.  With  the  actual  onset  of  convulsions, 
30  grains  of  potassium  bromide  with  30  grains 
of  chloride  hydrate  dissolved  in  two  or  three 
ounces  of  water  should  lie  given  by  rectum. 
If  the  convulsions  are  not  very  frequent  this 
sedative  may  be  given  by  mouth.  When  the 
convulsions  are  very  frequent  and  severe  a 
small  amount  of  chloroform  or  ether  may  be 
necessary.  By  far  the  best  treatment  is  the 
removal  of  10  or  15  ounces  of  blood  from  the 
vein ; lumbar  puncture  has  frequently  been 
employed  and  with  fair  results,  but  the  pro- 
cedure is  usually  unnece.ssary.  In  the  pre- 
convulsive  sta'ge  it  sometimes  precipitates  the 
onset  of  convulsions,  sc  that  it  should  be  per- 
formed only,  if  at  all,  after  convulsions 
come  on. 

Usually  venesection  succeeds  in  the  clear- 
ing up  of  the  condition  and  generally  the 
patient  does  quite  well. 

When  the  heart  begins  to  show  signs  of 
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failure  from  increased  blood  pressui’e  and 
general  toxic  condition,  digitalis  may  be  given 
with  some  benefit.  If  the  stomach  permits, 
20  miliums  may  be  given  every  four  (4)  hours 
until  signs  of  digitalization  appear  if  there 
is  much  cardiac  distress,  with  right  heart 
embarrassment,  venesection  is  useful.  The 
comijlete  suppression  of  urine,  which  is  some- 
times seen,  is  mei’cly  an  indication  of  the 
severity  of  the  condition  and  can  not  be  ma- 
terially influenced  by  any  therapeutic  meas- 
ure. Muscular  twitching  suggestive  of  tetany 
often  complicates  a case,  especially  one  in 
which  large  amounts  of  alkalies  have  been 
administered  during  a case  of  fever  or  other 
acute  infections,  and  usually  suggests  a cal- 
cium shortage  and  is  often  cleared  up  by  the 
administration  of  1 gr.  Calcium  Chlor.  in  40 
ce.  distilled  water,  injected  into  the  gluteal 
muscles  every  hour  for  four  or  five  doses.  In 
the  treatment  of  all  eases  of  nephritis,  the 
greatest  care  should  be  taken  to  ascertain  the 
})resenee  of  septic  foci  and  to  remove  these 
conditions  when  possible.  A sub-acute  attack 
of  nephritis  may  be  cut  short  frequently  by 
the  removal  of  septic  tonsils. 

Summary 

At  the  outset  it  is  extremely  important  to 
make,  at  least,  a working  diagnosis.  In  other 
words,  find,  if  possible,  into  which  class  the 
case  falls,  whether  the  Nephroses,  the  Glome- 
rulo  Nephritides,  or  Arteriolo-Sclerosis,  with 
its  renal  manifestations.  If  there  is  no  diffi- 
culty in  excreting  waste  products  as  indi- 
cated by  a normal  blood  urea  content,  (20  to 
40  Mgms.  per  100  cc  of  blood),  and  the  urea 
concentration  of  the  urine  is  gpod  (1,800 
Mgms.  per  100  cc),  then  the  best  results  will 
be  obtained  by  a liberal  protein  diet.  In 
severe  cases  with  retention,  the  use  of  Glucose 
and  Insulin  is  to  be  recommended;  especially 
Glucose  because  it  is  a food  substance  of  high 
caloric  value.  It  is  free  from  waste  elimi- 
nated by  the  kidney,  and  is  the  only  food- 
stuff that  can  be  administered  in  the  raw, 
ready  for  use,  immediately  distributed  and 
instantly  utilized  by  the  tissues  of  the  body. 
(2)  Insulin,  because  it  is  a hydrator;  that  is, 
it  brings  back  to  the  protein  particles  of  the 
blood  their  other  constituents — electricity, 
salts,  sugar.  Amino  Acids  and  fat.  Conse- 
(piently  insulin  is  an  antidote  against  any 
substance  which  caiises  or  predisposes  to  in- 
flammation, be  it  of  bacterial  or  of  chemical 
origin.  In  Glomerular  Nephritis,  Insulin 
makes  the  blood  plasma  more  liquid  and  the 
vessel  walls  more  elastic,  producing  vascular 
dilatation.  In  all  renal  conditions  with  high 
blood  presssure,  in  uremia  and  acidosis,  In- 
suln  is  the  remedy  of  choice. 

Diuretics  seem  to  be  of  no  value  in  acute 
Nephritis.  Their  success  is  confined  to  cases 


of  Nephrosis  or  of  cardiac  edema.  The  so- 
( ailed  ‘ ‘ uremia  ’ ’ of  acute  Nephritis,  sometimes 
accompanied  by  convulsions,  appears  to  occur 
only  when  extensive  edema  is  present  and  is 
probably  dependent  on  a local  edema  of  the 
brain,  and  is  not  usually  of  serious  import. 

Lumbar  puncture  should  be  done  only  after 
the  onset  of  convulsions  if  at  all.  The  com- 
plete suppression  of  urine  cannot  be  ma- 
terially influenced  by  any  therapeutic  meas- 
ure. 

The  effectiveness  of  our  therapeutic  and 
prophylactic  measures  will  be  governed  by 
our  ability  to  classify  each  ease  according  to 
the  cause  and  the  extent  of  damage  suffered 
by  the  kidney. 
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DOES  ANTI-EABIC  SERUM 
PREVENT  RABIES? 

By  K.  Emerson  Smith,  M.  D. 

Henderson. 

Do  sera  and  antitoxins  prevent  disease? 
That  is,  do  we  get  a true  immunity  from  the 
use  of  anti-toxin?  It  is  commonly  believed 
by  the  public  that  we  do.  The  medical  profes- 
sion has  openly  stated  that  we  do,  the  boards 
of  health  of  various  states  not  only  say  that 
it  does  prevent,  but  have  persuaded  the  vari- 
ous legislatures  to  enact  laws  demanding  the 
children  be  immunized  against  certain  dis- 
eases, such  as  smallpox,  diphtheria,  and  in 
some  states  scarlet  fever  and  typhoid.  Vac- 
cines and  sera  are  used  in  the  United  States 
Army  and  Navy ; our  soldiers  and  sailors  have 
to  take  these  sera,  or  vaccines  because  the 
medical  authorities  of  the  army  and  navy 
believe  that  they  prevent  certain  diseases.  It 
is  generally  understood  and  widely  used  in 
preventing  the  diseases  that  occur  in  the  lower 
animals,  both  as  preventives  or  curative 
agencies,  such  as  cholera  and  rabies. 

If  the  anti-rabic  serum  actually  immunizes 
the  animal  against  this  dreaded  infection,  how 
are  we  to  explain  the  action  taken  by  one  of 
the  'County  Boards  of  Health  Unit  and  pub- 
lished in  the  daily  paper  on  the  11th  of  June, 
1932?  For  instance  a paragraph  in  which  it 
states  that  it  makes  no  difference  whether 
the  dog  is  immunized  or  not.  “The  health 
authorities  issued  a wmrning  that  after  Sun- 
day, ‘any  dog  found  running  at  large  on  the 
streets,  alleys,  public  grounds,  or  highways 
within  the  city  and  county,  whether  licensed 
or  unlicensed,  vaccinated  or  unvaccinaled, 
will  be  shot.’  ” 
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At  first  it  may  not  seem  that  this  step  will 
amount  to  much.  It  has  taken  years  to  get 
the  co-operation  of  this  county  in  health 
matters,  and  it  took  no  little  trouble  to  per- 
suade mothers  to  have  their  children  immu- 
nized against  diphtheria.  In  the  Blue  Rib- 
bon campaign  for  three  years,  there  were 
many  women  who  visited  mothers  that  ob- 
jected to  having  their  children  immunized, 
and  aided  the  Board  of  Health  in  this  way 
to  create  confidence  in  the  minds  of  the  peo- 
ple to  avail  themselves  of  these  opportunities 
to  prevent  some  of  these  diseases  of  child- 
hood. The  mothers  are  now  “shot  wise,’' 
they  are  willing  for  their  children  to  be  vac- 
cinated, or  to  take  sera ; in  fact  they  send 
them  to  be  immunized.  But  now,  out  of  a 
clear  sky,  the  County  Board  of  Health  Unit 
has  announced  to  the  community  in  just  that 
many  words,  that  the  immunization  of  a dog 
is  worthless. 

Doubtless  there  will  be  some  explanation 
given  as  to  what  was  meant,  and  we  think  a 
great  deal  of  explanation  will  be  necessary. 
Someone  has  blundered,  and  unless  blunder- 
ing of  this  nature  is  prevented  by  the  State 
Board  of  Health,  we  will  find  that  the  confi- 
dence of  the  public  is  going  to  be  very  much 
shaken  and  they  will  be  more  skeptical  of  the 
methods  the  medical  profession  is  using  in 
trying  to  prevent  and  combat  epidemics;  and 
this  skepticism,  we  will  have  to  admit,  is  just 
and  well-founded.  The  individual  who  im- 
munizes his  dog  against  rabies  to  protect  the 
miblic  and  also  the  amimal  is  emphatically 
told  that  it  makes  no  difference  whether  he 
has  followed  scientific  advice  and  complied 
with  the  existing  laws  or  not,  his  dog  must  be 
tied  up  until  September  15th,  or  shot. 

We  believe  in  preventing  disease.  We  be- 
lieve in  enforcing  laws.  We  believe  in  having 
the  citizen  obey  the  law,  especially  health 
laws  which  affect  the  welfare  of  the  citizen. 
But  we  also  believe  in  justice,  and  if  what  we 
have  taught  the  public  is  true,  that  these  vac- 
cines or  sera  are  able  to  prevent  'ahd'eure'dis- 
ease,  the  medical  profession  has  no  right  to 
run  rough-shod  over  the  public  and  accredited 
scientific  knowledge,  and  classify  all  animals 
under  the  same  group.  The  most  deplorable 
feature  of  this  hasty  utterance  by  the  consti- 
tuted authorities  of  this  County  Unit  is,  that 
it  is  going  to  have  a direct  effect  and  going  to 
influence  the  public’s  mind  very  unfavorably, 
that  is,  shaking  the  confidence  of  the  public 
in  the  value  if  anti-rabic  serum,  and  every 
other  method  that  is  used  to  combat  and  pre- 
vent disease.  It  is  the  same  thing  as  a teacher 
punishing  a whole  class  because  one  pupil  is 
unruly.  The  discipline  that  follows  in  that 
class,  and  the  attitude  of  mind  that  is  created 
in  the  pupil  is  far  from  amiable  and  it  creates 


a reactionary  spirit  due  to  the  injustice  to 
the  majority  of  the  class. 

Annihilate  the  animal  that  has  not  been 
immunized,  or  keej)  him  restricted.  Why  can’t 
the  animal  have  some  definite  mark  placed 
on  his  collar  designating  that  he  has  been  im- 
munized against  rabies?  Let  the  veterinarian 
give  a statement  at  the  time  he  immunizes  the 
animal;  let  this  be  taken  to  the  sheriff’s  of- 
fice ; let  the  sheriff  affix  this  band,  or  metal, 
or  whatnot,  on  the  dog’s  collar,  charging  any- 
where from  lOe  to  25c  to  defray  the  expenses 
and  thus  deal  justly  with  the  population. 

There  is  no  profession  that  must  be  more 
careful  of  dogma  than  the  medical  profes- 
sion. Dogma  has  held  back  science  for  cen- 
turies. There  is  no  profession  that  has  been 
so  persecuted  for  their  effort  to  obtain  knowl- 
edge as  the  medical  profession,  and  there  is 
no  profession  that  has  so  nobly  stood  the 
vicissitudes  and  persecution  of  history  as  ours 
has.  I do  not  say  it  boastingly,  but  the 
achievements  of  the  medical  profession  have 
meant  more  to  the  human  race  as  far  as  free- 
ing it  from  superstition,  dread,  and  disease, 
and  making  the  world  a better  place  in  which 
to  live  than  any  other  agency  save  Christ- 
ianity. Many  of  the  igreat  inventions  are 
for  the  purpose  of  helping  man  to  live  in  a 
more  healthy  and  sanitary  condition  so  that 
indirectly  much  of  what  has  been  achieved 
has  been  the  direct  results,  or  stimulated  by 
the  medical  profession,  and  it  is  very  untimely 
and  very  unfortunate  that  the  agencies  of  the 
medical  profession  should  be  the  ones  to  start 
undermining  the  great  principles  upon  which 
modern  medicine  has  been  built. 

How  far-reaching  is  the  jurisdiction  of  the 
County  Board  of  Health?  This  is  a timely 
question.  Might  we  put  it  in  another  form? 
How  much  authority  has  the  Board  of  Health, 
and  is  it  supposed  to  usurp  the  authority  of 
the  police  and  sheriff  because  they  have  failed 
to  do  their  duty  ? In  other  words,  is  the 
County  Board  of  Health  an  arm  of  the  law, 
or  is  the  law  the  arm  that  protects  and  in- 
sures the  enforcement  of  rules  and  regulations 
that  are  for  the  welfare  of  the  people?  Why 
do  we  ask  this  question?  Because,  although 
strange  as  it  may  seem  and  incongruous,  and 
out  of  place,  it  is  nevertheleses  true,  doubt- 
less it  was  a hasty  action  taken  w'ith  the 
probability  a good  deal  of  stimulation  and 
encouragement  from  individuals  who  are  not 
interested  at  all  in  the  Board  of  Health  or  in 
public  welfai’e  in  general,  and  I think  un- 
doubtedly without  proper  deliberation  on  the 
part  of  the  County  Health  Unit,  which  has 
stepped  out  of  an  advisory  capacity  and  has 
allowed  itself  to  be  used  as  an  agency  for 
enforcing  law.  This  Count}"  Health  Unit 
has  placed  itself  in  a very  unfortunate  posi- 
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tion,  I hope  that  the  State  Board  of  Health 
will  do  its  utmost  to  correct  what  is  generally 
considered  and  admitted  to  be  a blunder,  and 
not  to  i)lace  it  in  a more  unfavorable  light, 
we  will  allow  this  terminology  to  designate 
this  hasty  action. 

If,  anti-rabic  serum  is  not  potent,  let  us 
not  continue  to  perpetuate  this  hoax  on  the 
public.  If  it  is,  let  us  not  demoralize  the 
public  by  taking  such  action  as  the  one  that 
we  x’efer  to  in  this  aidiele. 

NON-PARASITIC  HEPATiC  ABSCESS- 
ES, WITH  REPORT  OF  TWO  CASES* 

J.  Duffy  Hancock,  B.S.,  M.D.,  P.  A.  C.  S. 

Louisville. 

Classification 

Abscesses  of  the  liver  may  be  considered 
under  numerous  classifications.  For  our  pur- 
pose we  shall  divide  them  into  two  large 
groups.  One  of  these  is  the  parasitic  type 
due  to  the  amoeba  coli.  These  abscesses  em- 
brace the  majority  of  the  cases  but  the  actual 
percentage  will  vary  with  the  climate  where 
the  comparisons  aie  made.  They  are  usually 
large  and  single,  are  found  in  one  who  lives 
or  has  lived  in  a hot  climate,  are  usually  ac- 
companied or  preceded  by  dysentery  and,  as 
ai  rule,  are  fairly  amenable  to  surgical  treat- 
ment. We  shall  not  concern  ourselves  further 
with  them  in  this  paper. 

The  non-parasitic  or  pyogenic  abscesses  are 
usually  considered  to  be  small  and  multiple 
but  are  not  necessarily  so.  They  may  be 
caused  by  any  of  the  usual  infective  bacteria, 
staphylococcus,  streptococcus,  pneumococcus. 
Bacillus  coli.  Bacillus  pyocyaneus,  etc.,  and 
until  rather  recently  the  prognosis  was  gen- 
erally considered  universally  fatal:  e.  g., 

Deaver  in  the  1921  edition  of  his  “ Surgery  of 
the  Upper  Abdomen”  states  that,  “Per- 
sonally, we  have  never  seen  recovery  in  a case 
of  multiple  abscesses  of  the  liver  due  to  acute 
appendicitis.”  One  reason  for  presenting 
this  subject  was  to  give  the  more  encouraging 
side  of  the  picture,  as  evidenced  by  recent 
articles,  in  spite  of  the  fatal  termination  of 
the  cases  to  be  reported  in  this  paper. 

Pathways  for  Infection 

Due  to  the  peculiar  structure  of  the  liver 
there  are  many  avenues  open  for  the  passage 
of  infection  into  its  substance.  These  include 
penetrating  wounds,  arterial-borne  infection, 
extension  through  the  lymphatics,  and  contact 
soiling  from  contiguous  abscesses  such  as  are 
found  in  the  subdiaphragmatic  space  result- 
ing from  peritonitis,  a perforated  gall-bladder 


or  pyloric  ulcer,  etc.,  all  of  which  might  affect 
other  organs  of  the  body.  In  addition,  the 
liver  is  subject  to  infection  through  channels 
peculiar  to  it  alone.  These  include  retro- 
grade embolic  infection  from  the  vena  cava 
through  the  hepatic  vein,  ascending  infection 
through  the  bile  duets  and  their  tributaries, 
and,  most  important  of  all,  infection  arising 
in  and  carried  by  the  portal  system,  usually 
from  the  appendiceal  region. 

Infection  through  most  of  these  channels  is 
comparatively  rare  and  of  little  practical  in- 
terest. The  liver  is  rather  w-ell  protected 
from  trauma.  Sub-diaphragmatic  abscesses 
are  more  likely  to  be  due  to  ruptured  liver 
abscesses  than  they  are  to  cause  them.  Ar- 
terial-borne infective  emboli,  the  usual  type 
of  blood  stream  infection,  affects  the  liver 
only  as  it  does  other  organs  of  the  body,  the 
distribution  of  the  abscesses  usually  being 
widespread!.  Of  considerable  academic  in- 
terest is  the  rarest  of  all  type  of  infection, 
i.  e.,  retrograde  embolic  infection  from  the 
vena  cava  as  described  bj^  Reininger.  Here,  it 
is  believed  that  the  infection  carried  by  the 
blood  in  the  vena  cava  is  aspirated  into  the 
hepatic  vein  by  the  pulse  of  the  wave  of  the 
right  auricle.  Ascending  infection  through 
the  bile  ducts  is  rarely  reported,  possibly  be- 
cause the  natural  adequate  drainage  system 
there  renders  them  so  mild  that  these  ab- 
scesses are  usually  overlooked'.  As  the  liver 
apparently  has  normally  no  direct  drainage 
from  other  intra-abdominal  organs  infection 
through  the  lymphatics  probably  begins  in 
the  retroperitoneal  structures,  continues 
through  the  parietal  lymph  vessels  to  the  dia- 
phram  and  then  gains  entrance  into  the  liver 
substance.  The  portal  system  is  by  far,  the 
most  frequently  used  pathway  for  the  pas- 
sage of  infection  to  the  liver.  Infection  of  or 
by  this  channel  is  properly  termed  pylephle- 
bitis, a term  which  is  not  synonymous  with 
all  typej  of  liver  abscess.  Pylephlebitis  may 
develop  following  the  appearance  of  infec- 
tion in  any  of  the  tissues  drained  by  the  por- 
tal system.  It  may  arise  in  cases  where  no 
operation  is  contemplated  or  apparently  in- 
dicated or  in  operative  oases  before,  immedi- 
ately after,  or  many  days  after  the  operative 
procedures  are  done.  In  the  latter  instances 
after  recovery  seems  apparent,  it  is  most  dif- 
ficult to  explain  the  complication  to  the  pa- 
tient’s friends. 

Occurrence 

The  primary  focus  most  frequently  re- 
sponsible for  the  development  of  pyogenic 
abscesses  of  the  liver  is,  of  course,  acute  ap- 
pendicitis. Statistics  vary  but  it  seems  likely 
that  perhaps  2%  of  all  cases  of  acute  ap- 
pendicitis are  followed  by  liver  abscesses. 
Some  series  of  typhoid  fever  cases  have  shown 
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an  even  higher  incidence  while  others  have 
shown  none  at  all.  Rarely  cases  have  been 
reported  as  complicating  suppurative  diver- 
ticulitis and  they  might  possibly  follow  in- 
fected or  thrombotic  hemorrhoids.  Further, 
liver  abscesses  probably  occur  more  frequent- 
ly with  an  acute  suppurative  cholangitis  than 
is  usually  considerecl — the  course  of  the  dis- 
ease here  being  rather  confusing  because  of 
the  possibilities  for  drainage  previously  men- 
tioned. 

Pathology 

Due  to  its  greater  size  and  its  more  ready 
access  to  the  portal  stream,  the  right  lobe  of 
the  liver  is  more  frequently  affected.  The 
left  lobe  is,  however,  by  no  means  immune  to 
the  development  of  these  abscesses.  It  has 
been  suggested  that  those  in  the  left  lobe  may 
be  due  to  infective  emboli  arising  in  the 
omental  veins  and  being  transported  to  the 
portal  vein  by  the  gastric  branch. 

While  it  is  true  that  most  pyog('uic  ab- 
scesses of  the  liver  are  multiple  and  small, 
single  abscesses  or  several  fairly  large  ones, 
resulting  from  the  fusion  of  several  smaller 
ones,  may  occur.  In  size,  the  abscesses  may 
vary  from  the  most  minute  to  those  contain- 
ing many  ounces  of  pus.  The  degree  of  in- 
flammatory reaction  may  be  comparatively 
slight  or  nearly  extensive  enough  to  suggest 
acute  yellow  atrophy.  Frequently  several 
operations  may  be  necessary  to  drain  the  va- 
rious cavities  but  after  recovery  has  appar- 
ently occurred,  recurrence  is  quite  rare — one 
of  the  few  eases  reported  being  that  presented 
before  this  society  bv  Elmore  and  Abell  in 
1928. 

When  infection  passes  through  the  portal 
vessels  the  infective  embolus  may  occasion- 
ally float  away  from  the  region  of  the  appen- 
dix, for  example,  and  leave  no  evidence  along 
its  path.  Generally,  though  there  will  be  a. 
demonstrable  evidence  of  thrombosis  in  those 
vessels.  It  is  believed  by  some  Ithat  this 
thrombosis  is  responsible  for  blocking  the  pas- 
sage of  many  possible  septic  emboli,  since  it 
usually  precedes  the  inflammation  in  any  par- 
ticular segment  of  vein.  Another  factor  in 
explaining  the  fact  that  there  are  relatively 
few  pyogenic  abscesses  of  the  liver  in  spite 
of  the  frequent  infections  accessible  througli 
one  or  more  of  the  many  available  channels 
must  be  a definite  bacteriolytic,  action  ex- 
erted by  the  liver  cells.  In  this  view,  Eli- 
ason  quotes  Heyd  as  stating  that,  “Bacteria 
carried  to  the  liver  do  not  always  undergf) 
proliferation,  but  arc  tle.stroyed  in  the  liver 
ti.ssue,  resulting  in  a ehromatolysis  and  vacu- 
olization of  the  liver  cells  with  the  forma- 
tion of  free  pigment,  ('oincidentally  there  is 
an  invasioti  of  round  cells  with  the  ultimate 
result  of  a small  area  of  necrosis  later  re- 


placed by  fibrous  tissue.’’  This  immunity 
seems  to  apply  particularly  to  B.  Coli  which 
fortunately  is  i)robably  the  one  most  fre- 
quently carried  by  the  portal  route. 

Where  the  retroperitoneal  tissues  are  in- 
volved an  actual  pus  collection  is  rare,  al- 
though oedema  of  the  structures  is  a fre- 
quent finding. 

The  liver  is  more  likely  to  show  a definite 
enlargement  in  those  qases  fvvhere  ^he  ab- 
.scess  is  large  and  single  than  where  there 
are  multiple  small  abscesses.  In  the  latter  in- 
stance, \inless  some  of  the  abscesses  are  near 
the  capsule,  the  liver  may  grossly  appear 
quite  normal.  If  the  abscess  or  absce.sses  be 
near  the  surface  there  may  be  some  soften- 
ing palpable,  but  often  there  is  none.  Ab- 
scesses near  the  surface  may  ru])ture  result- 
ing in  a subphrenic  abscess. 

Symptoms  and  Phy'sical  Signs 

The  symptoms  and  physical  signs  of  pyo- 
genic ab.scesses  of  the  liver  are  those  which 
might  be  expected'  but  are  nol  characteristic 
enough  to  make  a diagnosis  unless  one  bears 
its  possibility  in  mind.  During  the  course  of 
the  primary  infection  or  after  convalescence 
has  apparently  begun  with  the  return  of  the 
temperature  to  normal,  an  irregular  fever 
will  develop.  After  a few  days,  pain  or  more 
commonly  tenderness  or  possibly  both  in  the 
region  of  the  liver  or  in  the  epigastrium  will 
be  noted.  Occasionally  the  pain  will  be  re- 
ferred to  the  right  shoulder  if  the  abscess  be 
superficial  and  in  contact  with  the  dia- 
phragm. This  pain  or  tenderness  will  be  fol- 
lowed by  lassitude  or  toxic  depression  all  out 
of  proportion  to  the  other  sj^mptoms  at  first. 
Anorexia  and  rapid  emaeiaition  will  result 
from  the  toxemia  and  pain.  While  vomiting 
is  not  so  common,  nausea  will  be  frequent  but 
not  con.stant.  The  appearance  of  a hard  chill 
or  noticeable  chilly  sensation  followed  by  a 
temperature  rise  are  common  and  significant. 
Gerster  states,  “Chills  accompanied  by  rapid 
rise  of  temperature  observed  during  the 
course  of  an  appendicitis,  however  mild  as  to 
tbe  local  symptoms,  may  and  usually  do  sig- 
nify entrance  of  septic  material  into  the  por- 
tal and  general  circulation.’’  These  chills 
may  appear  before,  immediately  after,  or 
some  time  after  any  (Ji)crative  procedure  is 
done.  The  probability  of  the  appendix  being 
gangrenous  if  chills  precede  tbe  operation  is 
a finding  many  of  ns  have  observed.  An- 
otber  .symptom  of  the  disease  is  sweating 
which  is  apt  to  be  profuse  and  weakening. 
Jaundice  of  some  degree  w'M  usually  appear 
(luring  the  course  of  the  illne.ss  and  is  fre- 
(|iiently  dee])  and  ndlier  constant. 

Enlargement  of  the  liver  is  variable  de- 
jtending  upon  the  number,  size,  jiosition,  etc., 
of  the  abscesses.  Restriction  of  respiratory 
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motion  and  elevation  of  the  diaphragm  are 
generally  more  prononnced  than  the  palpable 
enlargement  or  downward  displacement  of 
the  liver.  The  signs  of  pneumonia  in  the 
base  of  the  right  lung,  which  are  sometimes 
present,  may  be  due  to  compression  rather 
than  infection  of  lung  tissue.  Ascites  and 
pleural  exudate  are  late  findings  if  present. 
The  local  superficial  veins  ms^y  become  prom- 
inent. Tlliason  has  called  attention  to  a;  local 
oedema  of  the  skin  overlying  the  hepatic  reg- 
ion. While  it  was  a rather  constant  finding 
in  his  series  it  was  not  present  in  my  eases 
and  others  have  reported  their  inability  to 
elicit  it. 

Laboratory  Findings 

The  urinary  findings  are  not  characteristic. 
A toxic  albuminuria  may  result,  and 
of  course  if  jaundice  be  present,  bile  or  even 
urobilin  may  be  found.  The  appearance  of 
indi’can  or  the  acetone  bodies  will  depend 
upon  the  patient’s  general  condition. 

The  red  count  and  hemoglobin  determina- 
tion will  depend  upon  the  degTee  of  anemia. 
The  white  count  will  always  show  some  ele- 
vation and  may  be  quite  high.  A malaria 
hunt  is  indicated  in  the  presence  of  the  chills 
but  will  be  negative  in  the  absence  of  malaria:. 
Positive  blood  cultures  are  obtained  only  in 
those  cases  where  there  is  a general  septi- 
cemia. Icterus  index  determinations  are  val- 
uable not  only  because  they  give  ai  quanti- 
tative estimate  of  the  varying  degrees  of 
jaundice  but  also  because  they  wdll  show  the 
presence  of  a latent  jaundice  or  subicteroid 
tinge. 

X-ray  findings  may  be  quite  important — 
not  so  much  in  diagnosing  the  presence  of 
liver  abscesses  directly  as  in  eliminating  em- 
])yema,  subplirenic  abscesses  and  other  con- 
ditions whose  possibilities  might  offer  con- 
fusion. 

Various  hepatic  function  tests  may  be  done. 
Their  results,  hoAvcver,  Avill  be  indicative  of 
the  degree  or  type  rather  than  the  cause  of 
the  impairment  of  function. 

Diagnosis 

Due  to  the  lack  of  characteristic  symptoms 
and  the  frequent  paucity  of  physical  signs 
the  diagnosis  is  usually  arrived  at  after  elim- 
inating other  possible  foci  and  keeping  in 
mind  the  possibility  of  liver  abscesses  as  one 
considers  the  etiological  factors  which  may  be 
present.  Cabot  states  that,  “In  the  region  of 
the  liver  is  usually  the  source  of  chills  for 
which  no  obvious  cause  can  be  found.  When 
Ave  have'  searched  the  blood,  sputa,  subcu- 
taneous tissues,  ears,  throat,  and  heart  for 
septic  foci  and  found  none  it  usually  turns 
out  that  the  source  of  infection  lies  in  septic 
thrombosis  of  the  portal  vein,  hepatic  ab- 
scess single  or  multiple,  or  in  subplirenic  ab- 


scess.” We  feel,  of  course,  that  the  kidney 
should  be  added  to  list  of  foci  just  mentioned. 

A thorough  history  and  physicail  examina- 
tion including  rectal  and  vaginal  palpation 
(to  rule  out  pelvic  abscess)  and  an  inspection 
of  the  recent  incision  if  one  is  present,  to- 
gether wdth  a study  of  the  urine  with  espe- 
cial reference  to  the  presence  of  pus  and  of 
the  blood  with  especial  reference  to  bacteria 
or  malarial  organisms,  should  enable  us  to 
locate  the  cause  of  the  fever  and  chills  (or 
chilly  sensations)  in  the  region  of  the  liver. 
A suppuratiA'e  cholangitis  usually  presents  a 
history  of  calculus  disease  and  more  evi- 
dence of  biliary  obstruction.  Eigh:  sub- 
phrenic  abscesses  will  usually  give  some  his- 
tory of  antecedent  gastro  intestinal  disease. 
The  diaphragm  is  usually  elevated  and  the 
liA’er  pushed  downwards.  Often  a fluid  level 
and  the  presence  of  gas  can  be  demonstrated 
in  these  cases  by  x-ray  examination.  There 
is  likely  to  be  some  fixation,  of  the  diaphragm 
and  but  little  tendency  to  jaundice  or  other 
signs  of  liver  injury.  Even  when  a sub- 
phrenic  abscess  is  demonstrated  sa"  "• 
torily  one  must  bear  in  mind  the  possibility 
of  a caustive  or  co-existing  liver  abscess.  The 
elimination  of  these  local  and  other  remote 
foci  of  pus  would  then  lead  us  tc  a probable 
diagnosis  of  liver  abscess.  Only  in  unusual 
circumstances,  such  as  the  presence  of  a pos- 
itive blood  cadture,  could  we  hazard  an  opin- 
ion as  to  whether  the  abscess  were  single  or 
multiple. 

While  considering  the  subject  of  diagnosis 
we  must  remember  that  promptness  is  second 
only  to  accuracy.  Correct  diagnosis  .and 
proper  treatment  Avill  be  ineffectual  if  un- 
necessary delay  has  allowed  the  patient  to  be- 
come too  poor  a,  surgical  risk. 

CoiTRSE  AND  Prognosis 

Undoubtedly  there  must  be  many  cases 
where  small  abscesses  develop  in  the  liver 
and  are  taken  care  of  by  the  bacteriolytic 
action  of  the  liver  cells.  Possibly  many  due 
to  a suppurative  cholangitis  are  controlled  by 
drainage  through  the  bilary  tract  Avitb  which 
they  communicate.  Some  abscesses  have  been 
demonstrated  to  have  drained  into  a portion 
of  the  gastro-intestinal  tract  and  others  to 
have  ruptured  through  the  diaphragm  into 
the  pleural  cavitA^  or  through  the  lung  tissue 
into  a portion  of  the  bronchial  tract.  Still 
others  rupture  into  the  abdominal  cavity  be- 
coming suhphrenic  abscesses.  Those  com- 
municating with  the  'irastro-intestinal  tract, 
are  the  .most  likely  to  heal  spontaneously  since 
deuendent  drainage  is  established. 

The  possibilities  iust  mentioned  are  unus- 
ual courses  to  be  folloAved  for  Avhen  the  dis- 
ease advances  far  enoup’h  for  the  patient  to 
become  quite  ill  de.nth  is  the  usual  termina- 
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tion  to  be  expected  unless  drainage  can  be 
and  is  instituted.  The  emaciation  is  so 
marked  and  the  hepatic  toxemia  so  depress- 
ing that  the  decline  is  rather  remarkable. 

On  the  other  hand  if  adequate  drainage  be 
established,  and  repeated  if  necessary,  before 
the  patient  is  too  exhausted,  recovery  may  be 
expected  in  nearly  50%  of  the  eases — thus 
leaving  little  argument  in  favor  of  nonsur- 
gical  treatment. 

Treatment 

About  the  only  practical  prophylactic 
measure  that  can  be  instituted  is  further  ad- 
vocacy of  early  operation  for  acute  appendi- 
citis. Since  appendicitis,  or  rather  neglected 
appendicitis,  is  by  far  the  most  frequent 
cause  of  pyogenic  abscesses  of  the  liver  the 
removal  of  appendices  before  septic  throm- 
bosis or  embolism'  occurs  in  the  portal  ves- 
sels will  prevent  the  development  of  most  of 
these  abscesses.  Once  their  presence  is  estab- 
lished or  considered  reasonably  likely  ex- 
ploration would  seem  to  be  the  only  logical 
treatment.  Oases  showing  multiple  small  ab- 
scesses will  not  be  helped  (nor  hurt,  either) 
but  since  a differentiation  between  those  and 
the  cases  showing  larger  collections  of  pus 
amenable  to  drainage  is  generally  impossible 
before  exploration  that  procedure  seems  indi- 
cated in  all  cases. 

Aspiration  which  has  been  especially  sno- 
cessful  in  the  large  amoebic  abscesses  has  its 
advocates  in  the  type  of  lesion  under  con- 
sideration. It  is  a rather  “blind”  procedure 
with  such  possibilities  for  harm  that  it  would 
seem  to  be  but  rarely  indicated,  and  then 
only  when  the  surgeon  is  prepared  to  pro- 
ceed immediately  with  a laparotomy  should 
pus  be  found. 

A transpleural  or  subpleural  approach  or 
the  transperitoneal  route  offer  much  more 
satisfactory  exposure.  In  the  former  the  9th 
or  10th  rib  is  resected  in  the  midaxillary  line 
and  the  pleura,  if  encountered,  is  packed  or 
sutured  before  the  diaphragm  is  incised  or 
aspirated. 

Since  the  location  of  the  abscess  in  the 
liver  is  frequently  even  more  doubtful  than 
is  the  diagnosis  of  the  presence  of  an  ab- 
scessed condition  of  the  liver  the  abdominal 
approacb,  seems  to  offer  the  best  opportuni- 
ties for  exploration  not  only  ')f  the  entire  ab- 
dominal cavity  but  also  of  the  varioiis  por- 
tions of  the  liver.  When  pus  is  located  by 
palpation  or  aspiration  of  the  exposed  liver 
adequate  openings  should  be  made  and  drain- 
age established  after  ])rotecting  the  surround- 
ing field  for  contamination.  General  suppoi-- 
tive  treatment  transfusions,  iutx’avenous  med- 
ication and  food,  and  reoixeration  where  in- 
dicated should  be  the  further  course  of  treat- 
ment. 


Case  Reports 

Within  a period  of  two  years  it  was  my 
unfortunate  experience  to  have  tw'o  proved 
ases  of  pyogenic  abscesses  of  the  liver  whicli 
I shall  now  report  briefly 

Case  1.  Miss  D.  G.,  48,  was  seen  on  Febru- 
ary 2,  1930  complaining  of  abdominal  pain. 
Her  family  histo^  v/as  negative  and  her  pre- 
vious personal  history  until  1927  was  unim- 
portant. Early  in  that  year  she  was  badly 
bruised  and  suffered  several  minor  fractures 
in  an  automobile  accident.  During  her  con- 
valescence she  developed  a rather  severe  phle- 
bitis of  the  left  leg  and  thigh.  Her  recovery 
was  slow  but  rather  complete  and  she  hail 
been  quite  active  since.  Later  in  1927  she 
had  had  a hemorrhoidectomy  done  and  her 
post-operative  course  was  uneventful. 

In  July  1929  she  was  seen  at  the  conclusion 
of  what  had  apparently  been  a light  attack  of 
appendicitis.  During  the  following  six 
months  she  had  two  other  gastro-intestinal 
upsets  wdiich  however  were  suggestive  of  nei- 
ther gall-bladder  nor  appendiceal  disease. 
She  complained  of  slight  sour  stomach  at 
times  but  ate  heartily.  She  had  recently  no- 
ticed that  she  tired  easily.  (Later,  at  about 
the  time  of  her  death,  we  learned  that  shortly 
before  the  onset  of  her  last  illness  she  sus- 
tained a bruise  on  her  left  leg.  Subsequent 
findings  indicated  that  this  injim^  may  have 
bad  a causative  relationship.) 

Several  days  previous  to  appearance  of  the 
abdominal  pain  she  had  been  unusually  indis- 
creet in  her  diet  and  had  become  quite  weak 
aud  faint  while  in  town  shopping.  The  pain 
which  followed  the  attack  of  w^eakness  was 
quite  severe  and  was  accompanied  by  the  pas- 
sage of  several  stools  in  24  hours.  No  purge 
was  given  for  3 days  becau.se  of  the  history 
of  possible  appendicitis.  When  it  was  given 
she  improved  considerably  and  was  able  to 
get  up.  Her  tongue  became  moist  and  there 
was  little  abdominal  pain  except  in  the  epi- 
gastrium. She  began  to  run  a fever  and  have 
chilly  sensations  and  pain  in  her  back.  Her 
urine  examination  was  then  negative  except 
for  one  plus  albumin.  She  became  progres- 
sively worse,  fever,  and  chilly  sensations  re- 
curred and  she  was  decidedly  drowsy.  Ten 
days  after  the  onset  of  her  illness  anothei- 
urine  specimen  was  examined  and  it  showed 
not  only  albumin  but  also  bile  and  indican — 
there  was  however,  no  pus  present.  Widal 
test  and  Malarial  hunt  negative.  White  count 
at  that  time  was  16,000  with  84%  polymor- 
phonuclears.  Enemas  were  given  with  excel- 
lent results  and  the  temperature  was  normal 
for  48  hours,  but  she  developed  a terrific  nau- 
sea. The  irain  had  left  the  abdomen  and  was 
present  only  in  the  back  at  the  level  of  the 
liver.  The  lungs  remained  clear  and  the 
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heart  normal  except  for  an  acceleratioru  of 
rate.  There  was  no  localized  tenderness  in 
the  abdomen.  A tliagnosis  of  hepatic  tox- 
emia of  undetermined  origin  was  made.  On 
the  morning  of  Feb.  15,  1930,  two  weeks  after 
the  onset  of  her  illness  a deep  jaundice  ap- 
peared and  a diagnosis  of  probably  multiple 
abscesses  of  the  liver  was  made.  She  was  sent 
to  the  hospital  where  she  remained  until  her 
death  two  weeks  later.  While  in  the  hospital 
she  was  seen  in  consultation  by  Drs.  Lucas, 
Abell  and  Dowden. 

There  was  no  improvement  at  any  time. 
During  those  14  days  slie  had  six  hard  chills 
lasting  about  25  minutes  each.  There  was 
practically  always  some  moderate  abdominal 
distention.  The  patient  did  not  complain  of 
pain  or  tenderness  but  this  was  possibl}?^  due 
to  the  fact  that  she  was  so  toxic  and  drowsy 
at  the  time.  On  Feb.  18,  a i)alpable  mass  was 
first  noted  under  the  right  costal  arch.  While 
an  enlarged  gall-bladder  Avas  considered  as  a 
possibility  the  consensus  of  opinion  was  that 
the  mass  was  the  enlarged  liver.  Three  com- 
iplete  urine  examinations  each  showed  only 
albumin,  bile  and  increasing  numbers  of  pus 
cells.  On  Feb.  19,  Urobilin  was  present  in 
the  urine.  Feces  cjxamination  on  Feb.  23 
showed  mucus  and  a faint  trace  of  bile  but 
no  blood,  parasites  or  ova.  A blood  culture 
taken  on  Feb.  22  when  she  had  a hard  chill 
AA^as  negative  for  growth  at  24,  48  and  72 
hours.  Icterus  index  readings  Avere  150  on 
admission,  then  subsequently  50,  50,  75,  50 
and  44.  Five  blood  counts  shoAved  a range 
of  the  Avhite  blood  cells  from  15,300  to  27,500 
with  a polymorphonuclear  percentage  of  89.5 
to  96.  Her  temperature  was  very  irregular 
generally  reaching  102  or  103  sometime  dur- 
ing each  24  hour  period.  Just  before  her 
death  it  Avent  to  106.  Her  pulse  stayed! 
around  120  and  her  respiration  25  to  30. 

Immediately  after  death  an  autop.sy  was 
performed  by  Dr.  Wreter,  avIio  gave  the  fol- 
lowing report. 

Gross : The  body  is  that  of  a large  adult 

female  shoAving  marked  generali.zed  icterus. 

Autopsy  limited  to  abdomen  only. 

Lh^er ; Shows  enlargement,  fatty  degen- 
eration and  multiple  abscesses. 

Gall-bladder:  Enlarged  and  sclerosed  and 

free  of  stones. 

Pancreas  shoAvs  marked  pancreatitis  Avith 
abscess  in  the  tissue  beneath  the  head. 

Ketroperitoneal  lymph  nodes  enlarged. 
There  is  an  ab.seess  yielding  large  amount  of 
yelloAvish  ginen  fluid  at  the  root  of  the  mes- 
entery; pus  beneath  and  above  the  spleen. 
There  are  adhesions  and  thickening  of  ves- 
.sels  in  the  left  iliac  region,  apparently  the 
result  of  former  phlebitis  and  peri])hlebitis 
from  Avhieh  present  infection  ar'isc. 
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Kidneys  shoAv  no  abscessed  vessels,  the 
same  are  negative. 

Uterus  is  normal  in  size  and  free  of  ad- 
hesions. 

Tubes  are  negative  in  appearance;  there  is 
no  evidence  of  present  or  past  tubal  infec- 
tion. 

Ovaries  shoAv  simple  cysts  only. 

^Microscopic  Description 

Liver  sIioavs  focal  abscesses  and  a diffuse 
reaction  chiefly  lymphocytes,  especially  in 
abundance  around  the  portal  triads. 

Pancreas  shoAvs  a marked  interstitial  reac- 
tion of  lymphocytes  and  neutrophiles  mixed 
and  some  increase  in  fibrous  tissue. 

Anatomical  Diagnosis 

Multiple  abscess  of  liver,  abscess  of  mesen- 
tery glands  and  retroperitoneal  tissue. 

Subacute  Pancreatitis. 

Final  Diagnosis 

Multiple  abscesses  of  liver,  retroperitoneal 
tissue  and  mesenteric  lymph  nodes  with  areas 
of  localized  peritonitis.  Subacute  Pancreat- 
itis. 

It  seemed  therefore  that  the  primary  focus 
in  this  case  Avas  in  the  left  iliac  region  at  the 
site  of  the  old  phlebitis  and  periphlebitis 
and  that  the  infection  ascended  retroperiton- 
eally  Avith  the  production  of  the  abscesses  as 
described.  Infection  of  the  liver  probably  oc- 
curred through  the  lymphatic  channels.  Our 
decision  that  this  was  not  an  operable  ease 
Avas  verified  by  the  post-mortem  findings.  As 
a general  rule,  however,  I believe  that  ex- 
ploration is  the  procedure  of  choice  since  it 
is  likely  that  the  findings  of  this  unusual  case 
Avill  be  seldom  encountered. 

Case  2.  Miss  L.  F.,  17,  was  first  seen  in 
consultation  on  July  27,  1931.  Her  family 
history  was  entirely  negative.  She  had  had 
no  previous  operations  or  serious  illnesses. 
HoAvever,  she  had  been  underweight  and  ex- 
tremely nervous.  Medical  treatment  for  the 
latter  condition  had  been  discouraging  and 
during  the  several  weeks  before  I saw  her  she 
had  been  taking  a course  of  chiropractic  ad- 
justments. The  illness  for  which  I was  called 
Avas  of  3 days  duration.  It  had  begun  with 
abdominal  cramps,  followed  by  nausea,  vomit- 
ing, fever,  and  soreness  in  the  right  lower 
quadrant.  Cathartics  and  chiropractic  treat- 
ments for  this  additional  intestinal  complaint 
had  given  no  relief  and  she  was  in  great  pain 
when  first  seen.  Her  temperature  was  98, 
pulse  80,  and  respiration  20.  There  was  de- 
cided tenderness  over  McBurney’s  point. 
Her  blood  count  shoAved  4,820,000  R.  B.  C., 
Hemoglobin  90%,  and  only  8,400  W.  B.  C., 
but  a differential  count  of  99%  polymorpho- 
nuclears  cells  and  a marked  left  shift  accord- 
ing to  a Schilling  count.  A diagnosis  of  acute 
appendicitis  Avas  made  and  immediate  opera- 
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tion  advised  and  accepted.  The  appendix  was 
found  to  be  gangrenous  throughout  its  extent 
and  to  be  firmly  adherent  in  the  retrocecal 
position.  Probably  because  of  this  position 
the  general  peritoneal  cavity  was  uninvolved. 
By  incising  the  i^eritoneum  lateral  to  the  ce- 
cum the  appendix  was  rather  easily  mobilized 
and  excised,  its  stump  carbolized  and  'in- 
verted, and  the  abdomen  closed  after  insti- 
tuting drainage.  Her  post-operation  course 
was  never  entirely  satisfactory.  While  she 
relished  and  retained  her  food  she  had  con- 
siderable abdominal  pain,  complained  of 
weakness,  nervousness  and  restlessness.  The 
drainage,  profuse  at  fust,  gradually  lessened; 
but  she  continued  to  have  some  fever  every 
day.  She  was  discharged  from  the  hospital 
on  August  9,  her  thirteenth  day,  because  she 
was  anxiovis  to  go  home,  not  because  she  w’as 
well. 

After  her  return  home  her  temperature  va- 
ried from  99 to  101  and  pulse  from  110  to 
130  for  about  a week.  During  that  time  the 
abdominal  wound  healed  nicely.  On  the 
morning  of  August  17,  she  had  a hard  chill 
followed  by  temperature  of  103]/2  and  pulse 
130.  While  there  wms  no  mass  palpable,  vag- 
inal and  rectal  examination  did  show  slight 
thickening  in  both  bi’oad  ligaments.  That 
evening  she  passed  some  greenish  pus  from 
the  rectum  and  vagina  and  the  temperature 
dropped  to  100  and  pulse  to  110. 

ller  general  condition,  however,  did  not 
improve,  the  temperature  ranging  from  99  to 
101  and  pulse  from  100  to  110,  w’eakness  and 
loss  of  appetite  continued,  and  she  com- 
plained very  much  of  epigastric  pain  and 
tenderness.  No  abdominal  distention.  Urine 
normal.  While  there  were  no  more  definite 
chills,  she  did  have  occasional  chilly  sensa- 
tions and  on  August  27  after  a more  marked 
one  her  temperature  went  to  103  and  pulse 
to  128.  For  the  next  12  or  14  days  until 
her  readmission  to  the  hospital  she  showed  a 
temperature  of  101  to  103,  a pulse  of  110  to 
135  and  a continuation  of  the  general  symp- 
toms first  mentioned. 

She  was  readmitted  to  hospital  on  Septem- 
ber 9,  at  which  time  her  complaints  were  se- 
vere pains  in  epigastrium,  extreme  nausea, 
marked  loss  of  weight,  jaundice,  chills  and 
fever,  and  abdominal  distention.  Her  blood 
count  showed  3,112,000  R.  B.  C.,  Hemoglobin 
20%  and  W.  B.  C.  11,000  with  80%  Poly- 
morphonuclears.  The  clotting  time  wuis  4 
minutes  and  her  blood  matched  wdth  3 pros- 
pective donors.  The  urine  w'as  negative  ex- 
cept for  a trace  of  albumin.  On  the  fol- 
lowing day  an  x-ray  of  the  chest  and  abdo- 
men (flat  plate)  showed  the  lungs  and  costo- 
phrenic  angles  to  be  clear  and  there  was  no 
elevation  of  the  diaphragm  and  no  fluid  level 
in  the  subphrenic  space.  A transfusion  of 


500  cc  of  citrated  blood  on  the  next  day  w’as 
immediatelj’  followed  by  a deep  cyanosis 
which  cleared  up  after  the  administration  of 
oxygen.  Her  appetite  was  variable.  Some- 
time she  relished  and  retained  her  food  and 
at  other  times  vomitted  almost  immediately 
after  eating  or  drinking.  The  pain  in  the 
epigastrium  and  lower  part  of  the  chest  was 
rather  constant.  Her  bowels  moved  i*egularly 
generally  without  an  enema  and  were  usually 
dark  brown  in  color.  Her  temperature 
ranged  from  100  to  103  and  pulse  from  130 
to  140.  On  Sept.  13  she  became  quite  jaun- 
diced and  intravenous  administration  of  glu- 
cose and  subcutaneous  administration  of  sa- 
line were  begun.  Two  days  later  the  jaun- 
dice practically  disappeared  but  some  pedal 
oedema  developed  ami  the  .superficial  abdom- 
inal veins  became  more  jirominent.  On  the 
following  day  there  was  a definite  ascites. 
The  patient’s  condition  was  becoming  pro- 
gressively worse  and  although  the  diagnosis 
of  a suppurative  pylephlebitis  was  made  an 
exploration  was  done  under  local  infiltration 
anesthesia  in  the  ho[>e  that  an  abscess  cavity 
might  be  found.  Examination  of  the  peri- 
toneal cavity  disclosed  much  ascitic  fluid  but 
no  evidence  of  peritonitis  and  no  gro.ss  ad- 
hesions. The  coils  of  intestines  were  col- 
lapsed and  there  was  no  abscess  in  the  sub- 
phrenic  area  or  the  lesser  j^eritoneal  cavity. 
The  retroperitoneal  tissues  were  not  edema- 
tous and  no  thrombi  were  i)alpated  in  the 
I)ortal  or  mesenteric  veins.  The  liver  showed 
only  slight  markings  of  hepatitis  but  was 
much  enlarged  and  tender.  A.spiration  of  the 
right  lobe  gave  a thick  yellow  pus  with  a 
foul  odor,  (this  was  subsequently  examined 
and  the  presence  of  a .small  unidentified  bacil- 
lus was  reported,  I believe  it  was  B.  Coli). 
The  peritoneal  cavity  was  closed  up  to  the 
liver  and  the  edges  of  peritoneum  were 
sutured  to  the  liver  leaving  exjmsed  the  area 
which  had  been  aspirated.  A pair  of  blunt 
forceps  were  passed  along  the  aspirating 
needle  down  to  the  abscess  cavity  releasing  a 
large  amount  of  pus.  Palpation  of  the  cavity 
showed  no  pockets  or  extension.  There  was 
practically  no  bleeding.  A feue.strated‘  soft 
rubber  tube  was  inserted  for  drainage.  Fol- 
lowing the  operation  there  was  a great  relief 
of  the  epigastric  i)ain  and  food  was  relished 
and  retained  much  better  although  there  was 
still  occasional  vomiitting.  During  the  re- 
maining 33  days  there  was  profuse  drainage 
from  the  abscess  cavity.  While  there  was 
some  distention  and  low  abdominal  pain  af- 
ter the  o])eration  it  seemed  to  be  more  like  a 
mild  paralytic  ileus  than  a peritonitis.  A 
week  after  the  alnscess  was  drained  the  pa- 
tient was  able  to  be  put  in  a wheel  chair  but 
gradually  beeamip  weaker  and  died  on  the 
13th  day.  An  autopsy  was  not  secured  but 
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I am  inclined  to  believe  there  were  other  ab- 
scesses in  the  liver  which  might  have  been  lo- 
cated and  drained  had  the  patient’s  general 
condition  permitted  it. 

in  this  case  it  seemed  likely  that  the  liver 
had  been  infected  through  the  portal  route. 
In  the  absence  of  palpable  thrombosis  of  the 
portal  vessels  the  abscess  was  probably  caused 
by  a septic  embolus  which  was  dislodged  be- 
fore or  soon  after  the  first  operation  and  then 
floated  up  into  the  liver.  In  fact,  it  has  been 
claimed  that  when  a single  abscess  or  a small 
number  of  abscesses  form,  septic  emboli, 
rather  than  extensive  thrombophlebitis,  are 
usually  responsible. 

Summary 

1.  Two  proved  cases  of  non-parasitie  ab- 
scesses of  the  liver  have  been  presented.  One 
of  the  proved  cases  v/as  the  result  of  a retro- 
peritoneal infection  following  a phlebitis  and 
periphlebitis  of  the  left  iliac  vessels.-  The  di- 
agnosis of  multiple  abscesses  of  the  liver  was 
confirmed  b}’  autopsy  which  showed  further 
that  operation  would  have  been  ineffectual. 
It  had  not  been  done  since  the  jaundice  was 
so  deep  and  the  toxemia  so  profound  that  the 
patient  appeared  fatally  ill.  The  other 
proved  case  was  due  to  a pylephlebitis  fol- 
lowing a gangrenous  appendicitis.  Its  symp- 
toms were  somewhat  similar  to  the  first.  A 
large  abscess  of  the  right  lobe  was  satisfac- 
torily drained.  The  fatal  termination  may 
have  been  due  directly  to  delay  in  operation 
in  that  the  patient  was  too  weak  to  recover 
or  indirectly  in  that  exploration  for  other  ab- 
scesses could  not  be  carried  out. 

2.  AVhile  pj'ogenic  abscesses  of  the  liver 
are  fortunately  rare  they  must  be  borne  in 
mind  as  a possible  complication  especially  in 
those  eases  of  appendicitis  where  the  con- 
valescence is  not  as  usually  expected. 

3.  These  abscesses  are  not  necessarily  imul- 
tiple  and  even  when  they  are  some  of  them 
may  unite  to  form  one  or  moi'e  of  consider- 
able size  and  amenable  to  drainage. 

4.  Practically  all  cases  treated  non-sur- 
gically  terminate  fatally  whereas  recent  re- 
ports show  a mortality  of  only  slightly  over 
50%  in  cases  operated  or  reoperated. 

5.  Since  it  is  quite  difficult  to  distinguish 
between  single  land  multiple  ptyogen'ic  abr 
scesses  of  the  liver  exploration  would  seem  to 
be  the  safe  procediire  in  those  cases  showing 
chill,  jaundice,  emaciation,  lassitude,  and  epi- 
gastric pain  which  '>annot  be  otherwise  satis- 
factorilv  explained. 
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DISCUSSION 

M.  J.  Henry,  Louisville;  I think  a paper  such 
as  Dr.  Hancock  has  presented  leaves  very  little 
for  any  discussor  to  say,  he  has  covered  the  sub- 
ject so  thoroughly.  He  has  emphasized  the  type 
of  abscess  which  is  not  due  to  any  protozoon,  or 
to  extension  from  the  gall  bladder.  Tropical  ab- 
scesses of  the  liver  are  unilocular  and  most  of 
the  abscesses  of  this  form  are  supposed  to  be 
amoebic  type.  Amoebiasis  for  a long  time  was 
thought  to  be  a tropical  disease  but  investiga- 
tive work  carried  on  for  the  past  decade  or  so 
has  shown  this  to  be  very  prevalent  in  this  coun- 
try and  consequently  one  should  be  on  the  look- 
out for  more  cases  of  amoebic  abscess  of  the 
liver.  The  mere  fact  that  the  amoeba  cannot  be 
recovered  from  the  discharge  from  these  ab- 
scesses does  not  render  the  diagnosis  of  amoe- 
bic abscess  impossible;  for  one  investigator  has 
reported  approximately  200  cases,  in  only  eleven 
of  which  was  he  able  to  recover  the  protozoon. 
Personally,  I have  not  encountered  a case  of 
multiple  small  abscesses  of  the  liver  due  to  in- 
fection through  the  portal  system.  I have  seen 
one  case  of  pneumonococci  abscess  of  the  liver 
following  the  so-called  flu,  in  which  there  was 
a pleural  effusion.  Dr.  Hancock  mentioned  a 
case  reported  by  Doctors  Elmore  and  Abell,  in 
which  at  an  interval  of  two  years  two  operations 
for  abscess  of  the  liver  were  performed.  Twice 
since  the  last  operation  this  patient  has  been  ob- 
served because  of  symptoms  resembling  those  he 
had  previously  experienced.  Each  of  these  at- 
tacks yielded  to  the  intravenous  injection  of  1% 
aqueous  solution  of  gentian  violet.  This  man 
so  prefers  this  treatment  to  operation  that  I am 
sure  any  surgeon  would  have  difficulty  in  op- 
erating upon  him  should  there  develop  another 
abscess.  The  difficulty  in  diagnosing  the  condi- 
tion of  multiple  liver  abscess  is  easily  under- 
stood, when  one  considers  the  similarity  of  its 
symptoms  to  those  of  sub-diaphragmatic  abscess. 
I doubt  if  one  can  ever  make  a positive  dif- 
ferential diagnosis,  though  the  presence  of  this 
condition  might  be  often  suspected.  Since  the 
treatment  of  both  is  surgical  and  that  both  re- 
quire a similar  approach,  it  would  seem  that  a 
differential  diagnosis  is  of  secondary  importance. 
In  my  hurried  search  through  Dr.  AbelTs  rec- 
ords, I was  able  to  find  six  cases  of  liver  abscess 
of  the  type  described  by  Dr.Hancock;  two  of 
these  cases  having  two  operations.  All  of  these 
patients  recovered  following  drainage  of  the 
abscess. 
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Malcolm  Thompson,  Louisville:  Both  the  so- 
ciety  and  Dr.  Hancock  are  to  be  congratulated 
upon  the  comprehensive  nature  of  this  paper. 
It  not  only  covers  the  subject  fully,  but  it  gives 
in  details  his  own  experiences,  which  is  un- 
doubtedly the  best  method  of  teaching. 

It  only  remains  for  me  to  emphasize  some  of 
the  points  to  which  Dr,  Hancock  called  atten- 
tion. The  most  important  factor  concerning  a 
serious  disease  such  as  this  is  prevention.  The 
commonest  cause  of  non-parasitic  hepatic  ab- 
scess is  appendicitis.  At  the  present  time  we 
cannot  prevent  appendicitis,  but  we  can  some- 
times avoid  its  complications  such  as  this.  That 
is  by  immediate  appendectomy  as  soon  as  the 
diagnosis  is  made.  Cases  that  are  frankly  chronic 
can  of  course  wait.  It  is  usually  advisable  to 
wait  in  cases  with  generalized  peritonitis  until 
the  condition  is  localized,  but  in  all  other  cases 
of  aijpendicitis  there  is  but  one  course  to  follow 
and  that  is  immediate  removal  of  the  appendix. 
The  public  is  largely  to  blame  for  most  delays 
in  treating  appendicitis,  but  sometimes  we  physi- 
cians are  at  fault.  A delay  of  even  an  hour  or 
more  may  be  just  the  time  sufficient  for  a small 
embolus  to  enter  the  ileo-colic  vein,  and  there- 
by enter  the  portal  vein  through  the  superior 
mesenteric  and  finally  reach  the  liver.  The  de- 
lay of  a few  hours  not  only  permits  the  libera- 
tion of  septic  material,  but  it  weakens  the  pa- 
tient’s resistance  to  infection.  A case  of  acute 
appendicitis  seen  at  6 a.  m.  should  be  operated 
upon  at  that  time,  and  one  should  not  wait  until 
his  regular  operating  hour  at  say  eight  or  nine 
o’clock. 

Next  to  prevention  diagnosis  is  of  importance. 
As  Dr.  Hancock  has  said  it  must  be  mainly  by 
exclusion  and  by  always  bearing  in  mind  the 
possibilities  of  this  condition.  Urine  should  be 
constantly  searched  for  urobilin  because  if  there 
is  no  urobilin  in  the  urine,  it  is  most  unlikely  that 
abscess  of  the  liver  is  present.  This  is  a very 
reassuring  thing  to  know.  Abscess  of  the  liver 
practically  always  causes  urobilinuria  unless 
there  is  in  addition  complete  obstruction  of  the 
common  duct.  Another  important  factor  in  di- 
agnosis is  that  very  few  of  these  cases  give  a 
positive  culture  of  the  blood.  This  is  also  true 
of  pylephlebitis  when  the  portal  vein  is  full  of 
septic  clot.  This  is  due  to  the  liver  being  an 
efficient  filter  and  seldom  do  organisms  get  be- 
yond it.  In  suspected  cases,  aspirat  on  poste- 
riorly should  always  be  tried.  No  harm  can  be 
done  if  one  is  careful  to  avoid  the  pleural  re- 
flection and  if  pus  should  be  found  by  this 
method  posterior  drainage  of  a single  abscess 
offers  much  greater  chances  to  the  patient  than 
anterior  drainage.  If  pus  is  not  found  pos- 
teriorly, then  of  course,  anterior  exposure  of  the 
liver  must  be  performed.  When  this  is  done  if 
an  abscess  or  abscesses  sufficient  to  explain  the 
symptoms  can  not  be  discovered,  the  veins  lead- 
ing to  the  liver  from  the  septic  focus  should  be 


examined  for  clots.  If  clots  are  found  they 
must  be  evacuated  and  if  in  one  of  the  smaller 
veins  ligation  done  in  addition  to  evacuation. 

B.  F.  Zimmerman,  Louisville:  Dr.  Hancock 

mentioned  one  cause  of  abscess  of  the  liver  that 
is  very  interesting;  viz.,  that  produced  by  retro- 
grade embolism.  When  it  occurs,  it  is  usually 
as  a complication  of  sinus  thrombosis,  meningi- 
tis or  abscess  of  the  brain.  The  septic  embolus 
is  carried  through  the  superior  cava  to  the  aur- 
icle, and  from  there  into  the  inferior  cava 
against  the  blood  stream  and  finally  enters  the 
hepatic  vein  where  it  blocks  some  of  the  tribu- 
taries, and  from  this  septic  embolus  the  abscess 
aiuses. 

It  is  sometimes  better  to  approach  the  ab- 
scess by  the  transpleural  route.  The  parietal 
pleura  may  be  sutured  to  the  diaphragm,  thus 
protecting  the  pleural  cavity  or  as  the  diaphragm 
is  carried  high  a pack  of  iodoform  gauze  may 
be  placed  against  the  parietal  pleura,  after  rib 
resection,  with  sufficient  pressure  to  cause  it  to 
adhere  to  the  diaphragm.  In  24-48  hours  the 
pleural  cavity  will  be  completely  protected  by 
adhesions  and  the  abscess  may  be  opened 
through  the  diaphragm.  This  method  is  espe- 
cially valuable  in  those  cases  where  the  abscess 
is  high  in  the  right  lobe. 

Multiple  abscesses  are  usually  not  amenable  to 
treatment  by  operative  measures. 

J.  Garland  Sherrill,  Louisville:  This  is  an  in- 

teresting topic  and  has  been  exceedingly  well 
presented  in  a very  practical  way  by  Or.  Han- 
cock. 

I am  not  going  into  the  site  of  the  original 
infection,  but  maintain  that  almost  any  portion 
of  the  alimentary  canal  from  the  stomach  to  the 
anus  can  be  the  site  of  an  initial  lesion  of  the 
phlebitis  which  causes  the  trouble. 

As  mentioned  by  Dr.  Zimmerman,  the  history 
in  these  cases  is  exceedingly  important.  If  you 
get  a clear-cut  history  of  a primary  lesion  with 
subsequent  elevation  of  temperature,  chills  and 
sweats,  every  day  for  some  little  time,  with  jaun- 
dice, gradually  increasing,  you  can  certainly  ex- 
pect an  abscess  of  the  liver  from  thrombo-phleb'- 
itis.  The  case  Dr.  Zimmerman  mentioned  was  a 
concrete  example  of  the  development  of  this 
type  of  hepatic  abscess.  An  attack  of  appendi- 
citis, perhaps  a localized  small  abscess  and  in- 
fection with  thrombosis  of  the  mesenteric  vein 
and  a pyelophlebitis  is  the  usual  course  in  the 
development  of  abscess  of  the  liver.  Marked 
suppurative  thrombo-phlebitis  of  the  portal  vein 
with  abscess  of  the  liver,  completes  the  picture. 
As  Dr.  Thompson  has  stated,  the  cure  of  this 
condition  lies  in  its  prevention.  I shall  go  a step 
farther  and  say  that  after  you  make  a diagnosis 
of  appendicitis,  prompt  operative  removal,  with 
double  ligation  of  the  veins,  will  prevent  throm- 
bo-phlebitis. 

The  diagnosis  of  liver  abscess  may  be  facil- 
itated by  x-ray  studies.  It  is  sometimes  dif- 
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ficult  hut  not  important  to  differentiate  between 
a sub-diaphragmatic  abscess  and  abscess  of  the 
liver.  The  main  thing  is  to  dr’ain  all  abscesses; 
the  anterior  approach  will  be  most  satisfactory. 

1 his  paper  is  very  meritorious  and  brings  out 
the  recognition  of  the  possibilities  of  the  de- 
velopment of  hepatic  abscess  from  lesions  of  the 
spleen,  appendix,  and  intestines.  It  would  pay 
every  one  of  you  to  read  an  article  published  in 
the  Annals  of  Surgery  in  1905  by  Dr.  John  C. 
Munro,  entitled  “Lymphatics  and  Hepatic  Infec- 
tions Secondary  to  Appendicitis.”  The  refer- 
ences are  Vol.  42,  p.  692  to  734. 

Harry  M.  Weeter,  Louisville:  In  regard  to 

unilocular  abscess  of  the  liver  in  which  the  lab- 
oratory findings  are  often  negative,  I wish  to 
state  that  this  is  due  to  the  type  of  material  sub- 
mitted for  examination.  The  pus  taken  from  an 
abscess  usually  contains  no  amoebae,  these  hav- 
ing undergone  digestion.  To  obtain  a positive 
laboratoiy  finding,  the  surgeon  must  curette,  or 
scrape  the  wall  of  the  abscess  in  order  to  secure 
viable  tissue  since  the  amoebae  live  only  where 
there  is  healthy  tissue  to  supply  food. 

In  Dr.  Hancock’s  one  case  upon  which  I per- 
formed an  autopsy,  the  common  foci  of  infec- 
tion resulting  in  liver  abscess,  namely,  the  ap-, 
pendix,  gallbladder  and  pelvic  organs  all  were 
negative.  The  only  positive  finding  was  a throm- 
bo-phlebitis  on  the  left  side  and  leading  from 
this  a chain  of  infected  retroperitoneal  lymph 
nodes.  Our  conclusion  is  that  this  thrombo- 
phlebitis was  the  source  of  infection  of  the  liver 
abscess. 

Raymond  M.  Evans,  Louisville:  Dr.  Hancock 

has  certainly  presented  a wonderful  paper.  He 
is  to  be  congratulated  on  his  splendid  and  ex- 
tensive work  on  this  subject.  I have  thoroughly 
enjoyed  it  as  well  as  the  detailed  discussions 
which  it  has  brought  forth. 

As  we  all  know,  it  is  difficult  in  these  cases  to 
arrive  at  a diagnosis.  Sometimes  we  have  an 
abscess  that  is  trying  to  burrow  backward,  as 
Dr.  Sherrill  has  pointed  out,  and  it  will  be,  per- 
haps as  we  had  one  recently  of  the  right  lobe 
of  the  liver  in  a boy  18  years  of  age,  located 
posteriorly  and  just  anterior  to  the  lower  pole 
of  the  right  kidney.  To  differentiate  between 
this  and  a perinephritic  abscess  was  no  mean 
task.  Pyelograms  had  shown  a fuzzy  appear- 
ance of  the  lower  calyces  of  the  kidney  and  with 
clinical  history  and  signs  of  a deep  seated  ab- 
scess, confirmed  by  laboratory  tests,  together 
with  pain  on  hammer  percussion  over  the  kid- 
ney, we  explored  the  kidney  fossa  and  found 
nothing.  However,  there  was  definite  indura- 
tion around  the  lower  pole  of  the  kidney.  Later 
we  approached  from  the  front  through  a right 
rectus  incision  and  found  a large  solitary  ab- 
scess in  the  posterior  part  of  the  right  lobe  of 
the  liver.  A large  calibered  needle,  with  a 20  cc 
syringe  was  inserted  into  the  tensely  swollen 
mass  and  thick  creamy  pus  was  aspirated.  The 


abscess  was  then  opened  with  a curved  forceps 
and  about  200  cc  of  thick  creamy  pus  was  evac- 
uated. We  made  a counter  opening  in  the  right 
flank  just  opposite  and  adjacent  to  the  abscess 
and  inserted  and  sutured  a large  fenestrated 
tube,  and  another  tube  and  a cigarette  drain 
were  placed  in  the  liver  notch  and  brought  out 
through  the  rectus  incision.  This  patient  made 
an  uneventful  recovery.  The  abscess  was  un- 
usual in  that  it  seemed  to  be  of  metastatic  or- 
igin. Cultures  showed  a pure  growth  of  staphy- 
lococcus aureus.  There  had  been  no  history  of 
appendicitis  nor  any  abdominal  operation.  The 
illness  began  two  or  three  weeks  following  a 
clean  tonsillectomy  by  one  of  the  Ear,  Nose  and 
Throat  men  in  this  city,  with  general  malaise, 
pain  in  the  right  kidney  region,  with  fever  and 
chills  extending  over  a period  of  some  three  or 
four  months,  until  the  absceps  was  finally 
drained. 

I wish  to  mention  another  point  to  which  Dr. 
Sherrill  referred  in  the  differential  diagnosis  of 
subphrenic  abscess:  namely,  the  air  pocket  found 
upon  x-ray  examination.  It  is  present  'only 
when  you  have  a perforated  viscus,  such  as  from 
a ruptured  appendix  or  perforated  ulcer  of  the 
duodenum  or  stomach,  or  rarely  in  a metastatic 
abscess  when  the  offending  microbe  is  anerobic 
and  a gas-producing  germ.  The  ordinary  meta- 
static abscess  will  seldom  show  in  the  x-ray,  how- 
ever, as  I pointed  out  in  my  paper  on  sub- 
phrenic  abscess  read  before  this  Society  several 
years  ago,  about  fifty  per  cent  of  them  originate 
from  a perforated  viscus.  This  fact  was  con- 
firmed by  a combined  report  of  several  hundred 
cases  in  the  literature  including  series  of  cases 
of  Perutz,  Maydl,  Korte,  Barnard,  and  Piquand. 

I wish  also  to  stress  the  important  informa- 
tion given  us  by  Dr.  Thompson  in  reference  to 
urobilin.  This  is  a point  well  taken.  Urobilin 
tests  are  a great  aid  to  us  in  differential  diagno- 
sis of  hepatic  and  other  upper  abdominal  con- 
ditions. A urobilin  test  is  a good  index  to  liver 
function  but  it  is  not  a factor  in  obstructive 
jaundice.  Patients  with  liver  dysfunction  may 
have  a sallow  appearance  of  the  skin  and  a dis- 
tinct icteroid  tinge  of  the  sclerae  with  urine  the 
color  of  light  black  coffee  due  to  large  quantities 
of  urobilin;  and  yet  these  patients  are  not  jaun- 
diced and  the  urine  will  not  show  any  bile  pig- 
ments, namely,  bilirubin  and  biliverdin.  A few 
weeks  ago  a post  mortem  examination  revealed 
the  cause  of  such  a clinical  picture  in  a patient 
who  had  a carcinoma  of  the  tail  of  the  pan- 
creas with  extensive  metastases  to  the  left  lobe 
of  the  liver. 

Urobilin  pigment  is  present  in  traces  nor- 
mally but  too  small  to  detect  by  ordinary  tests. 
It  is  now  regarded  as  identical  with  hydrobili- 
rubin, the  principal  coloring  matter  of  the  feces. 
It  is  excreted  as  a chromogen,  urobilinogen, 
which  is  changed  into  urobilin  through  the  action 
of  light  within  a short  time  after  the  urine  is 
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voided.  A great  excess  gives  the  urine  a dark 
brown  color  suggesting  the  presence  of  bile,  but 
does  not  color  the  foam  as  does  bile,  and  other 
tests  for  bile  are  negative. 

The  mode  of  formation  of  urobilin  is  not 
clearly  understood.  According  to  the  generally 
accepted  view  it  is  a decomposition  product  of 
bilirubin,  formed  chiefly  in  the  intestine  through 
the  action  of  bacteria.  Urobilinogen  is  first 
formed.  Under  normal  conditions  a portion  of 
this  is  absorbed  from  the  intestine,  carried  to 
the  liver  in  the  portal  blood,  and  there  recon- 
verted into  bilirubin.  When  the  liver  cells  are 
deranged,  this  transformation  into  bilirubin  does 
not  take  place  and  urobilinogen  reaches  the 
general  circulation  and  is  excreted  by  the  kid- 
neys. The  remainder  in  the  intestine,  changed 
largely  into  urobilin,  passes  out  with  the  feces. 
The  pigment  and  the  chromogen  have  exactly 
the  same  significance  in  the  urine,  and  the  name 
“urobilin”  is  commonly  used  to  cover  both. 

Urobilinuria  usually  points  toward  functional 
incapacity  of  the  liver.  There  is  one  excep- 
tion whenever,  owing  to  excessive  destruction 
of  red  blood  corpuscles,  there  is  excessive  for- 
mation of  bilirubin,  and  hence  an  increase  of 
urobilin  in  the  feces,  and  also  a marked  increase 
in  the  urine. 

Clinically  one  should  say  that  urobilinuria  is 
indicative  either  of  hemolysis  or  liver  damage, 
one  or  both,  from  various  causes.  And  one 
should  remember  that  urobilin  in  the  urine  is 
nearly  or  entirely  absent  in  obstructive  jaundice. 
A simple  test  is  available  for  its  recognition. 

Another  promising  functional  test  of  the  liver 
has  been  offered  recently  by  Shay  and  Schloss 
of  Philadelphia  in  the  differential  diagnosis  of 
icterus  by  the  galactose  tolerance  test.  Forty 
grams  of  galactose  in  500  cc  of  water  is  given 
by  mouth  and  the  urine  collected  for  5 hours. 
Estimation  of  the  amount  of  sugar  present  is 
determined  according  to  the  Benedict  quanti- 
tative method.  The  normal  range  of  excretion 
for  5 hours  is  from  0 up  to  3 grams,  but  jf  the 
quantity  rises  above  this  level  it  is  indicative  of 
damage  to  the  liver  cells  through  a toxic  or  in- 
fectious process.  Accordingly  in  an  obstruc- 
tive jaundice  where  there  is  no  damage  to  the 
liver  cells  the  level  will  be  below  the  3 grams. 
While  they  do  not  claim  it  determines  any  spe- 
cific etiology  they  think  it  is  the  only  positive 
means  uf  identifying  toxic  or  infectious  jaun- 
dice early  in  its  course. 

I desire  to  thank  Dr.  Hancock  again  for  his 
very  informative  paper  and  the  fellow  members 
of  the  Society  for  their  part  in  the  interesting 
discussions. 

Guy  Aud,  Louisville:  1 wish  to  express  my 

appreciation  to  Dr.  Hancock  for  the  splendid 
presentation  he  has  given.  I am  sure  that  the 
members  of  this  Society  feel  very  much  in- 
debted to  him. 

I have  had  but  two  cases  of  single  abscess  of 


the  liver  and,  fortunately,  both  recovered.  One 
was  in  a boy  of  eighteen  years  of  age  with  a 
large  abscess  of  the  right  lobe  of  the  liver 
which  had  perforated  posteriorly.  The  origin 
was  probably  from  a severe  contusion  of  the 
back  which  he  had  sustained  about  two  weeks 
previous  to  the  development  of  the  abscess  of  the 
liver.  Cultures  made  from  the  abscess  showed 
pure  culture  of  staphylococcus  aureus.  Drain- 
age was  established  through  an  anterior  abdom- 
inal incision.  This  was  not  effective  owing  to 
the  thickness  of  the  pus  and,  later,  a posterior 
approach  to  the  abscess  was  made  by  going 
through  the  chest  cavity  by  means  of  a two 
stage  operation.  In  this  manner  through  and 
through  drainage  was  established.  After  a very 
“stormy”  convalescence  this  patient  made  a com- 
plete recovery. 

The  second  case  followed  an  acute  attack  of 
appendicitis  which  subsided  for  a few  days  and 
then  became  worse.  On  admission  to  the  hos- 
pital the  patient,  a boy  of  four  years  of  age, 
had  an  appendiceal  abscess.  The  right  lo'be  of 
the  liver  was  down  to  the  creast  of  the  ilium. 
After  removal  of  the  appendix  and  drainage  of 
the  appendiceal  abscess  and  the  abscess  of  the 
liver  he  made  a very  satisfactory  recovery. 

Abscess  of  the  liver  is,  usually,  difficult  to 
diagnose.  The  x-ray  is  of  some  help  in  making 
a diagnosis  but  the  findings  are  not  always  con- 
clusive. Aspiration  frequently  enables  us  to  lo- 
cate the  abscess  in  the  liver.  It  should  always 
be  done  on  the  operating  table  and  when  pus  is 
located  the  needle  should  be  left  in  place  and 
used  as  a guide  to  the  abscess  cavity.  This  may 
be  done  best  with  the  actual  cautery. 


Conservative  Therapy  of  Ureteral  Fistulas. — 

Ottow,  after  pointing  out  that  the  majority  of 
ureteral  fistulas  result  from  gynecologic  or  ob- 
stetric interventions,  emphasizes  the  great  sig- 
nificance of  the  differentiation  between  total  and 
partial  defects  of  the  ureteral  wall.  It  should  be 
determined  whether  the  continuity  of  the  tube 
is  entirely  interrupted  or  whether  there  is  only 
an  opening  in  the  wall.  This  is  possible  with  the 
aid  of  cystoscopy.  The  differential  diagnosis  is 
significant  especially  for  the  treatment,  because 
in  cases  in  which  there  is  only  an  opening  in  the 
wall  one  can  treat  the  patients  in  a conservative 
manner,  namely,  by  introdueiny  a permanent 
catheter.  Because  of  its  simpiic’ty,  cne  author 
recommends  the  wider  use  of  this  conservative 
method.  However,  if  this  treatment  fails,  a 
surgical  intervention  is  necessary. 
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SYMPOSIUM  ON  DISEASES  OF  EAM 
AND  SOME  COMPLICATIONS 

THE  EAR  IN  ACUTE  INFECTIOUS 
DISEASES* 

A.  L.  Bass,  M.  D. 

Louisville. 

Complications  of  the  ear  in  acute  infec- 
tious and  contagious  diseases  are  more  prone 
to  and  do  occur  much  more  frequently  in  in- 
fants and  children  than  in  adults.  Because 
the  child’s  tissues  are  more  susceptible  to  in- 
fection and  have  less  resistance  than  an  adult 
they  are  ex])ose(l  to  infectious  diseases  more 
frequently.  The  anatomical  variation  in  a 
child  from  an  adult  is  a factor.  The  eustaeh- 
ian  tube  orifice  in  the  naso-pharynx  is  prac- 
tically on  a level  with  the  floor  of  the  nares 
and  extends  horizontal  to  the  middle  ear, 
while  in  the  adidt  the  orifice  in  about  a cen- 
timeter above  the  floor  of  the  nose  and  ex- 
tends upward  and  outward. 

Practically  all  complications  of  the  middle 
ear  in  acute  infectious  diseases  gain  access 
through  the  eustachian  tube.  The  complica- 
tions of  the  external  ear  are  practically  neg- 
ligible. On  a few  occasions  I have  seen  in- 
fection of  the  plost-auricular  lymph  gland 
either  swollen  or  broken  down  causing  a 
swelling  within  the  external  auditory  canal 
and  over  mastoid  area  simulating  a furun- 
culosis of  the  canal  and  an  aciite  mastoid  in- 
volvement. 

The  eustachian  tube  and  middle  ear  cav- 
ity are  lined  with  a richly  vascular  areolar 
tissue,  which  is  an  inviting  host  for  the  va- 
rious bacteria  accompanying  acute  infectious 
diseases.  The  manner  in  w^hieh  the  various 
organisms  affect  the  middle  ear  are  charac- 
teristic. With  scarlet  fever  or  measles  if 
there  is  otitis  media  complicating,  it  is  dur- 
ing the  process  of  the  disease  and  it  will  mani- 
fest its  presence  subjectively  with  acute  pain, 
often  severe ; with  pyrexia,  marked  redness 
of  the  drum  with  or  without  bulging;  which 
will  hold  fast  until  relieved  with  spontan- 
eous rupture  of  the  tympanumi  or  myringot- 
omy is  XJerformed,  when  there  will  be  relief 
of  jiain  and  drop  in  temperature. 

With  mumps  and  especially  influenza,  the 
naso-pharyngeal  mucosa  does  not  receive  as 
violent  trauma  from  bacterial  invasion  as 
from  diphtheria,  scarlet  fever  and  measles. 
On  the  contrary,  the  mucosa  is  mildly  af- 
fected with  slight  or  moderate  congestion ; 
and  instead  of  the  patient  having  the  above 
symptom.s  mentioned,  the  patiejit  may  or  may 
not  have  subjective  symptoms.  May  com- 
plain that  the  ear  feels  stopped  up ; either 
during  the  disease  or  after;  or  the  patient 

*Read  before  the  .Teffevson  County  Medical  Society,  .\pril 
18,  1932, 


may  not  complain  at  all.  The  way  our  at- 
tention is  drawn  to  the  ear  is  that  the  pa- 
tient will  keep  up  a mild  pyrexia  for  which 
a cause  is  sought.  Especially  is  this  true  of 
influenza.  Upon  examination  of  the  tympa- 
num it  will  not  be  red  with  marked  conges- 
tion, as  in  the  above  mentioned  diseases,  but 
the  drum  will  appear  dull,  congested  and 
often  bulging. 

A report  of  Roberts  is  worthy  of  note.  In 
828  acute  middle  ear  abscesses  he  encoun- 
tered from  1921  to  1925  92%  recovered  with- 
out requiring  su'rgical  intervention  of  the 
mastoid.  It  is  estimated  that  about  60%  of 
all  acute  middle  ear  infections  have  mastoid 
involvement  complicating. 

Another  factor  worth  while,  the  drum 
meudirane  had  been  permitted  to  rupture  in 
133  cases  or  16%  before  treatment  was 
sought ; showing  that  as  a rule  patients  pre- 
sented themselves  early  in  the  disease.  Of 
the  number,  33  came  to  mastoid  operations,  or 
one  case  in  four,  while  of  the  remaining  695, 
which  w^ere  incised  before  rupture,  34  came 
to  mastoid  drainage,  or  one  ease  in  20.  These 
figures  show  plainly  the  value  of  early  in- 
cision of  the  drum  when  indicated,  instead  of 
depending  on  nature  to  establish  drainage  by 
rupture  of  the  drum,  which  in  the  majority 
of  instances  does  not  give  sufficient  drainage. 
In  only  34  eases  or  4%  as  reported  by  Rob- 
erts. 

The  systemic  conditions  that  accompanied 
these  middle  ear  abscesses  were  acute  rhino- 
])haryngitis  (so  called  head  cold)  plus  in- 
fluenza, 60% ; scarlet  fever,  15% ; measles, 
10%  ; tonsillitis,  8%  ; pertussis,  nasal  diph- 
theria, sea  bathing  and  pernicious  anemia, 
each  1.5%. 

The  bacteria  present  in  the  828  cases  were 
streptococcus  hemolyticus  57%;  non-hemo- 
lytic  streptococcus,  21%;  staphylococcus, 
10%  ; pneumococcus  Types  Two,  Three  and 
Four.,  each  2.7%. 

A word  in  closing  relative  to  the  value  of 
the  blood  picture  in  otogenic  infections.  The 
otologist  does  not  ordinarily  depend  upon 
the  blood  picture  for  his  diagnosis.  The  pres- 
ence of  certain  change  in  the  ear  and  definite 
clinical  signs  and  symptoms,  as  a rule,  are 
sufficient  evidence  to  determine  the  course  of 
treatment  v,’hether  medical  or  surgical.  In 
some  conditions  when  there  is  deep  seated 
suppuration,  mastoiditis,  sinus  thrombosis, 
perisinus  involvement,  meningitis,  etc.,  the 
blood  picture  is  not  only  of  diagnostic  aid 
but  of  prognostic  value.  While  the  ordinary 
blood  count  is  of  importance  (the  leucocyte 
and  differential  count),  the  Schilling  Hem- 
ogram or  count  is  very  valuable.  Normally 
the  staff  cells  range  from  2-10%  and  the  seg- 
mented cells  from  50-70%.  Any  variation 
from-  this  is  significant. 


September,  1932] 


KENTUCKY  MEDICAL  JOURNAL 


491 


McKernon  found  that  there  is  a lower 
polymorphonuclear  count  when  the  bony 
structure  is  involved,  such  as  the  mastoid ; 
then  when  the  septic  process  is  in  soft  tis- 
sues. 

Heideman,  from  a careful  analysis  of  his 
own  excellent  work,  states  that  in  some  in- 
stances the  blood  picture  is  normal  and  the 
infection  severe. 

Von  Balden  from  his  study,  believes  that  a 
specific  blood  picture  is  not  present  in  ear 
infections. 

External  otitis  is  not  associated  with  any 
abnormal  blood  change.  Chronic  middle  ear 
suppuration  does  not  present  any  abnormal 
blood  findings  unless  it  is  associated  with  an 
exacerbation,  then  it  presents  the  picture  of 
an  acute  infection. 

Rosen wasser  and  Rosenthal  in  a study  of 
twenty  cases  of  acute  otitis  media  found  W. 
B.  C.  ranging  from  8,000  to  20,000.  Staff 
cells  9-33%.  The  hemoglobin  and  (red  cells) 
erythrocytes  are  rarely  disturbed  in  ordinary 
otitic  infections,  such  as  external  otitis,  acute 
otitis  media  and  uncomplicated  mastoiditis. 
While  with  infections  complicated  with  bac- 
teremia, such  as  sinus  thrombosis,  meningitis, 
there  is  a failing  in  hemoglobin  with  corres- 
ponding drop  in  the  red  blood  cells. 

In  conclusion,  after  all  is  said  and  done, 
clinical  experience,  properly  interpreted  is 
the  best  judge  as  to  what  treatment  is  indi- 
cated. 
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Pregnancy  Glycosuria  and  Prenatal  Care. — 

Harding  and  Selby  believe  that  if  all  pregnancies 
or  a high  percentage  of  pregnancies  show  glyco- 
suria and  are  physilogic  in  character  it  seems 
unnecessary  from  the  purely  clinic^  standpoint 
to  distinguish  between  a glycosuria  and  a lacto- 
suria,  as  usually  recommended.  If  the  distinction 
between  dextrose  and  lactose  were  readily  and 
clearly  made,  the  authors  would  advise  other- 
wise, on  the  grounds  of  completeness  of  data. 
In  view  of  the  uncertainty  of  the  distinction  by 
the  present  suggested  tests,  they  think  the  wiser 
course  is  to  assume  the  presence  of  a glycosuria. 


MASTOIDITIS  PROM  THE  STAND- 
POINT OF  THE  GENERAL 
PHYSICIAN’^ 

Walter  Dean,  M.  D. 

Louisville. 

In  infancy,  the  mastoid  process  is  quite 
rudimentary;  the  cortex  is  thin,  the  antrum 
near  the  surface,  the  perio.steum  not  so  firmly 
adherent,  and  the  anatomical  sutures  are 
open,  making  all  lines  of  least  resistance  lead 
to  safety,  or  in  other  words  pus  to  move  rap- 
idly away  from  the  brain  covering  to  sub- 
periosteal abscess.  When  we  remember  that 
the  bony  tympanic  cavity  in  an  infant  is 
adult  size  but  that  its  cavity  at  birth  is  prac- 
tically filled  with  lymphoid  tissue  leavjing 
only  a tiny  air  cavity,  we  can  appreciate  how 
thick  the  drum  membrane  is  and  how  difficult 
or  impossible  spontaneous  perforation  of  the 
drum  becomes.  It  is  small  wonder  that  neg- 
lected babies  suffer  for  w'eeks  before  the  drum 
spontaneously  ruptures,  and  that  in  the  in- 
terim the  infection  has  invaded  the  antrum 
and  sometimes  caused  caries,  necrosis,  ca- 
chexia, dehydrating  diarrhea,  meningitis,  etc. 

About  the  fourth  year,  the  mastoid  process 
approximates  the  adult  type.  Anatomically 
there  are  two  types  of  processes,  the  pneu- 
matic and  the  diploic.  The  pneumatic  has 
the  thinner  cortex.  In  mastoiditis,  a thin 
cortex  makes  the  elicitation  of  tenderness 
easier.  The  aponeurosis  over  the  bone  shows 
inflammatory  oedema  earlier  wdiicli  routinely 
leads  to  a quick  and  correct  diagnosis.  In 
neglect,  the  cortex  perforates  which  reduces 
the  danger  of  intra  cranial  complication.  In 
the  diploic  type,  the  cortex  is  thicker.  The 
signs  and  symptoms  of  mastoiditis  are  not 
so  apparent,  so  that  diagnosis  is  not  so  easy, 
and  spontaneous  fistulization  of  the  mastoid 
cortex  in  neglected  cases  not  so  prompt.  It 
is  very  probable  that  the  compact  mastoid  is 
a piatholog'ic/al  rather  than  an  anai|tom5cal 
type,  being  the  result  of  chronic  mastoiditis 
since  childhood.  It  is  the  worst  type.  It 
robs  the  examiner  of  many  diagnostic  signs 
since  localizing  .symptoms  cannot  present 
themselves.  The  current  of  disease  may  not 
be  able  to  move  toward  the  surface  but  may 
burrow  in  and  invade  the  interior  of  the 
.skull.  All  long  standing  cases  of  chronic  sup- 
purative mastoiditis  have  this  type  of  bone. 
To  make  matters  much  worse,  half  the  cases 
of  chronic  snppurativ^e  .ma.stoiditis  are  (‘oin- 
jilicated  by  cholesteatoma.  You  may  recall 
that  Dr.  Shandiaugh  of  Chioaiio  addressed  us 
at  the  Crab  Orchard  Meeting  and  said 
“Cholesteatoma  is  dynamite  in  the  head.  It 

*Read  bt*t’ore  tht*  Jefferson  Oountv  Medical  Societv,  April 
18,  1932. 
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may  go  off.”  Cholesteatoma  may  be  diag- 
nosed microscopically  by  the  identification  of 
putrescent  exfoliated  epidermal  and  epithel- 
ial cells  associated  with  eholesterin  crystals. 
To  the  laity,  the  odor  is  revolting.  The  par- 
ent mass  lies  in  the  attic  of  the  tympanum,  in 
the  antrum'  and  in  the  contiguous  mastoid 
cells  if  any  are  present.  This  infected  mass 
grows,  fills  the  cavity  or  cavities  overfull, 
causes  pressure  atrophy  and  infection  necro- 
sis. As  the  inner  or  brain  table  is  thinner 
than  the  outer  cortex,  the  odds  are  that  the 
meninges,  the  lateral  sinus,  the  inner  ear  or 
the  facial  nerve  will  be  invaded  by  the  puru- 
lent process.  Before  the  picture  has  become 
this  bad,  there  have  been  years  in  which  to 
make  an  easy  and  correct  diagnosis  and  to  do 
the  indicated  radical  mastoidectomy.  It  is 
often  said  that  there  are  too  many  mastoids 
operated  upon.  In  the  way  it  is  meant  that 
is  true,  but  I am  positive  that  we  do  not  <lo 
half  enough  if  the  operations  could  be  dis- 
tributed to  the  right  people  at  the  right  time. 
There  are  lives  to  be  saved,  deafness  to  be 
relieved,  morbidity  and  ill  health  to  be  cured, 
uninsurable  men  and  women  to  be  made  in- 
surable by  treating  osteomyelitis  of  the  tem- 
poral bone  by  the  same  surgical  principles 
that  are  employed  in  other  less  vital  parts  of 
the  body. 

To  me,  the  temporal  bone  is  the  most  in- 
teresting bone  in  the  body.  Its  su])purative 
diseases  have  been  seriously  studied  for  one 
hundred  and  fifty  years.  As  we  gi*ow  into 
the  subject,  we  find  that  the  difficulties  of 
estimating  ^he  pathological  conditions  or 
processes  inside  the  cortex  multiply.  On  the 
other  hand  certain  phases  become  quite 
simple  and  certain  confusing  matter  is  found 
to  be  extraneous.  Beginning  with  the  ex- 
traneous, I can  correctly  say  that  most  pa- 
tients who  come  to  me  for  what  they,  call 
“mastoid”  have  no  mastoid  condition  at  all. 
Their  symptoms  can  be  divided  into  two 
groups : Pain  and  swelling  in  the  ear  region. 
The  pain  may  be  referred  from  teeth,  mouth, 
throat,  chest,  neck,  scalp,  sphenoid  sinus  or 
by  inference,  if  I cannot  find  a cause,  neu- 
ralgia or  neuritis.  Impacted  teeth,  teeth  with 
dying  nerves,  and  teeth  with  pulp  stones  are 
the  usual  dental  causes.  While  there  is  no 
absolute  concensus  of  opinion  as  to  where  an 
infected  .sphenoid  sinus  refers  its  pain,  my 
present  belief  is  that  it  is  usually  behind  the 
eye  and  to  the  mastoid  region  of  the  .same 
side. 

Cervical  lymph  adenitis  which  has  been  so 
prevalent  for  the  past  two  years  often  causes 
otalgia.  When  nature  made  the  mistake  of 
packing  parana.sal  .sinuses,  tonsils  and  ade- 
noids and  mastoid  cells  into  Pandora’s  box, 
she  somewhat  compen.sated  by  plac'ing  almost 


half  of  the  lymph  glands  of  the  body  into  the 
neck  as  fortifications  to  protect  the  heart, 
kidneys,  lungs,  et  cetera.  A portion  of  the 
lymphatics  of  the  scalp  drain  into  the  lymph 
glands  which  lie  over  the  mastoid  bone. 
Glandular  swelling  here  points  to  a lesion  of 
the  scalp  above. 

Primary  acute  periostitis  of  the  mastoid 
process  is  caused  by  trauma,  syphilis  and  tu- 
berculosis. It  is  rare.  If  severe  it  causes  con- 
siderable headache,  pai’i  and  stiffness  of  the 
neck  and  low  fever.  The  ear  drum  and  ex- 
ternal auditory  canal  are  not  involved. 

Secondary  periostitis  of  the  mastoid  pro- 
cess may  result  from  purulent  otitis  media  or 
mastoiditis  when  pus  burrows  to  it  by  the 
several  routes.  It  is  more  frequently  due  to 
furunculosis  of  the  e.xternal  auditory  canal. 

In  nearly  every  case  of  furuncle  of  poste- 
rior wall  of  the  external  auditory  canal,  the 
mastoid  periosteum'  is  inflamed  and  some- 
times swollen  to  the  extent  that  the  outer  ear 
is  displaced,  simulating  subperiosteal  ab- 
scess due  to  rupture  of  the  mastoid  cortex  in 
acute  suppurative  mastoiditis.  Furunculosis 
is  a common  complication  of  suppurative  oti- 
tis media  which  may  or  may  not  have  gone 
so  far  as  suppurative  mastoiditis.  Tt  may  be 
due  to  swimming  or  meddling  with  the  ear 
canal,  either  with  or  without  antecedent  su])- 
purative  otitis  media.  If  it  is  remembered 
that  the  furuncle  or  furuncles  in  the  canal 
often  close  the  canal  so  tightly  that  the  drum 
cannot  be  in.spected,  that  the  patient  has  no 
talent  in  autobiography,  and  that  a radio- 
gram through  the  periostis  or  subperostial  ab- 
scess is  relatively  unsatisfactory,  it  is  no  won- 
der that  most  God  fearing  otologists  at  some 
time  or  other  have  honestly  made  the  mistake 
of  doing  mastoidectomy  on  pure  furunculo- 
sis cases.  The  best  guide  we  have  in  the  dif- 
ferentiation is  manipulating  the  external  ear. 
If  there  is  much  pain  we  can  infer  furuncu- 
lo.sis.  When  there  is  a mixed  condition  of 
both  furunculosis  and  suppuration  of  the 
middle  ear,  the  treatment  is  complicated.  Be- 
fore leaving  the  subject  of  pseudo-mastoid- 
itis, herpes  and  oedematous  dermatitis  of 
the  mastoid  region  are  to  be  mentioned. 

Hemorrhagic  blebs  of  the  external  audi- 
tory canal  and  drum  head  are  pathognomonic 
of  influenza.  They  are  often  unassociated 
with  middle  ear  disease.  Great  pain  lasting 
a few  days  is  a usual  symptom.  It  is  ob- 
viously true  that  deaf  boiler  makers,  patients 
deaf  from  oto-sclerosis  and  auditory  nerve 
atrophy  with  hi.stories  negative  all  their  lives 
for  middle  ear  .suppuration;  with  ears  clin- 
ically negative  for  inflammatory  signs  and 
symptoms,  and  negative  roentgenograms  have 
not  got  mastoiditis,  (*an  nul\  be  made  worse 


September,  1932] 


KENTUCKY  MEDICAL  JOURNAL 


493 


by  mastoidectomy  and  each  repetition  of  the 
operation  is  an  overt  act  of  knavery. 

In  Kopetsky’s  Otologic  Surgery,  in  the 
chapter  on  “The  Simple  Mastoid  Operation” 
he  begins  with  a historical  sketch.  The  facts 
for  the  following  quotation  he  got  from  J. 
0.  Tode,  Arzneikudige  Annalen,  Copenhagen, 
1792  (Annals  of  Disease  of  the  Ear);  “The 
imperfect  knowledge  of  the  pathological  anat- 
omy of  the  ear  produced  a series  of  indica- 
tions for  the  operation  which  was  largely  a 
matter  of  guess  work  and  brought  its  train 
of  unfavorable  results.  To  these,  the  unmer- 
ited blow  dealt  the  procedure  by  the  death  of 
Baron  Berger,  the  personal  physician  to  the 
King  of  Denmark  who,  submitting  to  the  op- 
eration because  of  sevex'e  tinnitus  and  dif- 
ficulty of  hearing,  died  a victim  of  poor  tech- 
nique and  injudicious  after  treatment,  caused 
prominent  general  surgeons  and  authorities 
in  otology  to  decline  to  sanction  the  opera- 
tion. Notwithstanding  the  occasional  favor- 
able reports  and  the  endorsement  of  Von- 
Troltsch  whose  work  was  based  on  scientific 
pathological  research,  the  operation  remained 
in  disuse  for  the  following  decades.”  In 
1932,  there  is  no  chance  of  honestly  making 
the  evolutionary  mistakes  of  1792. 

Now  About  Mastoiditis. 

It  would  be  curious  if,  after  150  years  of 
research  and  clinical  experience,  suppurative 
mastoiditis  were  not  divided  and  then  sub- 
divided into  various  types  and  such  is  the 
ease.  Naturally  there  is  traumatic,  syj  hilitic 
and  tubercular  mastoiditis  just  as  there  is 
traumatic,  syphilitic  and  lubercalar  every- 
thing else.  There  is  naturally  primary  mas- 
toiditis which  is  rare  and  is  caused  by  septic 
germs  carried  by  the  blood  stream  to  a part 
where  conditions  for  reproduction  are  favor- 
able. We  mostly  see  secondary  mastoiditis, 
which  is  secondary  to  influenza,  the  exan- 
themata, typhoid  and  pneumonia.  Anatomi- 
cally, it  is  secondary  to  acute  infection  of  the 
na.so-pharynx,  through  the  eustaehean  tube, 
through  the  tympanic  cavity,  through  the 
aditus  to  the  mastoid  antrum'  and  its  con- 
tiguous secondary  cells.  Anatomical  pecul- 
iarities of  each  individual  temporal  bone  (the 
pair  of  bones  is  symmetrical  in  over  90%  of 
cases)  have  about  as  much  to  dO'  with  the 
character  of  local  reaction  to  pyogenic  infec- 
tion as  the  type  and  virulence  of  micro-or- 
ganisms or  the  constitutional  characteristics 
of  the  patient.  It  would  be  unhelpful  to  us 
now  to  go  into  anatomical,  bacteriological  or 
pathological  minutae.  As  to  constitutional 
elements,  you  tell  us  that,  but  it  is  with  re- 
gret that  I realize  that  I know  “more  and 
more  about  less  and  less.”  Bacteriologically, 
every  suppurative  otitis  media  is  a suppura- 
tive mastoiditis.  Pathologically,  every  sup- 
purative otitis  media  is  a suppurative  mas- 


luiditis,  at  least  very  superficially.  Koentgen- 
oiogu-auy,  1 iieiieve  we  couicl  nnci  eviaence  ox 
lurt.siuiuiiis  in  eacn  suppurative  otuis  meaia. 

ciiiucaiiy  X.  am  sure  t can  uemonstrate  one 
or  more  mastoiu  signs  or  symptoms  in  eacn 
siuppurative  onus,  anu  r ran  inicr  mure. 

xt  so  nappens  tnac  tue  mastoiu  nas  its 
cnance  to  resist  anil  to  resolve  just  as  every 
oLuer  part  nas,  so  tnac  unless  mere  is  more 
man  a sitirmisn,  we  nave  no  ciinicai  'inastoiq- 
itis.  1 ne  uiagnosis  or  mastoiuicis  once  spoKen 
to  me  patient  means  to  mm  a mastoiueciomy. 
10  me  It  uoes  not  routinely  muicate  any  sucn 
specinc  line  oi  treatment,  it  does  indicate 
rest  in  bed,  adequate  elimination,  appropriate 
uiet,  appropriate  medication  to  tiie  respon- 
siuie  aisease,  appropriate  treatment  to  tlie 
iio,se  ana  tiiroat,  estauiisiimeiit  and  mainten- 
ance oi  a siuiiciently  large  peiiorat.’on  in  tne 
arum,  emptying  tlie  external  auaitory  canal 
ot  an  discnarge  at  least  twice  a day,  resting 
tlie  Head  witu  the  aifected  ear  down  so  tnat 
even  gravity  will  pull  tor  tne  patient,  bymp- 
toms  must  be  sougiit,  anticipatetl,  weigned 
and  measured.  Tne  Kidneys  must  be  watcHed 
for  inflammation,  it  nas  been  my  experience 
to  find  albumin  in  most  mastoid  cases  and  i 
wish  It  were  possibk  to  know  whether  tne 
causative  disease  or  the  mastoid  were  respon- 
sible. Eever  is  a variable  symptom.  An  un- 
complicated mastoid  should  not  register  tem- 
perature over  11)2^^  1 . it  it  does,  be  appre- 
hensive of  intra-cranial  complication.  The 
difficulty  again  is  that  we  are  unable  to  know 
if  the  fever  comes  from  the  causative  disease, 
the  mastoid  or  some  other  coincidental  com- 
plication. Many  mastoids,  even  those  going 
the  full  course  to  operation,  register  no  fever. 
The  absence  of  fever  may  be  due  to  lowered 
resistance,  or  be  characteristic  of  that  type  of 
case.  In  other  words  the  absence  of  fever 
may  be  a bad  sign  and  at  least  it  does  not 
contra-indicate  surgical  interference.  We 
have  all  seen  dura  exposed  by  necrosis  and 
yet  no  fever.  A chill  is  very  significant  in 
mastoiditis.  At  one  time  it  was  supposed  to 
mean  thrombo-phlebitis  of  the  lateral  sinus. 
Now  it  is  known  that  the  smaller  veins  in  the 
mastoid  area  may  also  produce  the  chill  from 
the  same  process.  Where  ever  it  comes  from, 
it  is  alarming  and  should  be  investigated  by 
x-ray,  by  Schilling  differential  count,  by 
blood  culture,  if  in  doubt  by  the  anatomical 
simple  or  radical  mastoidectomy  with  exten- 
sive removal  of  the  inner  plate  over  the  lat- 
eral sinus.  If  in  doubt  again  the  tempera- 
ture can  be  watched  for  septicemia  over  a 
period.  If  it  continues  to  be  septic  the  in- 
ternal jugular  should  first  be  resected  then 
the  lateral  sinus  opened  and  the  clot  re- 
moved. Pain  is  a valuable  symptom.  It  may 
be  mostly  tempermental.  It  may  be  earned. 
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If  it  persists  over  several  days  after  every- 
thing else  has  been  done  to  facilitate  drain- 
age, mastoidectomy  is  indicated.  Painful 
daj's  with  more  painful  nights,  insomnia, 
poor  feeding  with  loss  of  weight  and  anxious 
expression  demand  operative  relief.  Still 
many  ears  which  cause  no  pain  are  as  exten- 
sively iliseased.  In  fact  the  coalescent  type 
which  practically  does  the  mastoid  operation, 
if  allowed  to  do  so,  causes  little  or  no  pain. 
It  is  characterized  by  excessive  discharge. 
At  Camp  Taylor  during  the  influenza  epi- 
demic when  the  operative  ban  was  on,  those 
flu-pneumonia  - measles  - pneumonia  masfoids 
drained  a streamlet  of  pus  down  the  pillow 
into  a puddle  on  the  floor,  as  many  of  us  can 
remember.  When  the  War  Department  gave 
the  doctors  back  their  brains  and  hands,  those 
patients,  or  what  was  left  of  them,  w^ere  op- 
erated at  the  rate  of  10  to  15  a day.  They 
were  pianolas  to  operate.  Most  of  the  cells 
were  destroyed.  Dura  was  often  found  to  be 
exposed.  Why  these  cases  are  painless  is 
not  explained.  Tenderness  if  persistent  is  a 
valuable  sign.  Its  absence  should  not  cause 
too  much  optimism  as  we  have  repeatedly 
seen  cases  go  to  operation  which  according  to 
all  the  laws  of  logic  should  have  registered 
tenderness  and  did  not.  Many  otologists  con- 
sider persistent  pain  as  the  most  reliable 
single  indication  for  mastoidectonij^,  eviden- 
cing purulent  infection  under  high  pressure 
in  a vital  spot. 

X-ray  is  of  great  value.  It  reveals  the 
topograi)hy  i)erfectly,  showing  type  and  ex- 
tent of  cells  and  the  position  of  the  lateral 
sinus.  It  often  reveals  the  pathological  con- 
dition exactly  as  we  find  it  on  operation  and 
sometimes  it  is  not  nearly  that  good.  Suc- 
cessive examinations,  following  the  disease, 
are  advantageous. 

The  Schilling  white  count  philosophy  has 
been  a great  boon  to  us  too.  I feel  that  when 
the  dura  is  approached,  the  count  wdll  give 
the  warning. 

In  closing,  if  I haven’t,  I would  like  to 
make  the  point  that  no  sign  or  symptom  can 
be  depended  on  to  be  present  to  confirm  the 
diagnosis  of  operative  mastoiditis  in  a given 
case.  In  fact  only  one  of  the  cardinal  signs 
may  be  present  but  according  to  the  course  of 
that  particular  case  in  that  particular  epi- 
demic, it  will  be  sufficient. 

A rare  and  devastating  type  of  mastoiditis 
is  the  hemorrhagic  type.  It  runs  a quick 
coiu’se  toward  thrombo-phlehitis,  meningitis, 
acute  type  of  hrain  abs.’ess  unless  quickly 
operated.  And  operation  may  not  control  the 
complications.  In  its  rapid,  stormy  course, 
it  runs  the  gamut  of  all  signs  and  symptoms 
of  mastoiditis  except  perforation  and  subperi- 
osteal abscess.  All  other  types  give  us  time 


for  deliberation.  Nature  aided  by  conserva- 
tive treatment  aires  half  the  cases  of  clinical 
acute  mastoiditis.  Mastoidectomy  is  the  only 
conservative  treatment  for  the  other  half. 


ETIOLOGY  AND  DIAGNOSIS  OE  INTIiA- 
GKANIAL  COMPLICATIONS  OF  DIS- 
EASES OF  THE  EAR  AND 
MASTOID* 

Gaylord  C.  Hall,  M.  D. 

Louisville. 

This  paper  deals  with  intracranial  compli- 
cations resulting  from  infection  in  the  ear 
and  mastoid  as  far  as  the  etiology  and  diag- 
nosis is  concerned.  We  therefore  presuppose 
a suppurating  ear,  either  acute  or  chronic. 
Too  much  emphasis  can  not  be  laid  on  a care- 
ful, intelligent  history  taking.  This  should 
be  gone  into  in  detail.  If  the  case  is  acute, 
a day  to  day  chronology  should  be  followed 
from  the  onset  of  the  disease.  It  is  important 
to  note  what  initiated  the  trouble.  Did  it 
begin  from  a simple  infection  or  a severe  one  ? 
Was  it  due  to  one  of  the  infectious  diseases, 
measles  or  scarlet  fever?  What  has  the  tem- 
perature been?  A graphic  chart,  if  procur- 
able, is  often  of  great  benefit.  Has  there  been 
a chill  and  was  it  repeated?  How  much 
headache  has  there  been,  where  located,  when 
worse?  Has  there  been  dizziness?  Was  it 
severe?  Was  it  made  worse  by  change  in 
position?  Has  there  been  vomiting?  Was 
it  independent  of  food  or  fluid  intake  ? Have 
there  been  any  convulsions?  If  a previous 
operation  has  been  done  the  operative  find- 
ings are  important;  whether  there  was  ex- 
posure of  the  sinus  or  the  dura  above  the 
antrum  or  tympanum ; what  was  its  condi- 
tion? 

If  the  ear  is  chronic,  of  what  duration ; the 
character  and  amount  of  discharge ; has  there 
been  previous  treatment ; dizziness,  and  its 
character ; headache,  and  its  character ; a 
previous  history  of  labyrinthitis ; whether 
there  has  been  a change  in  the  disposition, 
habits,  and  mentality  of  the  patient.  Func- 
tional hearing  tests  and  tests  of  the  canals  if 
possible  should  be  done.  This  history  taking, 
as  I said,  can  not  be  too  strongly  empha- 
sized and  is  spoken  of  by  Eagleton  who  has 
a very  comprehensive  chart  for  such  cases  at 
the  Newark  Eye  and  Ear  Infirmary. 

In  all  of  these  complicati'  ns  the  underly- 
ing pathology  and  to  a certain  extent  the  eti- 
ology is  similar.  The  extension  of  the  infec- 
tion from  the  middle  ear  or  mastoid  may 
come  from  progressive  necrosis  of  tissue ; 
from  thrombo  phlebitis  of  small  venous  rad- 
icles leading  into  the  lateral  sinus  or  men- 
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inges;  pressure  from  extensive  cholesteatom- 
atous  masses;  the  presence  of  a dead  ear 
showing  infection  that  has  extended  through 
the  labyrinth. 

Sinus  Throimbosis  — Sinus  Phlebitis.  This 
is  the  most  frequent  of  the  intracranial  com- 
plications; it  also  oft'ers  most  favorable  re- 
sults from  treatment. 

Pathology  and  Etiology.  This  may  arise 
from  a direct  extension  backward ; from  dis- 
eased bone ; from  a peri-sinus  abscess ; or 
from  thrombo  phlebitis  of  small  venous  rad- 
icles within  the  mastoid  extending  into  the 
lateral  sinus. 

Symptoms.  First,  those  due  to  a periodic 
discharge  of  septic  matter  into  the  general 
circulation.  This  constitutes  the  classical 
chill,  fever,  and  sweat,  with  which  we  are  all 
familiar.  It  is  well,  bow'ever,  to  note  that 
whereas  in  adults  and  older  children  there 
may  be  a well  marked  chill  lasting  from  fif- 
teen to  thirty  minutes,  in  young  children  this 
may  be  indicated  only  by  a coldness  of  the 
hands  and  feet.  If  the  case  is  one  following 
a chronis  ear  or  in  a case  following  a mastoid 
operation  where  the  temperature  had  previ- 
ously been  normal,  the  fever  from  the  nor- 
mal point  will  rise  sometimes  as  high  as  105° 
or  more.  It  will  stay  at  this  point  for  a few 
hours  and  a decided  drop  will  occur  followed 
by  a profuse  sweat. 

If  the  ca.se  is  one  of  mastoiditis,  which  has 
not  been  operated  on,  the  temperature  will 
show  a sharp  rise  but  not  a di'op  to  normal 
or  below  as  in  the  other  case,  being  held  up 
by  the  other  areas  of  infection  not  yet 
drained.  Succeeding  this  will  be  a period  in 
which  the  patient  acts  and  feels  practically 
normal.  The  repetition  of  this  syndrome  de- 
pends upon  the  severity  of  the  infection  and 
the  frequency  with  which  this  septic  material 
is  discharged  into  the  general  circulation. 

Second,  symptoms  that  are  due  to  disturb- 
ances of  the  cerebral  circulation.  First,  head- 
ache, which  may  be  severe  and  located  on  the 
side  of  the  affected  sinus ; there  is  occa.sionally 
nausea  and  vomiting;  Papilledema  occurs  at 
times. 

Crowe’s  sign,  a papilledema  coming  on  fol- 
lowing pressure  of  the  unaffected  jugular  I 
have  never  been  able  to  elicit,  though  I have 
tried  on  a number  of  occasions. 

Greissinger ’s  sign  is  an  area  of  oedema 
around  the  mastoid  emissary  vein.  It  is  not 
to  be  confused  with  the  subperiosteal  abscess. 

Third,  changes  in  the  blood.  Mo.st  observers 
note  a moderate  leueocytosis  up  to  twenty 
thousand  in  uncomplicated  sinus  thrombosis. 
The  Schilling  count  gives  us  considerable  in- 
formation relative  to  the  progress  of  the  case 
and  should  be  done  often.  Counts  show  a 
progressive  decrease  in  the  red  cells.  Blood 


cultures  should  be  taken  early  and  repeated 
and  a positive  blood  culture,  particularly  if 
yielding  a streptococcus,  makes  the  diagnosis 
certain. 

Fourth,  changes  in  the  sinus  wall.  If  the 
case  has  been  previously  operated  on  and 
there  has  been  present  a perisinus  abscess,  or, 
if  the  sinus  wall,  being  uncovered,  instead  of 
the  normal  blue  appearance  has  shown  a dirty 
gray  discoloration,  or  a sodden,  water  logged 
appearance  with  a doughy  feel,  or  if  there 
has  been  an  actual  necrosis  of  the  wall,  all  of 
these  are  of  considerable  importance. 

After  a case  has  run  on  for  several  days 
unrelieved  we  may  have  metastatic  processes. 
These  occur  most  frequently  in  the  joints  but 
may  also  occur  in  the  soft  tissues. 

The  symptomology  of  this  condition  would 
not  be  complete  without  a deseri2)tion  of  the 
Queckenstedt  test.  This  is  done  by  employ- 
ing a spinal  manometer.  The  needle  is  placed 
in  the  sjiinai  canal  and  the  pressure  read  by 
the  manometer.  Firm  pressure  is  then  made 
over  the  jugular  on  the  affected  side;  if  the 
sinus  is  thrombosed  there  should  be  little  or 
no  alteration  in  the  manometer  reading ; if 
the  sinus  is  open  there  should  be  a moderate 
rise  in  manometer  pressure.  Pressure  is 
then  made  on  the  jugular  of  the  unaffected 
side.  If  there  is  a thrombose  on  the  oppo- 
site side  a very  sharp  rise  in  the  manometer 
reading  will  result,  whereas,  if  the  other  side 
is  open  there  will  be  but  a moderate  rise  in 
the  manometer  reading.  The  value  of  this 
test  is  unquestionable,  but  it  is  not  infallible. 

I have  had  one  case  in  which  this  test  showed 
a thrombosis  of  one  side  that  cleared  up  with- 
out further  trouble  and  other  men  have  re- 
ported such  cases.  In  this  connection  it  is  to 
be  remembered  that  occasionally  there  are 
marked  anatomical  variations  of  the  two 
sides  and  that  occasionally  we  have  an  asep- 
tic sinus  thrombosis  that  subsides  without 
treatment. 

Abscess  of  the  Brain.  The  following  sta- 
tistics if  borne  in  mind  will  help  materially 
in  these  cases.  According  to  the  various  ob- 
servers, abscess  of  the  brain  occurs  after 
chronic  ears  in  between  80  and  90  per  cent; 
after  acute  ears,  in  20  to  10  i)er  cent.  They 
occur  most  often  in  men,  about  70  per  cent; 
to  women,  30  per  cent.  It  occurs  most  often 
between  the  ages  of  ten  and  thirty.  As  to 
jmsition,  temporo  sphenoidal  lobe  abscesses 
occur  in  about  65  j^er  cent  while  those  of  the 
cerebellum  occur  in  about  35  per  cent. 

Pathology.  The  extension  from  the  ear  or 
mastoid  may  take  i^lace  through  the  erosion 
of  a bony  plate,  the  tegmen  antri,  or  tymjiani, 
or  behind  the  lateral  sinus.  There  may  have 
been  an  extra  dural  abscess  or  localized  men- 
ingitis welding  the  bone,  dura,  and  brain  sub- 
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stance  together.  There  may  have  been  an 
extension  backward  from  the  lateral  sinus  or 
thiough  the  labyrinth,  or  there  may  have  been 
a thrombo  phlebitis  affecting  the  terminal 
vessels. 

Just  a word  about  extra  dural  abscess. 
This  is  rarely  diagnosed  except  at  operation. 
Symptoms  which  sometimes  indicate  its  pres- 
ence may  be  a severe  loealized  pain,  a severe 
headache  on  the  side  of  the  lesion,  or  an  ele- 
vation of  temperature  beyond  that  which 
woidd  be  accounted  for  by  the  other  local 
pathology.  Usually  exposure  and  drainage 
of  the  abscess  results  in  a cure. 

In  the  formation  of  a brain  abscess  we 
recognize  various  stages  and  this  emphasizes 
the  need  of  a careful  history  taking  as  spoken 
of  before.  First,  the  initial  stage.  This  is 
almost  invariably  announced  by  a chill  or 
rigor ; temperature,  sometimes  of  consider- 
able degree,  and  severe  headache;  vomiting, 
with  or  without  nausea,  may  or  may  not  be 
present.  These  symptoms  are  usually  of 
short  duration  and  unless  they  occur  during 
the  time  the  patient  is  in  the  hospital  may 
be  attributed  to  other  conditions  not  con- 
nected with  the  ear.  Following  the  initial 
invasion,  either  very  closelj’  or  after  some 
lapse  of  time,  the  symptoms  of  the  second 
stage  or  fully  formed  abscess  appear.  These 
are  grouped  under  the  symptoms  of  intra- 
cranial disturbances  or  compression,  symp- 
toms due  to  septic  absorption,  and  focal 
symptoms.  At  the  first,  then,  we  notice  head- 
ache which  is  of  a dull,  boring  type,  persis- 
tently recurring  and  in  most  cases  worse  at 
night,  preventing  sleep.  Insomnia  is  often 
complained  of  which  is  not  altogether  due  to 
pain,  or,  when  sleep  occurs  it  is  apt  to  be 
fitful,  easily  broken,  so  that  the  patient 
awakens  unrefreshed.  The  temperature  is 
usually  normal  or  subnormal.  The  pulse  un- 
dergoes a gradual  slowing ; mental  dullness 
is  prominent  and  there  is  an  inability  to  un- 
dertake any  sustained  mental  exertion. 
Questions  are  answered  slowly  though  often 
correctly  after  a considerable  interval. 
Changes  in  the  eye  grounds  occur  most  fre- 
quently in  posterior  fossa  cases.  The  pupils 
are  sometimes  affected,  usually  on  the  side  of 
the  lesion.  The  pupil  may  be  either  con- 
tracted or  dilated  but  the  action  is  usually 
: luggish  and  not  as  active  as  the  other  side. 
Vomiting  is  much  more  apt  to  occur  in  cere- 
bellar abscess  than  temporo-sphenoidal  ab- 
scess. 

The  symptoms  due  to  septic  absorption 
show  in  a progressive  and  in  some  cases  rapid 
less  of  fiesli  and  .strength,  or  in  an  appearance 
of  'grave  illness  as  compared  with  the  symp- 
toms present.  The  focal  symptoms  occasioned 
by  these  conditions  could  be  much  more  in- 
telligently discussed  by  the  neurologist. 


In  temporo-sphenoidal  abscess  we  may 
have  muscular  spasms,  muscular  paresis,  or 
localized  paralysis  on  the  side  opposite  the 
lesion.  If  the  trouble  is  in  the  left  hemi- 
sphere, types  of  aphasia  may  be  present.  In 
cerebellar  abscess  muscular  paralj-sis  is  a rare 
symptom.  The  focal  symptoms  arising  in 
tins  situation  are  the  incoordination  ataxia, 
on  the  side  corresponding  to  the  lesion,  di- 
adokokinesis,  loss  of  the  sense  of  position,  dis- 
turbance of  static  equilibrium,  subjective  ver- 
tigo, and  nystagmus. 

A word  regarding  the  n3^stagmus.  While 
of  a vestibular  type  and  slowly  rotatory  in 
ehai'acter  it  ver^'  frequently'  changes  and  is 
usually  progressive  and  increasing,  all  of  this 
being  in  contradistinction  to  the  nystagmus 
of  labyrinthitis. 

In  reference  to  the  ataxia  present,  the  pa- 
tient’s falling  or  tendency  to  fall  has  no  con- 
nection with  the  slow  component  of  the  nj'- 
stagmus.  Kerrison  states  that  when  disturb- 
ances of  equilibrium  is  a prominent  and  con- 
stant syunptom,  the  direction  in  which  the  pa- 
tient falls  or  tends  to  fall  is  constant  and  is 
for  the  most  part  independent  of  the  nystag- 
mus present.  It  should  be  remembered  that 
the  muscular  weakness,  incoordination  and 
disturbed  orthroidal  sense  are  always  homo- 
lateral, that  is  on  the  side  of  the  lesion. 

In  distinguishing  between  the  temporo- 
sphenoidal  and  cerebellar  abscess  we  should 
note  that  in  cerebellar  lesions,  headache,  vom- 
iting, eye-ground  changes  and  vertigo  are  apt 
to  be  more  severe  than  in  the  other ; that  mus- 
cular weaknesses,  when  they  do  occur,  occur 
on  the  side  of  the  lesion ; that  mental  dullness 
and  slow  cerebration,  failure  of  sustained  at- 
tention, and  the  various  tj'pes  of  aphasia  are 
characteristic  of  temporo-sphenoidal  abscess; 
that  muscular  disturbances  occur  on  the  con- 
tralateral side  of  the  body. 

Meningitis.  A tremendous  amount  of  work, 
both  clinical  and  experimental,  has  been  done 
on  this  subject  in  the  past  ten  years,  without 
however  getting  beyond  the  threshold  of  its 
solution. 

Eagleton’s  often  repeated  assertion  is  that 
every  case  of  meningitis  is  at  some  time  a lo- 
cal process.  If  it  were  possible  to  trace  the 
pathway  of  infection  and  open  up  the  basal 
cisterns  that  received  this  infectious  material 
before  it  became  diffused  we  would  appre- 
ciably' increase  our  percentage  of  cures.  Un- 
fortunately we  are  not  able  to  do  this  and 
when  the  disease  becomes  the  acute  diffuse 
type  there  is  very  little  hope  for  the  patient. 

We  recognize  various  types  of  the  disease. 
First,  the  circumscribed  pachy  meningitis, 
similar  to  extradural  abscess,  may  cause  no 
symptoms  at  all  and  usually  subsides  prompt- 
ly on  exposure  and  removal  of  diseased  bone. 

Lepto  Meningitis,  circumscribed  and  dif- 
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fused.  Serous  meniugitis,  or  meningo-en- 
eephalitis.  The  pathology  is  similar  to  those 
other  lesions  which  we  have  taken  up.  The 
infection  may  take  place  by  direct  extension, 
through  contact  of  necrotic  bone  with  the 
dura,  or  erosion  of  the  inner  table  at  some  . 
point;  through  an  infected  labyrinth. 

There  may  be  three  points  of  entrance;  by 
way  of  the  nerve  channels  opening  into  the 
internal  auditory  meatus;  by  the  aqueductus 
vestibuli  or  the  aqueductus  cochlea  which 
communicates  directly  with  the  subarach- 
noidal space. 

Finally,  as  a terminal  process  in  abscesses 
of  the  brain.  In  the  acute  cases  the  disease 
is  usually  initiated  in  by  a chill,  sharp  luse 
of  temperature  commonly  followed  by  vom- 
iting; the  pulse  is  rapid;  face  flushed;  pa- 
tient is  restle.ss  and  irritable.  This  is  suc- 
ceeded, after  several  days,  by  rigidity  of  tin' 
mu-scles  of  the  back  and  neck;  rigidity  of  the 
mufecles  of  the  leg.  Kernjg  sign;  photo- 
phobia ; strabismus ; mental  stupor  or  active 
delirium.  The  re.stlessness  and  irritability  in- 
crease and  are  succeeded  by  coma.  The  blood, 
shows  a high  white  count,  up  to  35  or  40 
thousand,  the  cells  being  mostly  polymor- 
phonuclear leucocytes. 

Lumbar  puncture.  This  is  by  far  the  most 
important  diagnostic  measure  and  its  use  in- 
stead of  being  deferred  until  well  marked 
symptoms  are  present  should  be  instituted 
early,  at  the  first  signs  of  cerebral  irritability. 
Without  going  into  detail  as  to  the  normal 
spinal  fluid  we  know  that  in  meningitis  the 
cells  are  increased,  bacteria  may  or  may  not 
be  present;  that  there  is  an  increase  in  globu- 
lin, and  a decrease  in  sugar.  Daily  studies 
of  the  spinal  fluid  give  valuable  information 
as  to  the  progress  of  the  disease  and  in  cer- 
tain types,  such  as  the  serous  meningitis,  may 
have  considerable  curative  influence  as  well. 
The  cell  count  obtained  is  of  considerable  im- 
portance. The  cloudy,  purulent  fluid  seen 
in  meningoeoccie  and  streptococcic  meningi- 
tis has  almost  100  per  cent  polymorphonu- 
clear cells  whereas  in  tubercular  meningitis 
the  fluid  may  be  almost  clear  or  opalescent 
and  the  cells  almost  wholly  mononuclear. 

In  a ease  of  meningitis  therefore,  if  suc- 
cessive lumbar  punctures  show  increased  cells, 
increased  bacteria,  increased  globulin,  and  ab- 
sence of  sugar,  the  case  is  growing  progres- 
sively worse. 

If  on  the  other  hand,  the  bacteria  disap- 
pear, the  cell  count  diminishes,  globulin  di- 
minishes, the  sugar  reappears,  the  case  is  ]>ro- 
gressing  favorably. 

Petrous  tip  suppuration.  This  subject  has 
attracted  considerable  attention  during  the 
past  few  years.  It  is  an  explanation  of  cer- 
tain cases  that  succumb  to  a terminal  men- 
ingitis. Popetzky  and  Almour,  who  have 


made  a study  of  these  cases,  state  that  all  the 
case.s  seen  have  shown  an  extecisive  i)neu- 
matization  of  the  mastoid;  large  cells  in  the 
zygoma,  around  the  tubes,  in  the  solid  angle, 
and  surrounding  the  base  of  the  petrosa. 

The  cases  show  four  distinct  periods. 
First,  canal  discharge  and  eye  pain.  Period 
of  low  grade  sepsis.  Quiescent  period.  Pe- 
riod of  diffuse  lepto  meningitis. 

Eye  pain  is  the  first  symptom  to  appear ; it 
is  on  the  side  of  the  lesion  and  is  described 
as  a deep  seated  ocular  pain,  nocturnal  in 
character  at  its  onset.  It  is  due  to  the  ir- 
ritation of  the  ophthalmic  branch  of  the  fifth 
nerve. 

Aural  discharge.  In  these  cases  the  ear 
does  not  cease  to  discharge  after  operation, 
or  after  an  interval  of  dryness,  a spontane- 
ous, free  discharge  comes  again  from  the  mid- 
dle ear,  coincident  with  or  before  the  orbital 
pain.  In  addition  to  these  symptoms  there 
may  be  slight  facial  weakness,  slight  vertigo, 
and  nystagmus ; occasional  vomiting  spells. 
This  is  succeeded  by  a i)eriod  of  low  grade 
sepsis,  fever  ranging  from  99°  to  103°. 

The  laboratory  data  furnished  by  these 
cases  is  negligible.  The  x-ray  study  is  of  con- 
siderable importance  showing  cells  extending 
into  the  petrous  tip.  Following  this  there  is 
a deceptive  interval  of  quiet  after  which  a 
terminal  meningitis  develops. 


Spontaneous  Nontuberculous  Pneumothorax  in 
Nurslings. — Gardeie  and  Sayyoe  state  that  spon- 
taneous nontuberculous  pneumothorax  is  not 
very  rare  in  early  infancy  and  it  is  more  fre- 
quent than  tuberculous  pneumothorax.  It  ap- 
peals especially  in  the  course  of  pneumonia, 
bronchopneumonia  or  pulmonary  abscess,  often 
secondary  to  one  or  another  of  the  infections. 
The  symptomatology  varies  with  the  intensity  of 
the  functional  signs,  the  casual  disease  and  the 
evolution.  It  may  take  the  form  in  which  the 
distinct  clinical  characters  may  be  recognized  at 
the  bedside,  or  the  pneumothorax  may  be  more 
or  less  latent  and  can  be  recognized  onlv  in  the 
roentgenograms.  The  transformation  into  pneu- 
mothorax is  the  course  of  bronchopneumonia 
with  pulmonary  abscess  is  frequent  and  often 
fatal.  The  prognosis  depends  on  the  causal  in- 
fection. In  the  course  of  pulmonary  infection 
with  medium  intensity  and  favorable  prognosis, 
the  pnemothorax  itself  cannot  be  considered  a 
serious  aggravation  and,  in  spite  of  early  age, 
is  well  tolerated  and  improves  rapidly.  The  pres- 
ence of  an  extravasation,  in  the  case  of  hydro- 
pneumothorax, is  not  an  aggravating  circum- 
stance unless  the  liquid  becomes  purulent.  Treat- 
ment consists  of  inhaling  large  doses  of  oxygen, 
and  tonlcardiac  and  sedative  medicaments  to  at- 
tenuate the  intensity  of  the  dyspnea. 
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TREATMENT  OF  INTRACRANIAL  COM- 
PLICATIONS FOLLOWING  EAR  AND 
MASTOID  I NFE CTIONS^=^ 

Franklin  Jelsma,  M.  S.,  M.  D. 
and 

R.  Glen  Spurling,  M.  A.,  M.  D. 

Introduction 

Intracranial  complications  of  otitic  and 
mastoid  origin  for  which  we  wish  to  con- 
sider briefly  the  therapeutic  measures  are : 1. 
Brain  abscess,  which  includes  both  cerebral 
and  cerebellar  abscesses.  2.  Generalized  sep- 
tic meningitis.  3.  Purulent  pachymeningitis 
(intradural).  4.  Serous  meningitis. 

Otitis  media  and  mastoiditis  are  the  pri- 
mary sources  of  almost  60  per  cent  of  all 
brain  abscesses.  From  veiy  careful  necropsy 
studies  on  109  cases  of  this  type,  Evans  of 
London  found  approximately  56  per  cent  to 
be  cerebral,  37  per  cent  to  be  cerebellar  and 
7 jier  cent  to  have  both  cerebellar  and  cere- 
bral abscesses.  For  every  3 cerebral  absces- 
ses, there  were  2 cerebellar  abscesses.  Fifty- 
six  of  the  62  cerebral  abscesses  were  situated 
in  the  temporosphenoidal  lobe.  Approxi- 
mately 90  per  cent  of  the  cerebral  abscesses, 
secondary  to  otitis  media  and  mastoidMis, 
were  located  in  the  temporosphenoidal  lobe. 
This  lobe  lies  directly  over  the  tegmen  tym- 
{)ani  through  which  the  infection  passes  by 
direct  extension  in  a large  majority  of  cases. 
The-  cerebellar  abscess,  on  the  other  hand, 
most  often  follows  mastoiditis  and  its  com- 
plicating conditions  and  enter  the  cerebellum 
in  most  cases  by  waj^  of  the  sigmoid  groove. 

Assuming  that  the  primary  focus  of  infec- 
tion, whether  it  be  ear  or  mastoid  or  both, 
has  been  adequately  cared  for,  eradication  of 
the  abscess  remains.  This  may  be  a long  and 
difficult  procedure.  Primarily,  the  course 
will  depend  upon  the  nature  and  virulence  of 
the  infection,  as  well  as  the  general  condi- 
tion of  the  patient  and  his  reaction  to  the 
particular  organism.  The  usual  organisms 
are  streptococcus,  staphylococcus  and  pneu- 
mococcus or  some  combination  of  the  three. 

The  primary  motive  in  treatment  is  to  af- 
ford drainage  with  as  little  damage  to  the 
brain  tissue  locally  and  to  the  patient  gen- 
erally as  is  possible.  Every  precaution  must 
be  used  to  prevent  the  spread  of  the  infec- 
tion by  way  of  the  subarachnoid  space  or  into 
the  ventricles  either  by  direct  extension  of 
the  abscess  or  because  of  oi)erative  pro- 
cedures. As  a rule,  it  is  better  to  treat  the 
patient  palliatively  with  active  supportive 
measures  until  the  inflammatory  process  has 
become  chronic  and  well  walled  off.  While 
this  is  taking  place,  the  most  rigid  scrutiny 
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must  be  kept  for  signs  that  would  necessitate 
immediate  interference.  A sudden  or  a grad- 
ual change  for  the  worse  clinically,  such  as  an 
increase  in  temperature,  vomiting,  headache, 
drowsiness,  delirium  or  loss  of  strength  may 
preclude  further  waiting. 

The  state  of  the  eyes,  as  determined  by  re- 
peated perimetric  examinations,  is  of  utmost 
importance  in  estimating  the  activity  of  a 
temporosphenoidal  abscess.  The  common 
perimetric  jiicture  of  this  lesion  is  a homono- 
mous  defect  in  the  superior  quadrant. 
Should  it  be  found  that  the  homonomoiis 
quadrant  defect  is  gradually  enlarging  from 
day  to  day  to  include  the  lower  quadrant, 
certainly  the  abscess  is  becoming  larger  and 
should  call  for  immediate  operation. 

Furthermore,  the  perimetric  field  defects 
will  indicate  the  approximate  level  of  the  ab- 
scess. A superior  quadrant  defect  places  the 
lesion  in  the  lower  portion  of  the  temporo- 
sphenoidal lobe,  while  a homonomous  inferior 
quadrant  defect  points  to  a lesion  higher  up 
in  the  same  lobe.  The  perimetric  field,  then, 
is  a good  aid  in  placing  the  incision  for 
drainage.  It  must  be  realized,  however,  that 
not  all  patients  will  be  able  to  cooperate  suf- 
ficiently to  enable  one  to  take  a field,  but 
attempts  made  from  day  to  day,  often  on  the 
sickest  patients,  will  eventually  be  rewarded 
with  a cooperative  period  when  a field  may 
be  secured. 

The  opportune  time  for  operative  interfer- 
ence has  arrived.  There  is  no  set  time  inter- 
val. Each  case  has  its  own  specific  deter- 
mining factors  as  to  when  operative  measures 
must  be  instituted  as  well  as  to  what  type  of 
operation  is  required.  The  septic  mastoid 
wound  is  well  sealed  off  by  placing  gutta- 
percha over  the  wound  and  pressing  lightly 
around  the  margins  with  a hot  saline  sponge 
which  causes  the  gutta-percha  to  melt  and 
become  securely  sealed.  It  is  always  best  to 
.make  a small  incision  through  the  scalp  in  a 
clean  field  directly  over  where  the  abscess  is 
thought  to  be.  A small  burr  hole  is  made  in 
the  skull  and  enlarged  with  rongeurs  if  neces- 
sary. The  meningeal  interspaces  are  sealed 
with  a coagulating  current,  and  the  dura  is 
incised  w^h  ain  electric  knife.  This  pre- 
vents subsequent  contamination  of  the  sub- 
arachnoid space.  If  an  abscess  lies  betneath, 
the  cortex  will  bulge  through  the  dural  open- 
ing and  further  serves  to  prevent  eontami- 
natioin  of  the  subarachnoid  and  subdural 
spaces.  Then  with  a ventricular  needle,  the 
abscess  wall  is  encountered  and  pierced.  The 
pus  is  allowed!  to  flow  out  of  the  needle  imto 
a medicine  glass  and  at  times  slight  suction 
.may  be  employed  by  means  of  a luer.  This* 
suction  should  by  all  means  be  very  care- 
fully applied. 
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The  patient  usually  shows  some  temporary 
relief  of  symptoms  after  the  drainage  of  the 
abscess,  but  in  the  majority  of  cases,  the  cav- 
ity refills  with  pus  and  the  symptoms  return. 
Tnere  are  a few,  however,  that  never  require 
further  aspiration,  and  a few  more  that  will 
recover  after  two  or  three  aspirations.  These 
subsequent  aspirations  may  be  performed  in 
bed,  and  at  the  most  may  require  a little  no- 
vocain infiltration  along  the  margins  of  the 
scalp  woufnd  before  the  ventricular  needle  is 
inserted. 

However,  if  it  is  found  that  the  organism 
is  virulent,  and  the  cavity  continues  to  retHl 
after  repeated  aspirations,  a tube  may  be  in- 
serted under  direct  vision,  or  the  wall  of  the 
abscess  may  be  incised  and  sutured  to  the 
scalp,  affording  open  drainage,  or  one  of  the 
various  mechanical  devices  such  as  the  Hosier 
cone  and  the  wire  basket  may  be  employed. 
Which  one  used  will  depend  upon  the  par- 
ticular need  and  the  surgeon’s  judgment. 

A verj'  minor  operative  procedure  may  in 
a certain  instance  be  a radical  operation,  and 
vice  versa,  all  depending  upon  what  is  neces- 
sary to  secure  the  desired  result,  namely,  a 
cure.  Certainly,  one  would  not  want  to  turn 
down  a bone  flap,  or  sacrifice  a large  area  of 
the  skull  with  biting  rongeurs,  or  remove  a 
lobe  of  the  brain  if  as  good  results  can  be 
secured  by  a less  destructive  and  by  a less 
exhaustive  operation  to  the  patient. 

There  is  one  factor  which  I think  will  be 
well  to  mention  at  this  time,  and  that  is  the 
employment  of  air  for  the  visualization  of 
the  size,  extent  and  the  exact  position  of  the 
abscess  cavity.  It  can  be  used  as  a valuable 
adjunct  before  attempting  to  uncover  the  ab- 
scess and  establish  permanent  drainage.  It 
will  make  possible  the  utilization  of  the  near- 
est point  of  the  abscess  to  the  surface,  and, 
hence,  less  destruction  of  the  brain  as  open 
drainage  is  established. 

Cerebellar  Abscesses.  It  has  been  our  ex- 
perience that  cerebellar  abscesses  recover 
with  less  extensive  treatment;  usually,  one 
or  two  aspirations  are  all  that  are  nece.ssary. 
Out  of  five  cases  of  cerebellar  abscesses 
treated,  four  recovered  with  not  more  than 
two  aspirations,  and  the  fifth  recovered  after 
the  insertion  of  a small  tube  for  drainage. 
In  dealing  with  cerebellar  abscess,  it  is  espe- 
cially important  that  the  subarachnoid  space 
is  well  walled  off  before  an^i  attempt  at  as- 
piration is  made,  because  there  always  seem 
to  be  fewer  adhesions  and  more  subarachnoid 
fluid  present  in  this  region. 

Meningitis.  Let  us  consider  briefly  the 
treatment  for  the  common  forms  of  septic 
meningitis  which  follow  ear  and  mastoid  in- 
fections. These  are  streptococcic,  staphylo- 
coccic and  pneumococcic  meningitis.  For 
streptococcic  and  staphylococcic  meningitis. 


continuous  drai)iage  of  the  spinal  fluid  has 
given  the  best,  results  in  our  hands.  This 
may  be  accomplished  by  one  of  two  methods; 
namely,  a laminectomy  with  the  insertion  of 
a drain  in  the  subarachnoid  space,  or  by  in- 
sertion of  a canula  without  a laminectomy 
into  the  subarachnoid  space. 

The  laminectomy  and  drainage  may  be  per- 
formed at  the  level  of  the  first  lumbar  verte- 
bra or  in  the  cisternal  area.  If  performed 
below,  the  level  of  the  first  lumbar  vertebra 
IS  used  because  of  less  likelihood  of  the  nerve 
trunks  to  herniate  through  the  drainage 
wound. 

In  the  canula  method,  an  especially  con- 
structed instrument  is  used.  It  may  be  made 
in  various  sizes.  However,  we  usually  use  a 
size  No.  lU  French,  the  length  vaiying  with 
the  thickness  of  the  soft  tissues  of  the  pa- 
tient’s back.  It  has  a flange  on  the  outer  end 
to  fit  against  the  back.  It  is  best  introduced 
in  the  lower  lumbar  region.  It  affords  con- 
tinuous drainage  of  spinal  fluid  as  does  lam- 
inectomy, only  it  is  a much  simpler  pro- 
cedure and  can  be  used  on  very  sick  patients 
with  very  little  disturbance.  \Ve  have  never 
used  continuous  drainage  unless  the  organ- 
ism had  been  definitely  identified  as  strepto- 
coccus or  staphylococcus. 

Continuous  spinal  fluid  drainage  affords  an 
avenue  of  escape  for  the  products  of  inflam- 
mation. It  helps  to  reduce  the  swelling  and 
edema  that  accompanies  the  inflammatory 
process.  The  patient  feels  much  better  after 
the  relief  of  the  increased  intracranial  pres- 
sure which  is  usually  present  in  cases  of  men- 
ingitis. It  is  very  important  in  this  form  of 
treatment  to  keep  the  fluid  intake  around 
5000  c.c.  per  24  hours.  With  a high  fluid 
intake,  there  is  an  increase  of  spinal  fluid 
output  with  continuous  drainage,  which  acts 
as  a lavage  to  the  subarachnoid  space. 

We  have  employed  this  method  on  33  cases 
of  septic  meningitis,  non-meningococcic  in  or- 
igin, with  9 recoveries.  This  gives  a recovery 
rate  of  a little  more  than  27  per  cent  of  cases 
with  streptococcic  and  staphylococcic  menin- 
gitis. 

We  wish  to  make  only  a brief  remark  con- 
cerning the  treatment  of  meningococcic  men- 
ingitis. Serum  administered  by  the  cistenial 
route  has  been  thought  to  be  more  efficacious 
than  when  given  by  the  lumbar  route.  It  will 
become  more  thoroughly  disseminated 
throughout  the  si;barachnoid  spaces.  Very 
good  results  have  been  obtained  by  the  ven- 
tricular introduction  of  serum  through  a 
small  burr  hole  in  the  occipital  region  with 
simultaneous  lumbar  drainage,  allowing  the 
fluid  to  enter  above  and  drain  out  from  be- 
low. It  is  our  personal  opinion  that  this 
method  will  give  a higher  percentage  of  re- 
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coveries  than  any  of  the  other  methods  of  ad- 
ministration of  the  serum. 

Until  about  18  months  ago,  the  treatment 
of  pneumocoeeie  meningitis,  in  our  experi- 
ence, always  has  been  quite  a discouraging 
procedure.  At  this  time,  we  started  treating 
these  eases  with  ethyl-hj^drocupreine  or  Op- 
tociiin  Base  by  mouth  in  conjunction  with 
spinal  punctures.  Out  of  5 cases  of  pneumo- 
coecic  meningitis  treated  this  way,  3 have 
recovered.  This  is  not  a large  enough  series 
from  which  to  draw  conclusions.  The  or- 
ganisms were  cultured  and  identified  in  each 
case.  The  day  after  the  administration  of 
the  Optochin  Base,  each  case  that  recovered 
showed  a marked  fall  in  temperature,  and 
there  was  a like  pronounced  improvement  of 
the  j)atient’s  clinical  condition.  There  was 
a decided  reduction  in  the  number  of  cells  in 
the  spinal  fluid. 

It  is  known  that  Optochin  Base  has  a high 
germicidal  value  for  pneumococcic  organisms 
in  vitro.  It  may  be  that  the  usual  intraven- 
ous or  intra-arterial  administration  with 
serums  or  intraventricular  injection  does  not 
afford  the  necessary  continued  concentration 
in  the  blood  stream  and  places  where  needed. 
The  oral  method  permits  regular  administra- 
tion at  certain  time  intervals  with  a given 
absorption  and  dilution  as  determined  by  the 
intake  of  only  5 ounces  of  milk  with  each 
dose.  There  is  nothing  else  taken  by  mouth 
during  the  administration  of  the  drug  to  af- 
fect its  dilution  or  assimilation. 

Purulent  Pachymeningitis.  Now  let  ns  con- 
sider briefly  the  two  less  frequently  encoun- 
tered complications  of  ear  and  mastoid  in- 
fection ; i.  e.,  purulent  pachymeningitis  and 
arachnoiditis.  The  former  may  simulate  tem- 
porosphenoidal  abscesses  except  that  the  tem- 
perature is  usually  higher  and  the  condition 
more  fulminating.  Pus  accumulates  beneath 
the  dura  and  may  or  may  not  be  walled  off. 
If  the  process  is  not  walled  off,  a pyocephalus 
soon  results  and  little  can  be  done.  If  the  pus 
is  localized,  opening  of  the  dura  and  drain- 
age is  indicated.  Further  exploration  for  a 
suspected  deep-seated  brain  abscess  should 
not  be  attempted. 

Arachnoiditis  oftentimes  follows  mastoid- 
itis and  may  simulate  a eei’ebellar  abscess. 
IMeningeal  signs  with  increased  cell  count  in 
the  spinal  fluid  with  lack  of  focal  signs  will 
permit  one  to  recognize  the  condition.  Pal- 
liative treatment  is  all  that  is  necessary  un- 
less signs  of  marked  increased  intracranial 
pressure  should  be  present.  This  usually  re- 
sults from  adhesions  in  the  region  of  the 
fourth  ventricle  with  blockage  of  spinal  fluid 
circulation.  A suboccipital  decompression 
with  opening  of  the  dura  and  breaking  up  of 
these  adhesions  is  important.  Complete  re- 
lief usually  follows.  This  should  be.  per- 


formed before  the  increased  pressure  has 
caused  pei-manent  damage  to  the  eyes. 
Summary 

1.  Brain  abscess  should  be  allowed  to  be- 
come chronic. 

2.  The  type  of  operation  should  be  selected 
I'arefull}';  many  times  the  simples*  of  pro- 
cedures will  prove  sufficient. 

3.  0])en  drainage  is  advocated  for  septic 
meningitis. 

-1.  Pneumococcic  meningitis  is  treated  with 
oi-al  administration  of  Optochin  Base. 

5.  Purulent  pachymeningitis  and  serous 
meningitis  are  discussed  briefly. 

DISCUSSION 

S.  G.  Dabney:  I have  greatly  enjoyed  these 

papers;  all  of  them  seem  to  me  excellent.  A 
word  or  two  first  about  Dr.  Bass’  on  otitis  media. 

All  are  familiar,  particularly  pediatricians, 
with  the  aural  complications  of  the  acute  exan- 
themata. On  reviewing  the  statistics  on  this 
subject  I was  somewhat  srrprised  at  the  report 
of  Duell.  On  examining  6,000  cases  at  the  Wil- 
lard Parker  Hospital  of  contagions  diseases  he 
found  otitis  media  occurred  in  5%  of  measles, 
10%  of  diphtheria,  and  20%  of  scarlet  fever. 

I think  Dr.  Bass  is  to  be  commended  for  em- 
phasizing the  anatomy  of  the  ear  in  infants;  in 
them,  as  he  stated,  there  is  really  no  mastoid 
process,  but  the  mastoid  antrum  is  fully  as  large 
as  it  is  in  an  adult;  it  has  been  proposed  to  call 
these  cases  of  infantile  diseases  “anthritis”  in- 
stead of  mastoiditis.  This  disease  is  not  uncom- 
mon, and  I have  seen  several  cases  where  the 
bone  was  perforated  and  a sub-periosteal  ab- 
scess formed  with  only  slight  preceding  symp- 
toms. 

An  interesting  contribution  to  the  ear  com- 
plications in  infectious  disease.^  is  the  recent 
statement  of  Dr.  Shambaugh  that  profound  deaf- 
ness following  scarlet  fever  is  due  not  to  sup- 
purative otitis  media,  though  that  may  co-exist, 
but  to  an  inflammation  of  the  auditoij^  nerve 
caused  by  the  toxemia  of  the  disease. 

Dr.  Bass  wisely  emphasizes  the  importance  of 
early  incision,  but  I wisii  he  had  referred  also 
to  the  after  treatment.  Some  prefer  douching 
the  ear  gently  with  normal  saline  solution  or 
other  simple  cleansing  agents  and  then  carefully 
wiping  it  dry,  while  others  simply  wipe  the  ear 
dry  as  possible  and  then  pack  a little  wick  of 
sterile  gauze  down  into  the  auditory  canal  to  the 
drum  membrane,  changing  it  as  frequently  as 
necessary.  It  seems  to  me  that  the  objection  to 
this  last  procedure  is  that  the  wick  is  not  apt  to 
be  properly  applied  except  by  the  Doctor  or  a 
well  trained  nurse. 

Now  as  to  indications  for  operation  in  acute 
mastoiditis;  It  might  be  thought  that  in  a dis- 
ease so  long  studied  there  would  be  a general 
consensus  of  opinion;  this,  however,  is  not  true. 
There  are  some  who  think  that  pain,  tender- 
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ness,  profuse  discharge,  and  perhaps  slight  fever 
call  for  operation  in  the  first  week,  and  there 
are  others  who  think  it  wise  to  wait  several 
weeks.  Dr.'  Dean  talked  interestingly  on  this 
subject,  and  I think  prefers  late  operation — we 
would  be  iglad  to  hear  from  him  further  in  clos- 
ing. Personally,  I think  the  middle  ground  is 
the  wiser;  namely,  to  operate  if  the  symptoms 
persist  after  ten  or  twelve  days. 

I believe  Dr.  Dean  said  if  he  had  to  pick  out 
one  symptom  of  most  importance  it  would  be 
pain,  but  in  my  experience  I believe  I would 
choose  as  the  chief  single  symptom,  persistent 
tenderness  on  deep  pressure  over  the  mastoid. 
It  is  common  to  find  this  and  other  mastoid 
symptoms  for  the  first  week  in  any  severe  case 
of  suppurative  otitis  media,  but  the  persistence 
of  such  symptoms  for  ten  days  or  longer  is 
very  suggestive  of  genuine  mastoiditis;  this  is 
true  also  of  late  pain  and  tenderness  occuring  a 
week  or  more  after  the  beginning  of  the  sup- 
purative otitis  media. 

I have  seen  two  cases  of  Gradenigo  Syndrome, 
acute  suppurative  otitis  media,  pain  in  the 
temple  and  paralysis  of  the  external  rectus 
muscle — both  recovered  without  operation  and 
both  had  a second  attack  occuring  many  months 
or  perhaps  a year  afterwards  which  also  recov- 
ered without  operation;  both  occurred  in  chil- 
dren under  fourteen  years  old. 

Now  just  a word  or  two  in  regard  to  lateral 
sinus  thrombosis;  Don’t  forget  erysipelas.  I’ve 
seen  two  cases  in  which  the  subsequent  course 
of  the  disease  seemed  to  prove  that  the  erysip- 
elas was  the  cause  of  the  whole  trouble.  It 
may  also,  as  I understand  it,  cause  the  strepto- 
coccus in  the  blood. 

Finally,  a word  as  to  the  diagnosis  in  those 
cases  in  which  the  sinus  is  opened  and  no  clot 
found;  it  seems  to  me  that  in  these  cases  the 
diagnosis  is  not  conclusively  established,  even 
though  the  symptoms  improve  and  the  patient 
gets  well. 

W,  R.  Pryor:  With  practically  every  mid- 

dle ear  abscess  there  is  some  involvement 
of  the  mastoid  cells.  This  may  be  a mild 
inflammatory  reaction  in  the  mucosa  or  an  ex- 
udate, depending  on  the  virulence  of  the  organ- 
ism and  the  resistance  of  the  host.  In  only  a 
small  percentage  of  cases  does  this  result  in  a 
clinical  mastoid.  Abscess  in  the  middle  ear  has 
been  often  treated  by  phenol  drops  and  the  drum 
allowed  to  rupture  spontaneously.  This  is  usu- 
ally accomplished  by  a small  perforation  in  the 
anterior  inferior  quadrant  which  does  not  pro- 
vide sufficient  drainage.  Also,  it  heals  very 
easily  allowing  a recurrence  of  the  pus  under 
pressure  and  makes  Mastoiditis  much  more  likely 
than  following  the  usual  wide  paracentesis  in  the 
posterior  inferior  quadrant. 

Certain  signs  and  symptoms  present  them- 
selves during  middle  ear  or  mastoid  infection 


which  alarm  the  general  physician,  but  do  not 
have  the  grave  import  of  other  less  striking  ones 
which  may  entirely  escape  his  notice.  As  he  is 
often  the  intermediary  between  family  and  Otol- 
cigist  his  ability  to  differentiate  may  be  a val- 
uable aid  to  both. 

Tenderness  over  the  mastoid  antrum  at  the 
onset  of  a middle  ear  abscess  or  persisting  after 
spontaneous  rupture  is  usually  relieved  follow- 
ing the  additional  drainage  provided  by  paracen- 
tesis. However,  this  same  symptom  coming  on 
after  the  ear  has  been  discharging  for  some  days 
or  weeks  has  a far  graver  significance. 

It  is  remarkable  how  many  cases  of  actual 
Mastoiditis  lack  this  oft  quoted  cardinal  sign. 
I have  opened  a number  of  necrotic  mastoids 
which  have  never  at  any  time  been  tender  over 
the  mastoid.  This  is,  undoubtedly,  explained  by 
a thick  cortex  externally  or  an  erosion  of  the 
inner  plate,  the  pressure  being  absorbed  by  the 
uncovered  dura.  Pain  is  a frequent  symptom  and 
although  usually  located  over  the  mastoid  may 
be  in  the  form  of  a generalized  headache  or 
again  referred  to  definite  areas.  I,  recently, 
operated  on  a patient  with  severe  pain  along  the 
anterior  border  of  the  sternomastoid  muscle  and 
in  the  eye  of  the  same  side.  A large  tip  cell 
filled  with  pus  under  pressure  was  found.  When 
dura  was  uncovered  in  the  zygomatic  area  pus 
under  pressure  escaped  there. 

Rise  in  temperature  is  a valuable  aid  in  de- 
termining the  onset  of  a clinical  mastoid.  Fol- 
lowing the  opening  of  the  drum  fever  usually 
subsides  as  soon  as  drainage  is  thoroughly  estab- 
lished. An  elevation  of  temperature  after  a nor- 
mal period,  other  causes  being  ruled  out,  should 
make  one  suspicious  of  a mastoid.  Also,  a tem- 
perature which  continues  high  in  spite  of  ade- 
quate drainage  may  indicate  a virulent  infec- 
tion and  require  early  intervention. 

Probably  the  most  dangerous  type  of  infec- 
tion that  we  have  is  that  of  the  streptococcus 
mucosus  capsulatus.  In  the  clinics  of  Vienna 
it  is  seen  daily,  but  has  not  been  so  frequently 
reported  in  this  country.  However,  one  experi- 
ence with  its  complications  is  sufficient  for  a 
lifetime.  Its  nearly  painless  onset  and  scant  dis- 
charge make  it  frequently  overlooked  by  both 
patient  and  practitioner.  The  first  evidence  of 
its  deadly  power  may  be  a subperiosteal  abscess, 
a Bezold  mastoid  or  an  intracranial  complica- 
tion. There  is  a dull  grayish  red  appearance  to 
the  drum  which  is  characteristic.  This  drum 
never  returns  to  normal.  Other  symptoms  are 
marked  loss  of  hearing  and  persistent  tinnitus. 
Professor  Neumann  says  that  every  mucosus 
capsulatus  ear  should  have  a Mastoidectomy. 

Every  general  practitioner  has  patients  come 
to  him  for  treatment  of  a chronic  foul  smelling 
ear  or  he  may  encounter  the  condition  in  a 
routine  physical  examination.  Time  does  not 
permit  a consideration  of  the  pathology  of  the 
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chronic  ear  hut  odor  from  a suppurative  ear 
means  bone  destruction  and  this  usually  involves 
the  mastoid.  Before  any  chronic  ear  is  allowed 
to  follow  the  regime  of  drops  so  prevalent,  a 
careful  functional  test  should  be  made  together 
with  a test  for  the  fistula  symptom.  Many  rad- 
ical mastoid  operations  can  be  everted  by  the 
Sulzberger  powder  treatment,  although  this 
treatment  may  take  weeks  or  months. 

Facial  nerve  paralysis  coming  on  during  a 
chronic  ear  indicates  extensive  bone  destruction, 
and  requires  immediate  intervention.  Tempera- 
ture over  100  persisting  several  days  should  be 
viewed  with  alarm.  All  too  often  the  ear  spe- 
cialist sees  these  cases  only  after  some  intra- 
cranial complication  has  ensued.  Probably  there 
is  no  pathological  condition  in  the  body  with  as 
grave  possibilities  which  is  given  such  scant  con- 
sideration as  the  chronic  ear. 

Octavus  Dulaney;  I think  the  gentlemen  who 
composed  this  Symposium  hrve  certainly  given 
us  a very  concrete  discussion  of  the  subject. 
Borrowing  a phrase  used  recently  by  Dr.  Virgil 
Simpson,  “The  subject  has  been  brought  right 
up  to  April  18,  1932.” 

One  thing  Dr.  Bass  failed  to  mention  was  al- 
lergy. In  a case  in  which  I was  associated  with 
Dr.  Bruce,  a child  about  8 years  of  age  had  a 
decided  tendency  to  recurring  colds,  bronchitis, 
asthma,  with  frequent  ear  symptoms,  at  times 
becoming  quite  severe.  Patient  had  a number 
of  ear  punctures  from  time  to  time  and  compar- 
ative comfort  would  be  obtained  for  a short 
while.  The  tonsils  and  adenoids  had  been  re- 
moved without  relief.  These  recurrent  symp- 
toms seemed  to  be  more  frequent  in  the  winter 
months.  In  1931,  Dr.  Bruce  sent  this  patient 
to  Memphis  to  Dr.  Henry,  who  made  various 
tests  and  found  that  the  child  was  sensitive  to 
many  things,  and  especially  to  linters.  What 
we  mean  by  linters  is  the  cotton  that  is  taken 
off  the  cotton  seeds  before  they  are  crushed  into 
oil,  and  this  cotton  is  used  largely  in  mattresses. 
Patient  was  sensitive  to  the  ordinary  lint  cotton, 
and  had  been  sleeping  on  a mattress  made  of 
linters;  a change  was  made  and  she  has  been  re- 
lieved almost  entirely  of  all  her  past  ear  symp- 
toms. Before  this,  I have  seen  her  when  she 
had  a decided  tenderness  over  the  mastoid  in 
conjunction  with  a bulging  and  red  ear  drum. 
Although  this  was  always  relieved  quickly  by 
a myringotomy,  there  is  danger  of  repeated 
myringotomies,  occasionally  one  is  liable  to  get 
an  infection  from  the  outside. 

I recall  another  case  of  a lady  about  40  years 
of  age,  who  had  similar  symptoms  caused  by  al- 
lergy, and  I am  sure  that  this  had  something  to 
do  with  the  mastoid  infection  she  later  developed 
and  for  which  she  was  operated. 

J.  Harvey  Hester:  I have  enjoyed  this 

symposium  very  much;  it  was  very  instruc- 
tive and  beneficial  to  me. 

I am  of  the  same  opinion  as  Dr.  Hall;  that  is. 


I believe  that  careful  “history  taking”  in  all  of 
these  cases  is  very  important.  We  gain  so  much 
from  these  histories  which  helps  us  in  our  di- 
agnosis as  well  as  our  treatment. 

One  thing  that  Dr.  Dabney  mentioned,  also 
Dr.  Hall,  as  to  the  important  symptoms.  Pain 
and  tenderness  are  two  very  important  symp- 
toms. However,  discharge  is  also  an  important 
symptom.  A profuse  discharge  lasting  for  ten 
days  or  two  weeks  with  or  without  pain,  in  my 
opinion,  should  be  carefully  investigated.  An 
x-ray  should  be  made  to  determine  whether  or 
not  there  is  any  cell  destruction;  if  there  is  cell 
destruction,  an  operation  should  be  done  im- 
mediately. 

As  to  irrigation:  I do  not  exactly  agree  with 
some  of  our  men  in  regard  to  irrigation.  Ir- 
rigation in  the  hands  of  an  inexperienced  per- 
son, like  one  of  the  family,  is  very  dangerous  in 
my  judgment.  Too  much  force  may  be  used, 
which  may  cause  extension  into  the  mastoid  and 
causes  mastoid  infection  if  not  already  present. 
I usually  advise  against  irrigation  unless  a com- 
petent nurse  is  in  charge  of  patient.  I never 
operate  upon  a case  without  a previous  x-ray 
examination.  Indications  for  an  opera'^ion  in  my 
opinion  are  pain,  tenderness,  discharge,  tempera- 
ture ranging  from  100°-102°  F.  with  cell  de- 
struction, and  then  I do  not  hesitate  to  go  in 
and  do  what  is  necessary.  I think  one  of  the 
most  important  things  is  seeing  these  cases  early 
and  do  a paracenteses  to  secure  drainage. 
Drainage  is  one  of  the  things  I try  to  establish 
early,  through  the  nose  as  well  as  the  external 
ear  canal. 

B.  F.  Zimmerman;  The  entire  symposium 
was  interesting  and  instructive;  it  was  one 
of  the  best  I have  heard  before  this  Society. 
The  papers  by  Doctors  Hall  and  Jelsma  should 
be  of  particular  interest  to  the  profession  in  gen- 
eral. I agree  with  Dr.  Hall  that  the  diagnosis 
of  intracranial  complication  is  not  always  easy. 
This  is  particularly  true  in  the  acute  stage  where 
the  symptoms  of  the  primary  disease  so  often 
obscure  those  of  intracranial  complication.  A 
lesion  entirely  extradural  may  simulate  an  intra- 
dural one,  and  careful  study  of  the  symntoms 
and  their  progress  is  necessary  before  a differ- 
ential diagnosis  can  be  arrived  at. 

The  results  of  treatment  from  the  methods 
employed  by  Dr.  Jelsma  in  his  cases,  are  most 
gratifying.  It  has  been  my  practice  to  establish 
drainage  rather  than  to  rely  on  simple  aspira- 
tion in  cases  of  brain  abscess.  I have  used  the 
rubber  tube  and  the  metal  cannula,  with  I should 
say  average  success.  In  two  cases  I have  used 
a Mikulicz’  drain  with  prompt  recovery. 

The  results  of  the  treatment  for  meningitis 
are  very  good  and  it  will  be  interesting  to  see 
what  the  results  of  a larger  series  may  show. 
If  they  are  as  good  as  reported  in  this  limited 
series,  a distinct  step  forward  will  have  been 
taken. 
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Shelton  Watkins:  We  have  been  treated 

with  excellent  papers.  I wish  the  general 
physician  would  enter  into  the  discussion  more 
and,  also,  ask  questions. 

In  regard  to  Doctor  Bass’s  paper,  there  are 
two  or  three  points  I would  like  to  bring  out. 
One  is  that  acute  suppurative  otitis  media  some- 
times develops  at  the  onset,  or  just  preceding, 
an  acute  infectious  disease.  It  is  important,  I 
think,  to  remember  this  in  deciding  what  type 
of  anaesthetic  to  give  when  opening  the  tym- 
panic membrane  and  to  be  on  our  guard  for  the 
exanthemata  of  childhood,  for,  when  such  is  the 
case,  a general  anaesthetic  is  to  be  avoided,  if 
possible.  Another  point  is  in  regard  to  incision 
of  the  tympanic  membrane  in  cases  of  acute 
suppurative  otitis  media.  If  the  temperature  is 
not  high  and  the  symptoms  not  pronounced,  1 
think  we  are  justified  in  conservative  treatment. 
Especially  is  this  true  in  cases  secondary  to 
“head  colds”.  Many  cases  will  take  care  of 
themselves  without  incision.  Should  the  pa- 
tient’s condition  get  worse,  incision  can  be  done 
with  very  little  delay.  Of  course,  when  the 
symptoms  are  pronounced  when  first  seen,  a 
prompt  and  free  incision  should  be  made  and 
repeated  as  often  as  necessary.  In  infants  and 
small  children  the  temperature  sometimes  is  very 
high,  104°-105°  F.  and  the  child  becomes  ir- 
ritable and  restless,  which  may  cause  one  to  fear 
a serious  complication,  as  meningitis.  Often  a 
free  incision  of  the  tympanic  membrane  will 
relieve  all  of  the  symptoms  within  a few  hours. 

In  regard  to  Doctor  Dean’s  paper,  I wish  to 
say  that  acute  mastoiditis  can  be  compared  very 
much  to  acute  appendicitis.  Both  conditions 
may  be  very  mild  and  heal  without  operation, 
but  in  each  at  times  the  patient  may  be  carry- 
ing a stick  of  dynamite  that  may  explode.  An- 
other similarity  is  that  in  each  any  one  symp- 
tom may  at  times  be  absent.  I feel  that  in  a 
case  where  there  are  no  alarming  symptoms,  and 
the  white  blood  count  is  not  high,  it  can  be 
watched  three  or  four  weeks  and  even  longer 
without  any  undue  risk.  If  I had  to  rely  on 
only  one  symptom,  I would  choose  the  discharge. 

I feel  more  can  be  determined  from  it  than  any 
other  symptom  alone.  I do  not  think  pain  alone 
without  aural  discharge  is,  as  Doctor  Zimmer- 
man has  said,  an  indication  of  mastoiditis.  A 
number  of  conditions  about  the  head  and  throat 
may  cause  mastoidalgia  and  the  burden  of  proof 
is  decidedly  upon  the  one  who  makes  such  a di- 
agnosis. 

In  regard  to  Doctor  Hall’s  paper,  I wish  to 
bring  up  the  point  that  intracranial  complica- 
tions of  otitic  origin  are  frequently  multiple, 
which  greatly  obscures  the  picture.  In  the  in- 
terpretation of  the  Queckenstedt  test,  it  should 
be  remembered  that  it  is  not  positive  unless 
there  is  a complete  blockage  of  the  sinus.  There 
may  be  a mural  thrombus  and  septic  emboli  will 


be  carried  all  over  the  body  before  the  Queck- 
enstedt test  would  become  positive. 

A few  words  about  the  diagnosis  of  brain  ab- 
scess. It  is  most  difficult  to  recognize  in  the 
early  and  latent  stages,  and  in  the  terminal  stage 
almost  anyone  can  diagnose  it.  The  most  re- 
liable symptoms  in  the  early  stage  are,  I be- 
lieve, a persistent  headache,  which  often  goes 
from  the  front  to  the  back  of  the  head,  and 
mental  and  physical  fatigue.  I would  like  to 
ask  Doctor  Jelsma  what  he  thinks  of  the  King 
treatment  and,  request  that  he  compare  it  to  the 
Dandy  treatment  of  brain  abscess,  which  he  ad- 
vocated. 

J.  J.  Glaboff:  There  are  two  outstanding 

reasons  for  the  greater  frequency  of  ac- 
quired diseases  of  the  ear  in  children;  (1) 
the  occurence  in  childhood  of  the  infectious 
fevers;  (2)  the  greater  frequency  of  acute  in- 
fections involving  the  respiratory  tract  with  the 
harmful  sequelae  involving  the  middle  ear  and 
dependent  frequently  on  the  presence  of  ade- 
noids and  emarged  tonsils. 

The  outstanding  symptom  of  an  otitis  media 
in  an  older  child  is  pain  in  the  ear,  commonly 
intermittent  and  lancinating,  with  or  without 
tenderness  on  pressure  over  the  tragus.  The 
outstanding  symptom  in  an  infant  is  great  rest- 
lessness and  intermittent  crying  out  especially 
when  in  the  recumbent  position,  and  so  there- 
fore more  at  night.  Mothers  frequently  state 
that  they  held  the  baby  up  in  their  arms  all 
night  as  the  only  means  of  getting  relief.  Pain 
is  not  a reliable  prognostic  symptom,  per  se,  ex- 
cept that  if  it  persists  in  spite  of  the  use  of  5 
per  cent  carboglycerine,  it  means  a persistent, 
usually  progressive  condition  that  will  probably 
lead  to  spontaneous  rupture  or  require  paracen- 
tesis. Fever  is  not  always  a dependable  symp- 
tom. It  is  nearly  always  present  to  some  de- 
gree; it  may  be  quite  high.  In  greatly  under- 
nourished infants  or  children  fever  may  not  be 
present. 

Otitis  media  in  the  hospitalized  cases  is  much 
more  severe  and  is  followed  more  commonly  by 
grave  digestive  and  nutritional  disorders,  than 
is  otitis  media  in  private  practice  in  the  home. 
The  explanation  for  this  is  that  nearly  90  per 
cent  of  the  hospitalized  patients  are  in  a dys- 
thropic  or  athreptic  state  on  admission.  The 
constant  recumbent  position  of  the  hospitalized 
infant  favors  the  gravitation  of  infected  ma- 
terial from  the  throat  to  the  middle  ear  and  the 
mastoid.  The  otitis  media  in  these  cases  is  al- 
most symptomless.  Sometimes  a subnormal  tem- 
perature is  present.  Vomiting  and  diarrhea  are 
frequent  symptoms  of  the  condition  and  lead  to 
serious  dehydration. 

Facial  paralysis  is  rare  in  acute  otitis  media; 
it  occurs  more  frequently  in  chronic  otorrhea, 
i!i  which  it  always  leads  to  a well  founded  sus- 
picion of  tuberculosis  etiology.  Nystagmus  and 
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involvement  of  the  sixth  or  seventh  nerve  call 
for  serfous  consultation. 

As  regards  relationship  between  otitis  media 
and  gastro-intestinal  tract  infection,  there  is 
much  debate.  One  side  states  that  the  gastro- 
intestinal infection  is  secondary  to  the  otitis  med- 
ia; the  other  side  states  that  the  otitis  media 
is  concomitant  with  the  gastro-intestinal  infec- 
tion, and  has  no  relationship  with  it.  From  a 
review  of  literature,  evidence  favoi’s  the  view 
that  the  otitic  condition  is  not  the  etiological 
factor  responsible  for  the  intestinal  intoxication. 

Symptoms  of  concealed  purulent  otitis  media 
are  more  fulminating  in  the  young  nursling  than 
in  the  older  child.  The  fever  is  usually  very 
high.  Gladys  H.  Dodd  in  “Archives  Disease  of 
Children,”  Feb.,  1931,  Edition,  reported  a case 
of  otitis  media  with  purulent  meningitis  in  an 
infant  nine  days  of  age.  The  infant  appeared 
normal  for  the  first  five  days  of  life.  On  the 
sixth  day  there  was  a slight  elevation  of  tem- 
perature, but  the  infant  nursed  well.  The  next 
two  days  the  temperature  rose  moderately  and 
respirations  became  Cheyne-Stokes  in  type.  The 
baby  died  on  the  ninth  day  of  life.  There  had 
been  no  discharge  from  the  ears  at  any  time. 
Post-mortem  examination  was  essentially  neg- 
ative, except  for  the  brain  and  the  left  middle 
ear.  There  was  a considerable  amount  of  pus 
on  all  the  surfaces  of  the  cerebral  hemisphere. 
The  left  middle  ear  and  surrounding  bones  were 
soft  and  filled  with  greenish  pus. 

In  considering  obscure  septic  conditions  in  in- 
fancy, lateral  sinus  thrombosis,  complicating 
mastoiditis  may  be  overlooked  as  a possibility  on 
account  of  its  great  infrequency  and  lack  of  def- 
inite clinical  symptoms.  Klein  and  Lederer,  in 
Nov.,  1930,  issue  of  American  Journal  Diseases 
of  Children  reported  a case  of  lateral  sinus 
thrombosis  complicating  masked  mastoiditis  with 
secondary  subarachnoid  hemorrhage  in  an  in- 
fant 7 weeks  of  age  with  autopsy  observations. 
In  this  case  the  ears  were  normal. 

From  a study  of  children  in  a public  institu- 
tion for  the  deaf,  it  was  found  that  deafness 
was  acquired  in  2014  of  the  5438  children  ex- 
amined, and  that  infectious  fevers  played  an 
important  part  in  the  production  of  these  ac- 
quired defects.  Meningitis  headed  the  list,  next 
measles,  scarlet  fever,  and  influenza. 

Karl  N.  Victor:  I want  to  mention  one 

thing  that  Dr.  Dabney  dwelled  upon;  that  is 
the  matter  of  irrigation.  If  not  done  properly, 
more  harm  is  done  than  good.  There  is  cer- 
tainly a great  deal  of  harm  to  be  done  by  force- 
ful irrigation.  I,  myself,  use  the  following 
method  at  my  office: 

I take  a round-tipped  medicine  dropper  filled 
with  peroxide,  and  hold  it  midway  in  the  canal, 
drawing  the  solution  back  and  forth  into  the 
dropper  and  repeating  this  procedure  until  the 
solution  returns  clear,  and  then  use  60  per  cent 
alcohol  or  mercurochrome  in  a similar  way. 


This  keeps  the  canal  clean,  stops  gumming  of 
the  discharge  and  allows  for  free  drainage,  as 
well  as  being  definitely  antiseptic. 

For  home  irrigation,  I advise  the  use  of  an 
asepto  ear  syringe  of  1-8  ounce  size.  The  rubber 
tip  on  this  syringe  prevents  its  being  inserted 
too  far  into  the  canal,  and  the  relatively  small 
size  of  the  bulb  prevents  too  much  force  being 
used.  Also,  mild  suction  may  be  obtained  with 
this  instrument,  when  indicated.  Any  of  the 
various  antiseptic  solutions  may  be  used  for  ir- 
rigating purposes,  although  I prefer  a warm  so- 
lution of  boric  acid. 

Henry  C.  Hermann:  The  X-ray  diagnosis 

in  mastoiditis  is  practically  synonymous  with 
an  osteomyelitis,  and  in  the  early  stage  of 
mastoiditis  you  may  get  an  x ray  that  is  abso- 
lutely negative;  yet  after  the  bone  changes  have 
progressed  into  mastoiditis  you  usually  get  bone 
destruction  of  the  cells  in  that  mastoid.  And, 
since  the  opposite  mastoid  is  symmetrical,  you 
have  a comparative.  The  rule  is  that  if  you  do 
not  find  destruction  in  the  mastoid  cells  and 
your  patient’s  symptoms  and  clinical  signs  point 
to  a mastoiditis,  it  is  advisable  to  re-x-ray  as  a 
check  on  the  first  x-ray. 

W.  E.  Gardner:  This  whole  sympos- 

ium and  the  discussion  of  the  papers,  has 
been  most  interesting  and  instriu  dve ; but  I was 
particularly  interested  in  Dr.  Jelsma’s  report  of 
the  use  of  large  quantities  of  fluid  by  mouth  in 
the  treatment  of  cases  of  septic  meningitis  by 
lumbar  drainage,  or  laminectomy.  I know  that 
he  and  Dr.  Spurling  have,  for  some  time,  ad- 
vocated giving  as  much  as  5000  c.c.  of  fluids 
daily,  stating  that  it  was  their  belief  that  in  this 
way  the  drainage  of  the  spinal  fluid  was  not  any 
better  maintained  but  that  there  was  a flushing 
out  of  the  whole  cerebro-tspinal  fluid  pathways. 

The  thought  has  frequently  occurred  to  me 
that,  if  this  latter  contention  were  true,  there 
should  be  a corresponding  decrease  in  the  uri- 
nary output,  assuming  that  any  appreciable 
amount  of  the  ingested  fluid  would  be  absorbed, 
or  utilized,  and  excreted  by  the  spinal  drainage. 

I would  like  to  ask  Dr.  Jelsma,  in  closing,  to 
state  if  there  has  been  an  accurate  estimation 
of  fluid  intake  and  urinary  output  in  sucft  cases 
sufficient  to  indicate  that  the  excessive  intake 
does  really  increase  the  amount  of  spinal  fluid, 
or  does  it,  after  all,  only  act  by  increasing  the 
resistance  of  the  host  and  the  prevention  of 
acidosis,  as  in  other  general  surgical  conditions. 

A.  L.  Bass  (in  closing)  : I enjoyed  the  other 

papers,  and  the  discussions  brought  out  im- 
portant points  without  any  overlapping. 

As  to  mastoid  development,  we  have  the 
pneumatic  and  the  diploetic  types;  in  the  pneu- 
matic, the  cells  are  the  large  ones  extending 
from  the  antrum,  and  the  diploetic  cells  are 
smaller.  If  x-ray  picture  shows  the  pneumatic 
type,  you  know  that  the  patient  has  a better 
chance  to  throw  off  the  infection  because  those 
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cells  are  large  and  consequently  more  likely  to 
drain;  whereas,  in  the  diploetic  type,  the  cells 
being  small,  the  mucous  membrane  becomes 
swollen  and  the  infection  cannot  drain,  which 
renders  the  patient  more  liable  to  mastoid  drain- 
age. I show  patient  how  to  irrigate  the  ear 
canal  in  moist  instances;  because  if  they  do  not 
irrigate  it  pi  operly,  they  are  apt  lo  ao  muie  narm 
than  good, — they  can  use  too  much  force,  as 
well  as  too  little.  Moderate  pressure  should  be 
used,  pulling  the  auricle  up  and  back,  with  just 
enough  force  to  clean  out  the  canal  in  order  to 
get  heat  too.  At  first,  I have  patient  use  warm, 
normal  saline  because  it  cuts  the  blood  better 
and  keeps  clot  from  forming  and  closing  up  the 
incision.  Then,  after  a few  days  I have  them 
switch  to  warm,  boric  acid  solution,  teaspoon  to 
pint,  because  this  has  a little  more  antiseptic 
value.  Then  if  the  patient  is  one  who  is  not 
very  aseptic,  or  if  discharge  is  persistent  after 
two  or  three  weeks,  I use  1-5000  bichloride  of 
mercury  solution.  Where  the  discharge  is 
slight,  I use  a cotton  wick  in  the  canal,  accord- 
ing to  Pratt’s  method,  changing  it  anywhere 
from  two  to  four  times  a day,  according  to 
amount  of  discharge. 

The  best  way  to  culture  a middle  ear  infec- 
tion, is  at  the  time  of  incision;  because  after 
ear  starts  draining,  or  drum  is  already  ruptured, 
you  are  not  as  certain  to  get  the  true  organism 
which  is  causing  the  trouble.  Streptococcus  mu- 
cosus  capsulatus,  which  is  the  pneumococcus 
Type  III,  is  about  the  most  virulent  organism, 
yet  is  a very  quiet  worker — causing  practically 
little  or  no  pain  or  temperature.  Many  very 
good  men,  some  internationally  known  as  men- 
tioned by  Dr.  Pryor,  believe  in  opening  and 
draining  the  mastoid  as  soon  as  the  organism  is 
discovered;  but,  personally  I had  rather  wait  a 
while  so  as  to  give  nature  a chance  to  wall  off 
the  infection  and  allow  it  to  become  localized, 
and  then  one  is  not  so  liable  to  get  such  a se- 
vere reaction  when  operating. 

Regarding  sinus  thrombosis;  it  is  the  early 
cases  that  do  not  have  an  occlusion  of  the  sinus. 
What  we  want  to  do  is  to  obliterate  the  sinus 
and  keep  the  infection  from  feeding  the  general 
circulation.  Infection  gets  into  the  sinuses  by 
one  or  two  ways;  that  is,  necrosis  of  neighbor- 
ing, infected  mastoid  cells  producing  a peri- 
sinusitis,  or  from  thrombo-phlebitis  of  a vein 
which  diains  into  the  sinus.  I read  an  interest- 
ing article  in  the  Archives  not  long  ago,  en- 
titled “Why  Ligate  the  Internal  Jugular?”  There 
were  three  methods  mentioned:  (1)  opening  the 
sinus,  then  ligating  the  internal  jugular;  (2) 
ligating  the  internal  jugular,  then  opening  the 
sinus;  (3)  obliterating  the  sinus  only.  The  per- 
centage of  mortality  of  all  three  methods  was 
practically  the  same — there  being  about  one  per 
cent  difference  in  the  three. 

Dr.  Dabney  asked  about  when  to  operate.  I 
like  to  wait  three  or  four  weeks  and  give  na- 


ture a chance  to  wall  off  the  infection  and  pa- 
tient an  opportunity  to  get  well,  then  when  you 
do  operate  the  convalescence  is  much  quicker 
than  iroin  early  interference. 

Regarding  Gradenigo’s  syndrome,  which  is  a 
localized  meningitis  at  the  petrous  tip,  aiways  as- 
sociated with  paralysis  of  the  external  rectus, 
temporal  pain  and  middle  ear  involvement  of  the 
side  affected.  Most  of  these  patients  need  mas- 
toid drainage,  but  not  all. 

With  reference  to  gastro-intestinal  disturb- 
ance, complicating  otitis  media.  The  St.  Louis 
physicians  have  gotten  quite  a reputa'^  on  for 
doing  too  much  mastoid  work  relative  to  com- 
plicating gastro-intestinal  upset, — more  than 
they  deserve.  I have  talked  to  a few  of  them 
and  they  do  not  believe  in  opening  the  mastoid 
unless  there  is  some  evidence  of  infection. 

One  thing  that  is  noticeable  about  this  meet- 
ing, is  that  Dr.  Simpson  did  not  enter  into  the 
discussion. 

Walter  Dean  (in  closing)  : I have  edited  my 

voluble  discussion  to  a few  remarks  about  myr- 
ingotomy. The  best  aid  we  can  offer  nature  to 
prevent  or  combat  mastoiditis  is  to  do  very  early 
myringotomy.  Properly  opening  the  drum  early 
has  never  impaired  hearing  but  is  our  best 
method  to  conseiwe  hearing.  Secondly,  it  al- 
lows the  causative  bacteria  to  be  swept  outside 
the  ear  before  they  multiply  and  re-multiply;  be- 
fore they  dig  deeply  into  the  submucosa  of  the 
middle  ear  causing  inflammatory  oedema  which 
often  mechanically  blocks  and  defeats  tardy 
myringotomy.  Thirdly,  if  prompt  exit  is  estab- 
lished through  the  drum  (and  Eustachian  tube) 
there  will  be  little  or  less  tendency  for  the  sup- 
purative exudate  to  be  dammed  back  into  the 
mastoid  cells.  Fourthly,  wnen  the  mastoid  is  al- 
ready infected,  pressure  stasis  with  deep  bur- 
rowing in  of  the  invading  bacteria  will  be  re- 
lieved or  partially  relieved.  In  other  words  the 
pathogenesis  is  as  mechanical  as  it  is  biolytic. 
This  is  particularly  true  in  infants  whose  drums 
are  at  least  ten  times  as  thick  as  they  will  be  in 
adolescence.  The  corollary  is  that  infant’s 
drums  are  difficult  to  interpret  and  very  slow  to 
perforate  spontaneously.  If  we  as  students  of 
medicine  cannot  anticipate  nature,  we  have  no 
function  at  all. 

Gaylord  C.  Hall  (in  closing)  : I enjoyed  the 

other  papers  very  much  and  want  to  thank  the 
gentlemen  for  their  discussions  as  well  as  thank 
those  who  listened. 

Franklin  Jelsma  (in  closing)  : There  are  va- 

rious methods  employed  to  establish  continuous 
drainage  of  chronic  abscesses.  Dr.  Watkins  in- 
quired concerning  the  simple  aspiration  method 
and  the  King  wire  basket.  Both  of  the  above 
procedures  have  their  indications.  No  one  meth- 
od should  be  used  in  all  cases.  Each  abscess 
must  be  carefully  considered.  The  procedure 
selected  must  depend  upon  the  size,  location  and 
depth  of  the  abscess,  as  well  as  its  chronicity. 
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and  the  general  condition  of  the  patient. 

In  regard  to  Dr.  Gardner’s  question  concern- 
ing the  production  of  cerebro-spinal  fluid  wuen 
continuous  drainage  has  been  effected:  We  have 
accurately  measured  the  spinal  fluid  as  it 
driained  after  continuous  drainage  had  been  es- 
tablished by  laminectomy  and  have  found  that 
with  the  spinal  fluid  pressure  reduced — 'as 
caused  by  drainage  of  the  fluid — there  is  a 
marked  increase  in  spinal  fluid  output.  Also, 
that  an  increase  of  fluid  intake  will  cause  an  in- 
crease of  spinal  fluid  flow  from  the  drainage 
wound. 

THE  BOHLER  METHOD  IN  THE  TREAT- 
MENT OF  FRACTURES* 

A.  D.  Donnellky,  M.  D., 

Bowling  iGreen. 

I am  prompted  to  write  this  paper  on  the 
Bohler  method  in  the  treatment  of  fractures 
because  I spent  several  weeks  in  Dr  Bohler ’s 
Clinic  in  N'ienna  last  summer,  and  the  ease 
with  which  he  handled  complicated  fractures 
and  the  wonderful  end  results  he  obtained 
was  marvelous  to  me. 

I am  not  claiming  any  originality  for  this 
paper  as  it  is  taken  almost  literally  from  Dr. 
Bohler ’s  book  on  the  treatment  of  fractures 
which  he  kindly  presented  to  me  while  in  Vi- 
enna, and  from  personal  observations  made 
while  a student  in  his  Clinic.  It  will  be  im- 
possible in  this  paper  to  go  into  Bohler 
methods  of  treating  special  fractures,  but  we 
will  have  to  deal  with  fractures  in  general, 
with  particular  emphasis  on  the  unpadded 
cast  which  Dr.  Bohler  has  made  so  popular 
both  in  this  country  and  in  Europe. 

In  the  treatment  of  every  fracture  there 
are  three  fundamental  rules  which  must  be 
adhered  to : ( 1 ) The  peripheral  fragment 

must  always  be  placed  in  the  direction  where 
the  central  one  points;  (2)  Every  fracture 
must  be  reduced  by  means  of  traction  and 
counter-traction;  (3)  After  the  reduction  the 
fragments  must  be  left  continuously  in  the 
right  position  until  firm  union  takes  place. 

There  are  different  ways  of  applying  these 
rules,  and  the  residt  obtained  is  nearly  al- 
ways favorable  if  they  are  strictly  carried 
out. 

The  first  fundamental  law  sounds  very 
simple,  but  is  frequently  not  adhered  to  be- 
cause the  exact  position  of  the  fragments  is 
either  not  known  or  only  insufficiently  un- 
derstood. 

The  original  dislocation  of  the  fragments 
is  produced  by  the  force  fracturing  the  bone. 
It  is,  however,  by  muscular  action  that  the 
dislocations  are  continued  and  assume  their 

*Read  before  the  Third  District  Medical  Society  at  Bowl- 
ing Green. 


typical  forms.  The  law  of  gravity  also  plays 
an  important  role  here.  The  longitudinal  dis- 
placement is  naturally  a shortening  which  is 
caused  by  the  muscle  running  along  over  both 
fragments.  Every  shortening  with  a longi- 
tudinal displacement  brings  about  a lateral 
dislocation,  which  is  easily  understood,  since 
the  fragments  can  never  glide  one  along  the 
other  unless  a shortening  took  place.  The  va- 
rious rotations  and  the  displacements  in  the 
axis  are  produced  only  in  a small  part  by  the 
muscles  passing  over  the  fragments.  These 
dtformities  are  in  a greater  measure  due  to 
the  attachment  of  the  muscles  to  the  shorter 
iragment  near  the  joint. 

The  second  fundamental  rule,  which  con- 
sists of  the  reduction  of  the  displaced  frag- 
ments by  means  of  extension  and  counter- 
extension, is  generally  known.  Such  a pull 
can  be  made  either  by  the  hands  or  some  me- 
chanical apparatus,  but  for  the  continuous 
effort  we  need  weight  extension.  It  is  im- 
portant to  add  that  extension  and  counter-ex- 
tension, as  for  instance,  in  the  correction  of 
typical  fractures  of  the  radius,  should  be  dis- 
continued only  when  the  east  has  hardened. 

Longitudinal  traction  is  necessary  for  the 
correction  of  every  fracture  with  displace- 
ment, because  only  in  this  manner  can  short- 
ening be  reduced.  The  angular  deformities 
always  disappear  when  the  distal  fragment  is 
placed  in  the  direction  towards  which  the 
proximal  one  points.  The  correction  of  the 
lateral  displacement  is  only  possible  after  the 
shortening  has  been  reduced.  After  the 
shortening  disappears  the  lateral  displace- 
ment disappears  either  of  its  own  accord  or 
by  means  of  lateral  pressure. 

As  an  illustration  of  what  has  been  men- 
tioned, I have  a few  drawings  of  a fracture 
of  the  upper  end  of  the  humerus  which  will 
bring  out  some  of  the  points  I want  to  make. 

The  third  fundamental  rule  consists  in  the 
continuous  immobilization  of  the  properly  re- 
duced fragments  until  firm  union  has  taken 
place.  This,  however,  is  most  frequently  not 
adhered  to  because  many  surgeons  fear  the 
ttiffening  of  the  joints  in  consequence  of  a 
long-continued  fixation.  One  is  only  able  to 
follow  this  rule  intelligently  if  one  knows 
when  the  fracture  is  sufficiently  solid.  It 
seems,  however,  that  the  opinions  regarding 
this  matter  are  faulty  (Bohler).  In  general, 
the  time  allowed  for  fixation  is  far  too  short. 
For  the  fracture  of  the  forearm  only  three 
or  four  weeks  of  fixation  are  advised.  Ac- 
cording to  Bohler  transverse  fractures  in  the 
middle  of  the  radius  rarely  heal  before  eight 
w'eeks,  and  often  much  longer  time  is  re- 
(juired.  Transverse  fractures  in  the  middle 
third  of  the  tibia  are  never  solid  in  six  weeks, 
Hut  require  ten  weeks  and  frequently  more. 
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Functional  treatment  of  fractures  has  for 
its  object  the  capacity  to  use  the  limb,  and 
as  soon  as  possible.  The  dreaded  conse- 
quences of  every  fracture  are  shortening  and 
other  deformities,  also  the  stitfening  of  joints, 
atrophy  of  muscles,  etc.  The  shortening  and 
other  deformities  can  be  avoided  if  we  adhere 
strictly  to  the  rules  given,  and  hold  the  prop- 
erly reduced  fragment  in  good  position  until 
firm  union  takes  place. 

While  the  reduction  of  some  recent  frac- 
tures is  relatively  easy,  it  is  often  difficult  to 
keep  them  continuously  in  the  proper  posi- 
tion. A good  result  cannot  be  obtained  if  we 
use  one  method  of  treatment,  such  as  plaster 
cast,  a splint  or  extension,  or  only  massage. 

The  kind  and  the  location  of  the  fracture, 
the  constitution  and  age  of  the  injured  per- 
son, as  well  as  the  facilities  for  treatment  are 
factors  which  must  be  taken  into  considera- 
tion. Good  results  can  be  obtained  with  every 
method  of  treatment  provided  it  is  correctly 
applied. 

By  functional  treatment  we  understand  the 
complete,  uninterrupted  fixation  of  the  frag- 
ments in  good  position  with  the  simultaneous 
active  movement  of  all  the  joints,  or  as  many 
as  possible,  and  with  the  avoidance  of  any 
pain.  The  fulfillment  of  these  depends  on 
the  technique  of  bandaging  and  the  type  of 
immobilization.  If  the  fragments  are  dislo- 
cated and  at  the  same  time  the  joints  par- 
tially or  entirely  luxated,  it  is  important 
first  of  all  to  bring  about  an  exact  reduction 
and  then  use  a proper  support  to  immobilize 
the  bony  fragments  until  rmion  takes  place. 
Whether  we  use  wooden  or  metal  splints,  a 
plaster  cast,  or  an  extension  dressing  is  quite 
unimportant.  It  is  only  important  that  the 
method  used  for  the  immobilization  be  re- 
liable and  durable  and  that  it  not  be  removed 
too  soon.  The  best,  the  most  convenient  and 
inexpensive  material  for  this  use  is  plaster  of 
Paris,  which  can  be  used  in  many  of  the  va- 
rious fractures. 

Many  text  books  warn  against  the  indis- 
criminate use  of  a plaster  of  Paris  cast  l)e- 
cause  of  the  danger  of  stiffness  of  the  joint 
and  the  atrophy  of  muscles.  This  mild  warn- 
ing is  directed  against  the  padded  cast.  Par- 
ticularly forbidden  is  the  non-padded  circidar 
cast,  because  of  the  danger  of  pressure  sores 
and  especially  of  serious  disturbances  in  the 
circnilation  with  resulting;  ischemia,  muscle 
contractions,  and  gangrene.  These  dangers 
are  actually  present  if  a circular  plaster  of 
Paris  bandage  is  used,  but  b}^  using  an  ade- 
quate technique  and  keeping  a strict  watch 
on  the  patient  in  the  first  few  days,  all  these 
dangers  can  be  avoided.  The  padded  plaster 
cast  should  only  be  used  to  transport  the  pa- 
tient, but  not  for  treatment,  because  the  frag- 


ments ai-e  easily  displaced.  The  padding  can- 
not l)c  iinitornily  i)laced  under  the  cast,  and 
after  a time  it  is  displaced.  Pressure  sores 
are  often  seen  under  padded  casts  wiiere 
there  are  uneven,  l)ulging  areas  in  the  skel- 
eton. If,  on  the  otlier  hand,  a non-padded 
cast  is  carefully  applied,  the  pressure  is  even- 
ly distributed  over  the  whole  surface  of  the 
enclosed  extremity.  Before  the  non-padded 
cast  is  applied  it  is  important  to  press  away 
the  hematoma  and  the  swelling.  It  is  also 
important  not  to  change  the  position  in  any 
way  after  the  plaster  is  applied.  First  a 
plaster  splint  is  applied  and  then  surrounded 
hy  circular  turns.  This  bandage  is  actually 
not  a circular  east  in  the  old  sense.  The 
plaster  bandage  should  not  be  tightly  pulled, 
t)ut  only  lightly  thrown  around.  For  certain 
fractures,  as,  for  instance,  for  Calles  frac- 
tures, a dorsal  plaster  splint  alone  is  suf- 
ficient. The  plaster  must  be  applied  avoid- 
ing every  fold,  and  when  molding  near  a joint 
is  necessary,  the  pressure  must  not  be  applied 
on  any  limited  area,  but  uniformly  with  the 
fiat  of  the  whole  hand.  To  do  this  takes  prac- 
tice and  experience. 

The  skin  should  not  be  shaved  nor  covered 
with  grease  before  the  plaster  isjopplied.  In 
this  way  the  plaster  becomes  uniformly  incor- 
porated with  the  hair  and  holds  better.  Be- 
cause the  pull  on  the  hair  is  uniform  the  pa- 
tient feels  no  pain.  Swellings  which  take 
place  after  the  application  of  the  cast  can  be 
relieved  by  raising  the  upper  extremity  on  an 
aeroplane  splint  and  the  lower  extremity  on 
a Braun’s.  In  the  first  twenty-four  hours  the 
fingers  and  the  toes  must  be  repeatedly  and 
carefully  examined.  This  is  particularly  im- 
portant in  those  cases  which  have  been  band- 
aged immediately  after  the  injury  and  before 
the  swelling  has  had  time  to  appear.  If  the 
fingers  or  toes  become  very  much  swollen  and 
bluish  or  cold  and  various  sensations  are 
either  disturbed  or  disappear  altogether,  the 
bandage  must  be  split  open.  If  the  bandage 
is  not  removed  at  the  proper  time  the  pain 
di.sappears  in  about  one  or  two  days;  this  in- 
dicates that  the  death  of  the  extremity  has 
taken  place.  The  bandage  should  never  be 
left  closed  in  the  interest  of  a good  position 
of  the  fragments  when  danger  to  the  viability 
is  present.  Every  patient  who  is  sent  home 
with  a non-padded  east  should  be  instructed 
to  return  at  once  if  he  begins  to  suffer  any 
pain.  This  applies  not  only  to  the  plaster 
cast,  but  to  all  other  forms  of  splints  and 
bandages. 

The  Methods  op  Analgesia. 

Every  fracture  is  painful  and  the  pain  is 
aggravated  by  the  least  movement.  The  pa- 
tient contracts  his  muscles  reflexly  in  order 
to  avoid  the  pain,  and  therefore  aggravates 
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the  displaeement.  The  muscular  spasm  is 
particularly  great,  often  msurmountable, 
wneii  tlie  extremity  is  being  pulled  in  the 
attempts  at  reduction.  This  pain  can  oe  al- 
leviated either  by  general  anaesthesia  or  b\ 
local  or  regional  analgesia.  In  all  recent 
fractures  the  Bohler  Clinic  uses  local  anal- 
gesia, and  only  in  isolated  cases  regional  an- 
algesia, but  never  general  anaesthesia.  Boh- 
ler  reports  more  than  3,000  cases  of  local 
analgesia  without  the  slightest  injury, 
whether  in  the  form  of  an  infection  or  an 
intoxication.  The  method  of  local  analgesia 
IS  extremely  simple  in  recent  fractures.  In 
the  usual  manner  of  infiltration  anesthesia, 
such  as  in  operating  for  inguinal  hernia,  we 
must  infiltrate  all  of  the  tissues.  In  a re- 
cent fracture  the  circumstances  are  quite  dif- 
ferent since  a hematoma  is  present  which  pen- 
etrates all  of  the  tissues  in  the  vicinity  of 
the  broken  fragments.  It  is  sufficient  to  in- 
troduce the  needle  down  to  the  broken  frag- 
ments and  to  inject  the  solution,  which  is  at 
once  diffused  in  the  hematoma.  The  anes- 
thesia takes  place  immediately,  and  as  a re- 
sult, muscular  relaxation.  Ten  to  fifteen  c.  c. 
of  2 per  cent  novocaine  solution  are  injected 
in  the  average  ease. 

If  the  fracture  is  a few  days  old  and  the 
hematoma  is  in  the  process  of  organization 
it  is  impossible  to  inject  directly  into  the 
hematoma  with  success.  In  such  cases  you 
must  inject  the  whole  circumference  of  the 
bone. 

Spiral  anaesthesia  is  employed  in  difficult 
fractures  and  dislocations  of  the  pelvis  with 
rupture  of  the  bladder,  etc.  Brachial  anaes- 
thesia is  used  on  some  fractures  and  dislo- 
cations which  are  not  easily  corrected  under 
local  or  regional. 

Treatment  op  Fresh  Compound  Fractures 

When  the  skin  and  other  soft  parts  are  so 
injured  that  the  fragments  communicate  with 
the  outside  of  the  body,  the  fracture  is  spoken 
of  as  open  or  compound.  If  only  blood  es- 
capes from  the  wound  we  have  to  deal,  as  a 
rule,  only  with  an  open  injury  to  the  soft 
parts.  If,  however,  drops  of  fat  are  seen  to 
float  in  the  blood,  they  originate  from  the 
bone  marrow,  and  the  fracture  therefore  is 
a compound  one.  Bacteria  are  now  able  to 
penetrate  into  the  depths  and  cause  an  infec- 
tion of  the  torn  soft  parts,  the  bone,  and  bone 
marrow.  If  the  skin  is  again  closed  in  the 
first  six  to  eight  hours  after  the  accident  this 
danger  can  be  largely  avoided.  The  wound 
area  is  rendered  free  from  pain  by  the  use  of 
local  or  regional  anaesthesia.  All  crushed 
and  .soiled  tissues  are  excised.  The  hematosis 
must  be  perfect.  The  danger  of  infection  is 
greater  in  fractures  from  direct  force  than 
those  from  indirect  force.  In  fractures  from 


indirect  force  the  skin  is  torn  through  or 
punctured  by  fragments  from  the  inside  and 
IS,  therefore,  relatively  little  damaged.  On 
the  other  hand,  in  fractures  from  direct  force, 
the  skin  is  generally  badly  crushed,  and  dirt 
and  other  toreign  bodies  are  introduced  into 
the  wound  by  the  violent  force.  The  wound 
na.d,  therefore,  be  enlarged  in  order  to  ob- 
tain a good  view  of  the  whole  injured  area. 
All  crushed  edges  of  the  skin  and  likewise  all 
soiled  tissues,  such  as  fat-fascia  and  muscles 
must  be  sharply  excised  and  removed.  Soiled 
parts  of  the  bone  are  also  removed.  Clean 
bone  splinters  are  not  removed  in  order  to 
avoid  the  danger  of  pseudarthrosis.  After 
the  wound  appears  quite  clean  it  is  sponged 
with  tincture  of  iodine,  but  only  the  skin  and 
not  the  other  soft  parts.  It  is  now  closed  by 
closely  placed  interrupted  sutures.  Drain- 
age is  absolutely  avoided. 

If  an  open  fracture  is  seen  with  high  fever, 
or  it  is  more  than  twelve  hours  old,  the 
wound  should  not  be  excised  and  the  skin 
should  not  be  closed.  In  these  cases  provision 
must  be  made  for  adequate  drainage,  espe- 
cially in  those  locations  where  there  are  thick 
muscles  surrounding  the  bone,  such  as  the 
femur.  A good  and  careful  reduction  of  the 
fragments  is  particularly  important  in  these 
cases  because  large  cavities  which  lie  between 
displaced  fragments  and  which  are  apt  to 
give  rise  to  abscess  formation  disappear  after 
the  reduction.  The  complete  and  uninter- 
rupted immobilization  of  the  well-reduced 
fragments  is,  in  these  cases,  especially  im- 
portant. The  wound  needs,  for  healing,  the 
same  condition  that  any  living"  or  plant  or- 
ganism needs  for  growth.  These  are : light, 
air,  time,  rest,  heat,  and  moisture.  The  more 
rest  is  given  a wound  the  shorter  time  is 
needed  for  healing.  Moisture  and  heat  are 
furnished  to  the  wound  by  the  circulating 
blood.  The  open  treatment  of  wounds  has 
various  advantages — its  biggest  advantage 
lies  in  the  fact  that  if  the  form  of  treatment 
is  properly  carried  out  the  wound  is  never 
di.sturbed. 


Radiology  in  Treatment  of  Cancer  of  Larynx. 

— According  to  Chochia,  the  predominant  types 
of  cancer  of  the  larynx  are  basal  ce>l,  prickle 
cell  and  occasionally  adenocarcinomas.  Surgical 
treatment  consists  in  radical  excision  of  the  can- 
cer and  the  metastases  in  the  lymph  nodes. 
When  the  tumor  has  spread  to  the  vocal  cords, 
the  ventricles  and  the  cartilages,  total  extirpation 
of  the  larynx  is  indicated.  This  results  in  death 
in  50  per  cent  of  the  cases  and  with  but  few  ex- 
ceptions recurrence  in  the  rest.  The  latter  inter- 
vention and  the  results  are  so  serious  that  few 
patients  consent  to  the  operation. 


September,  1932] 


KENTUCKY  MEDICAL  JOURNAL 


509 


THE  MECHANISM  AND  TREATMENT 
OF  HEART  FAILURE* 

G.  Canby  Robinson,  M.  D., 
Nashville,  Tenn. 

Heart  failure  is  usually  the  result  of  or- 
ganic heart  disease,  and  although  etiology  and 
physical  signs  serve  to  separate  heart  disease 
into  many  different  types,  the  signs  and 
symptoms  of  heart  failure  from  every  form 
of  heart  disease  have  much  similarity. 

The  three  main  groups  of  heart  disease  are 
composed  of  those  following  rheumatic  fever 
occurring  in  early  life,  of  those  caused  by 
syphilis  affecting  patients  usually  in  middle 
life  and  of  those  of  arterio-sclerotic  origin, 
manifesting  themselves  usually  after  the 
prime  of  life  is  past.  These  three  groups  of 
cases  have  their  characteristic  lesions  and 
physical  signs,  the  first  showing  its  most  con- 
spicuous changes  in  the  mitral  valve,  the  sec- 
ond usually  being  characterized  by  changes 
in  the  aortic  valves  and  in  the  aorta  adjacent 
to  the  valves,  and  the  third  revealing  itself 
by  myocardiac  changes  leading  to  cardiac  en- 
largement. 

When  however,  the  heart  begins  to  fail 
from  any  cause  or  from  any  type  of  lesion 
certain  common  and  well  known  signs  and 
symptoms  appear,  not  in  the  heart  itself  but 
in  other  organs.  Dyspnoea,  edema  or  depen- 
dent parts,  evidence  of  congestion  of  various 
organs,  and  collections  of  fluid  in  serous  cav- 
ities, especially  In  the  right  side  of  the  chest 
appear,  and  the  condition  commonly  called 
cardiac  decompensation  manifests  itself. 
These  are  the  signs  of  heart  failure.  They 
indicate  not  that  the  heart  is  diseased  or 
damaged,  but  they  indicate  that  the  various 
factors  of  safety  by  which  a lesion  in  the 
heart  may  be  compensated  by  unusual  activ- 
ity of  another  part  of  the  circulatory  sys- 
tem have  been  exceeded.  Heart  damage  up 
to  a certain  point  is  always  compensated,  but 
beyond  a certain  point,  when  the  demand  ex- 
ceeds the  combined  ability  of  the  body  to  meet 
it,  decompensation  or  heart  failure  sets  in. 
It  is  then  that  treatment  is  demanded  and 
it  is  then  that  the  patient  with  heart  disease 
present  the  common  signs  and  symptoms  that 
usually  bring  them  to  the  physician.  Al- 
though it  is  the  disturbances  of  the  circula- 
tion that  are  responsible  for  the  production 
of  heart  failure,  regardless  of  the  cause,  with 
which  this  paper  deals  especially,  it  may  be 
well  to  pause  briefly  to  consider  the  problems 
that  have  to  do  with  the  prevention  of  the 
distressing  situation  of  cardiac  failure. 

The  first  tine  of  attack  is  naturally  again.sf 

*Read  before  the  Third  District  Medical  Society,  at 
Franklin. 


those  three  great  causes  of  chronic  heart  dis- 
ease, rheumatic  fever,  syphilis  and  arterio- 
sclerosis. The  diminution  of  these  three  dis- 
eases represent  a major  and  most  difficult 
problem  in  public  health,  but  that  it  is  a true 
problem  in  public  health  cannot  be  denied 
when  one  realizes  that  there  are  approximate- 
ly two  million  persons  in  this  country  alone 
with  chronic  heart  disease. 

The  second  line  of  attack  is  the  prevention 
of  heart  failure  in  persons  with  heart  dis- 
ease. Here  again  difficulties  beset  the  physi- 
cian, as  so  many  persons  do  not  seek  medical 
aid  until  the  symptoms  of  heart  failure  ap- 
pear. And  even  after  heart  disease  is  dis- 
covered, the  exact  restrictions  of  the  indi- 
vidual within  the  limits  of  safety,  and  yet 
allowing  reasonable  freedom,  is  difficult  to  de- 
termine. The  prevention  of  heart-failure  in 
persons  with  heart  disease  is  a sound  reason 
for  the  desirability  of  periodic  health  exam- 
inations, a procedure  in  which  everyone  be- 
lieves more  or  less  and  which  so  few  practice. 

These  two  great  phases  in  the  study  of 
heart  disease  are  mentioned  to  emphasize  the 
fact  that  in  considering  the  third  great  prob- 
lem, that  of  heart  failure,  they  may  not  be 
lost  sight  of,  and  to  define  perhaps  more  close- 
ly the  subject  being  considered  specifically  in 
fhis  paper. 

The  sfudy  of  heart  failure  is  not  a study  of 
the  heart  alone,  it  is  the  study  of  the  rela- 
tion of  the  heart  to  the  blood  vessels,  to  res- 
piration, fo  the  whole  great  system  that  has 
for  its  function  the  supply  of  oxygen  to  every 
living  functioning  cell  of  the  human  body. 
The  greatest  single  idea  that  has  ever  been 
expressed  regarding  the  circulation  and  its 
disturbances  was  that  given  to  the  world  in 
a wonderful  little  volume  published  in  1628 
by  the  immortal  William  Harvey.  He  first 
conceived  the  principle  that  the  blood  moves 
in  a circle,  and  he  presented  numerous  and 
ingenious  arguments  for  the  truth  of  this 
idea,  in  spite  of  the  fact  that  the  capillaries 
at  that  time  had  not  been  discovered,  and  the 
complete  mechanism  that  could  make  this  mo- 
tion of  the  blood  possible  was  unknown.  And 
yet  today  the  conception  of  heart  failure  must 
go  back  to  the  idea  of  Harvey  and  it  must 
rest  on  the  disturbance  of  the  motion  of  the 
blood  in  a circle  as  he  understood  it  for  its 
true  explanation.  Since  the  time  of  Harvey 
it  has  been  known  that  the  blood  moves  as  it 
were  in  two  circles,  and  that  the  heart  is  the 
chief  propelling  power  throughout  the  whole 
vascular  system.  It  is  w^ell  known  that  the 
blood  starting  in  the  right  ventricle  is  forced 
throuuh  the  lungs,  where  its  truly  marvelous 
constituent,  hemoglobin,  gives  up  its  carbon- 
dioxide  and  in  its  place  takes  on  its  load  of 
oxygen,  and  when  properly  ladened  goes  on 
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to  the  left  ventricle  to  be  propelled  into  mil- 
lions of  capillaries  where  the  essential  oxy- 
gen is  liberated  to  the  cells  of  the  tissues, 
llere  too  the  waste  products  are  gathered  up 
and  carried  away  as  the  blood  returns  again 
to  the  right  ventricle,  and  are  discharged 
through  the  lungs  or  kidneys  or  changed  by 
other  organs.  When  one  considers  this  great 
carclio-vascular-respiratory  system,  and  how 
it  is  in  reality  the  essential  mechanism  of  ex- 
istence, one  must  realize  the  many  factors 
that  operate  in  harmony  and  in  perfect  co- 
ordination in  order  to  maintain  man  in  a 
state  of  being  known  as  health.  It  is  not  dif- 
ficult also  to  realize  in  how  many  Avays  cir- 
culatory failure  may  be  produced. 

The  ])articular  type  of  disturbance  of  the 
circulation  to  which  Ave  are  today  directing 
your  attention  is  hoAvever  that  Avhich  results 
from  heart  disease.  Of  all  the  functional  ac- 
tivities the  coordination  of  which  is  essential 
for  the  proper  maintenance  of  the  circulation, 
a perfect  balance  between  the  work  done  by 
Ovo  A’entricles  of  the  heart  must  take  first 
place.  If  the  right  ventricle  pumped  Avith 
each  beat  even  a fcAv  drops  more  than  the 
left  ATntricle,  in  a short  time,  measured  in 
hours  or  even  .minutes,  the  circulation  would 
be  entirely  throAvn  out  of  commission,  as  there 
AV'Ould  soon  be  more  blood  in  the  lungs  than 
in  the  systemic  circulation.  And  yet  it  has 
been  shoAvn  by  Pij)er  that  normally  the  two 
ventricles  are  so  adjusted  that  the  left  A'en- 
tricle  does  constantly  from  four  to  five  times 
as  much  Avork  as  the  right.  Modern  physi- 
ology, led  especially  by  Starling,  has  dem- 
onstrated the  remarkable  ability  possessed  by 
the  healthy  heart  to  maintain  this  essentially 
imnortant  balance  between  the  tAAU  ventricles. 

This  balance  too  is  maintained  in  spite  of 
damaged  valves  or  diseased  muscle  or  im- 
Tiroper  blood  supjily  to  the  heart  muscle,  so 
long  as  persons  with  heart  disease  do  not 
shoAv  the  signs  or  symptoms  of  heart  failure. 
Tin  the  other  hand,  it  is  our  belief  that  as 
soon  as  there  is  a disdurbance  of  the  relative 
])OAA-er  of  the  two  vtuiti-icles,  then  heart  fail- 
Txre  shoAvs  itself.  The  idea  that  heart  failure 
is  the  resAilt  of  a lack  of  perfect  balance  be- 
tween the  right  and  left  ventricles  is  neither 
neAv  nor  without  experimental  support,  but 
it  has  been  neglected  especially  in  this  coun- 
try as  an  important  factor  in  the  production 
of  heart  failure  in  cardiac  patients.  As  long 
ago  as  1878,  Dr.  William  H.  Welch  showed 
that  generalized  pulmonary  edema,  one  of  the 
most  striking  features  of  heart  failure,  oc- 
curred in  animals  after  mechanical  damage  to 
til"  left  ventricle,  and  he  considered  the  rel- 
atiA^e  weakness  of  the  left  ventricle  as  com- 
pared to  the  right  as  the  cause  of  the  pul- 
monary edema. 


It  woidd  be  very  remarkable,  Avith  the‘AU- 
rious  disturbances  that  take  place  in  the  mus- 
cle, A'alves  and  blood  supply  of  the  heart  if 
the  tAvo  ventricles  Avere  ahvays  ecpially  af- 
fected and  Avhen  Aveakening  of  the  cardiac 
poAver  occurred  that  it  should  not  involve  one 
ventricle  more  than  another. 

Clinical  studies  of  patients  Avith  heart  fail- 
ure indicate  that  a distinction  can  be  made 
regarding  the  relative  Aveakness  of  the  two- 
ventricles. 

In  our  study  of  patients  Ave  are  able  to 
distinguish  cases  in  which  the  left  side  of 
the  heart  is  inefficient  relative  to  the  right 
side  of  the  heart,  from  those  in  Avhich  the 
right  side  of  the  heart  is  relatively  inefficient. 
While  this  distinction  cannot  be  made  Avuth 
certainty  in  all  cases,  some  eases  show  a dis- 
turbance in  the  pulmonary  circulation  out  of 
all  proportion  to  the  disturbances  in  the  sys- 
temic circulation.  These  c ases  are  suffer- 
ing, Ave  belieA'e,  from  relative  failure  of  the 
left  ventricle,  Avhich  is  unable  to  handle  prop- 
erly the  blood  sent  to  it  by  the  right  ventricle. 
Other  cases  shoAv'  edema  of  the  extremities 
and  congestion  of  the  abdominal  viscera  while 
the  pulmonary  circulation  shoAvs  no  evidence 
of  being  disturbed.  In  such  cases  the  right 
ventricle  is  relatively  inefficient,  and  is  un- 
able to  receive  and  propel  all  the  blood  sent 
to  it  liA"  the  left  ventricle.  In  .many  cases  the 
disturbance  of  coordination  between  the  two 
ventricles  affects  both  the  greater  and  the 
lesser  circulations,  so  that  both  show  evidence 
of  heart  failure. 

We  have  recently  studied  a patient  who 
had  great  enlargement  and  pulsation  of  the 
liA'er,  Avith  marked  peripheral  edema  and' 
Avhose  heart  gave  the  physical  signs  of  a tri- 
cusnid  insufficiency.  At  the  same  time,  the 
patient  had  no  evidence  of  moisture  in  the 
lungs,  almost  no  dyspnoea,  and  was  able  to 
lie  flat  in  bed.  This  patient  was  considered 
to  have  failure  of  the  right  ventricle  as  the 
blood  seemed  to  be  dammed  up  in  the  sys- 
temic circulation,  indicating  that  the  right 
ventricle  was  unable  to  care  for  the  blood  sent 
to  it  through  the  systemic  circulation  by  the 
left  A^entricle.  At  autopsy  there  was  seen  a 
great  difference  in  the  two  ventricles,  the  left 
having  a much  thickened,  hypertrophied  wall, 
Avhile  the  right  was  greatly  thinned,  contained 
much  fibrous  tissue,  Avas  markedh'  dilated  and 
shoAved  a definite  tricuspid  insufficiency. 

The  general  idea  I’egarding  heart  failure 
seems  to  be  that  the  heart  no  longer  .supplies 
the  amount  of  blood  actually  needed  by  the 
bodv.  No  doubt  there  are  such  cases,  and 
they  mav  be  seen  in  diphtheria,  in  the  later 
stages  of  ])neipnonia.  in  surgical  shock  and 
:iftpr  occlusion  of  a coronary  artery.  But  we 
believe  tliat  this  is  not  the  essential  mechan- 
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ism  ill  the  type  of  heart  failure  that  occurs 
in  chronic  heart  disease.  In  fact  there  is 
some  direct  evidence,  especially  in  the  work 
of  Eppinger,  von  Papp  and  Schwartz  that 
the  out-put  of  the  heart  is  actually  increased 
in  heart  failure,  although  there  is  other  evi- 
dence furnished  by  the  work  of  Blumgart 
and  of  Lundsgaard  that  the  circulation  is 
slowed  and  the  out-put  of  the  heart  dimin- 
ished in  heart  failure.  This  point  has  not  as 
yet  been  definitely  settled. 

It  is  our  belief  that  an  increased  cardiac 
out-put,  such  as  must  take  place  with  exer- 
cise, favors  the  lack  of  balance  between  the 
two  ventricles,  and  it  is  of  course  common 
knowledge  that  measures  diminishing  cardiac 
out-put,  tend  to  relieve  heart  failure.  There 
is  some  indirect  but  important  evidence  in 
favor  of  this  view  that  has  come  out  of  re- 
cent actual  measurements  of  the  out-put  of 
the  heart  in  healthy  men  and  in  animals.  For 
instance,  Bock  and  his  associates  have  shown 
that  the  output  of  the  heart  per  minute  is 
generally  less  in  individuals  in  the  sitting  po- 
sition than  when  lying  down,  and  this  may 
be  taken  as  the  reason  why  most  patients  with 
heart  failure  prefer  to  sit  up,  as  this  posi- 
tion tends  to  diminish  the  cardiac  out-put. 

Another  important  work  bearing  on  this 
subject  is  that  done  recently  in  our  depart- 
ment by  Harrison  and  Leonard.  They 
showed  conclusively  that  digitalis  admin- 
istered to  normal  dogs  in  doses  comparable 
to  those  given  to  patients  actually  caused  a 
diminution  of  the  cardiac  out-put  per  min- 
ute, averaging  about  twenty-five  per  cent  less 
than  before  the  drug  was  given.  Burwell, 
Neighbors  and  Regen  also  working  in  our  de- 
partment have  found  that  the  drug  has  the 
same  effect  on  normal  men.  As  yet,  no  meth- 
ods are  satisfactory  for  measuring  the  out- 
put of  the  heart  in  patients  suffering  from 
heart  failure,  but  it  seems  probable  that  the 
action  of  the  drug  is  the  same  in  such  pa- 
tients as  on  normal  men  and  animals.  If  this 
is  the  ease  it  may  be  said  that  digitalis  pro- 
duces its  remarkably  benefieial  effects  in  heart 
failure  when  the  heart  is  beating  regularly, 
not  by  increasing  the  out-put  of  the  heart,  as 
has  been  generally  believed,  but  by  actually 
diminishing  its  out-put.  If  this  is  the  case, 
as  we  believe  it  to  be,  the  benefieial  results 
are  produced  by  affecting  the  heart  in  such 
a way  as  to  allow  the  balance  to  be  restored 
between  the  two  ventricles,  and  thus  overcom- 
ing a very  important  factor  in  the  production 
of  heart  failure. 

It  is  our  opinion  that  the  greater  the  out- 
put of  the  heart,  the  more  likely  is  a lack  of 
balance  between  the  two  ventricles  to  occur. 

In  closing  we  wish  to  state  briefly  our  ideas 
regarding  the  mechanism  of  heart  failure  and 


the  general  principles  of  its  management 
without  advancing  at  this  time  further  rea- 
sons for  some  of  the  ideas  here  expressed. 

The  most  potent  factor  in  the  production 
of  chronic  heart  failure  is  a disturbance  of 
the  perfect  balance  normally  existing  between 
the  action  of  the  right  and  left  ventricles  of 
the  heart. 

This  lack  of  balance  occurs  more  readily 
when  the  out-put  of  the  heart  is  increased, 
and  it  may  occur  and  persist  in  diseased 
hearts  without  excessive  cardiac  out-put. 

The  presence  of  this  lack  of  balance  may 
continue  with  reduced  cardiac  out-put  in  dis- 
eased hearts,  but  procedures  and  drugs  that 
cause  a decrease  in  the  cardiac  out-put  tend 
to  restore  the  balance  between  the  two  ven- 
tricles and  thereby  relieve  heart  failure. 

The  lower  the  level  of  cardiac  output  per 
minute  at  which  a lack  of  ventricular  bal- 
ance occurs,  the  severer  the  type  of  cardiac 
failure,  and  the  worse  is  the  prognosis. 

It  is  essential  to  distinguish  acute  heart 
failure  accompanied  by  diminished  cardiac 
jiower  from  chronic  (-ardiac  failure  resulting 
from  incoordination  of  the  heart,  in  order  to 
direct  properly  the  management  of  the  two 
conditions. 

The  foregoing  conclusions  are  based  on  both 
clinical  and  experimental  studies  which  are  at 
present  incomplete.  They  are  therefore  in 
part  hy])othetical,  and  are  recommended  as 
a point  of  view  in  the  study  and  understand- 
ing of  heart  disease,  rather  than  as  firmly 
established  facts. 

Roentgen  Picture  of  Normal  and  Pathologic 
Sella  Turcica. — ^Scheuermann  examined  roent- 
genograms of  the  cranium  of  391  patients  with  a 
normal  sella  turcica  and  of  55  with  brain  condi- 
tions showing  pathologic  changes,  and  made  com- 
parative examinations  of  specimens  of  normal 
sella  turcicas  from  100  patients  and  of  sella  tur- 
cicas  from  forty-one  with  intracranial  disorders. 
The  technic  In  roentgen  examination  of  the  cran- 
ium, normal  anatomy  and  roentgen  pictures  of 
sella  turica,  position  of  the  head  in  certain  tu- 
mors of  the  brain,  and  primary  and  secondary  en- 
largement of  the  sella  turcica  are  discussed. 
There  has  been  close  agreement  between  the  re- 
sults of  roentgen  examination  andl  of  necropsy. 
The  roentgenologist,  he  says,  is  to  express  him- 
self concerning  the  pathologic  changes  revealed 
but  to  speak  with  reservation  concerning  the  pos- 
sible primary  or  secondary  nature  of  the  changes. 
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THE  THEKAPEUTICS  OF  DIGITALIS* 
E.  W.  ;Mitciikll,  M.  1)., 
Cincinnati,  O. 

A medical  paper  is  most  valuable  to  the 
one  who  writes  it.  It  leads  him  to  review  his 
knowledge,  to  search  out  what  may  be  new, 
and  to  put  down  his  information  in  a more 
or  less  logical  order.  For  these  reasons  every 
doctor  should  write  papers,  even  though  the 
delivery  of  them  may  seem  an  infliction  upon 
his  hearers.  A paper,  however,  can  scarcely 
be  so  poor  that  it  may  not  set  the  hearer  to 
thinking.  To  the  audience  the  paper  may  be 
valuable  by  bringing  new  matter,  equally  or 
more  valuable,  as  a review  of  the  old,  or  most 
valuable,  if  it  serves  as  a basis  of  discussion 
of  the  subject  by  the  members  of  the  society. 
In  choosing  digitalis  for  my  subject,  1 can 
not  expect  to  bring  new  information  to  this 
i)ody  of  practitioners.  There  has  been  in  re- 
cent years  a vast  literature  upon  that  drug. 
i\Iy  hope  is  that  by  giving  a brief  summary 
of  some  of  this  literature  to  bring  from  you 
a comparison  of  observations  and  experiences 
in  the  practical  use  of  the  drug. 

Digitalis  is  one  of  the  mo.st  interesting  and 
most  useful  of  our  drugs.  Long  used  empir- 
ically, its  i)hysiological  action  lias  been  rather 
definitely  settled  by  experiments  upon  an- 
imals and  instrumental  observations  on  man, 
the  laboratory  very  closely  confirming  clinical 
observation.  It  is  a drug  having  very  def- 
inite indications  for  its  use  and  its  proper 
administration  followed  by  very  definite  ef- 
fects. 

Physiological  Action.  Digitalis  by  stimu- 
lating the  vagus  center  in  the  medulla  slows 
the  heart  in  one  of  two  ways,  first  the  rate  of 
the  whole  heart  is  reduced  by  depression  of 
the  rate  of  impulse  formation  in  the  sinus,  or 
second,  the  rate  of  the  ventricles  is  reduced 
through  depression  of  auriculo-ventricular 
conduction  to  a degree  to  cause  partial  or 
complete  block  (Eggleston  Journal  of  i\Ied- 
ical  Sciences,  November,  1920.)  There  is  also 
good  eviilence  from  laboratory  and  clinic  that 
digitalis  acts  directly  upon  the  heart  muscle 
although  the  exact  nature  of  this  effect  is  not 
known.  There  are  many  cases  in  which  digi- 
talis is  effective  in  restoring  the  failing  heart 
although  it  does  not  alter  its  rate,  by  direct 
action  probably  upon  the  musculature.  It  is 
now  generally  agreed  that  digitalis  in  thera- 
peutic doses  does  not  raise  the  blood  pressure 
except  in  cases  in  which  it  is  already  low,  in 
which  it  is  raised  by  the  improved  action  of 
the  heart.  High  blood  pi-e.ssure  is  therefoi-e 
not  a contraindication  to  its  use.  In  normal 
subjects  digitalis  is  not  diuretic.  Its  diuretic 

*Read  before  the  CampbelhKentoii  Medical  Society,  F»*h. 
4.  1926. 


action  is  from  its  effect  upon  the  circidation, 
and  is  manifested  in  cases  having  edema  with 
feeble  cardiac  power. 

Indications.  Broadly  speaking  digitalis  is 
needed  when  the  patient  has  the  symptoms 
and  signs  of  failing  compensation.  These 
signs  and  symptoms  are  breathlessne.ss,  cough, 
cyanosis,  edema,  pain,  Aveakness,  nausea,  vom- 
iting, enlargement  of  the  liver,  scanty  urine, 
rapi^  pulse.  There  is  general  agreement  that 
the  specific  effect  of  digitalis  is  most  certainly 
obtained  in  cases  of  auricular  fibrillation  and 
auricular  flutter.  The  drug  by  its  inhibitory 
action  upon  the  bundle  of  His  blocks  some 
of  the  excessive  stimuli,  slowing  the  ventricle, 
and  making  the  heart’s  action  both  stronger 
and  more  regular.  This  condition  (auricidar 
fibrillation)  is  recognized  clinically  by  the 
totally  irregular  action,  marked  rapidity  of 
pulse,  and  failure  of  many  contractions  to 
reach  the  radial  artery — of  course  most  eer- 
tainlv  diagnosed  by  the  polygrraph  or  eleeto- 
cardiograph,  although  fortunately  for  the 
general  practitioner  the  diagno.sis  can  usually 
be  made  by  physical  examination.  Other. con- 
ditions are  cases  of  chronic  myocarditis.  Avith 
or  Avithout  valvular  disease,  when  signs  of 
failure  in  efficiency  of  the  myocardium  de- 
A'elop.  Valvular  disease  is  not  an  indication 
for  digitalis  unless  the  myocardium  is  un- 
equal to  keeping  up  an  efficient  circulation — 
in  which  ease  it  is  to  be  used  irrespective  of 
the  valve  involved.  The  most  striking  ef- 
fect is  in  the  decompensation  of  mitral  dis- 
ease, especially  in  the  cases  of  rheumatic  or- 
igin. In  paroxy.smal  tachycardia  it  is  inef- 
fective. HoAvever,  Hatcher  and  Eggleston  ap- 
prove its  use  in  prolonged  attacks  if  the  heart 
is  becoming  Aveak.  In  partial  heart  block  the 
drug  is  distinctly  contra-indicated  because  of 
the  dansrer  of  its  producing  complete  heart 
block.  Mackenzie,  Wenckebach  and  others 
recommend  it  to  strengthen  the  heart  muscle 
to  combat  ventricular  failure  in  complete 
block.  This  seeming  contradiction  is  ex- 
plained by  the  fact  that  digitalis  blocking  of 
the  contraction  is  ])ossible  as  long  as  the 
bundle  caii  transmit  im|)ulses,  as  in  partial 
block,  while  in  complete  block  the  poAver  of 
transmi.ssion  is  entirely  lost.  In  aeute  heart 
failure  prompt  employment  in  full  therapeAi- 
tic  doses  is  nsualh"  indicated.  In  a report 
published  in  the  Journal  of  the  American 
Medical  A.ssociaton,  August  16.  1924,  by  the 
Council  of  Pharmacy,  caution  is  advised  in 
treating  acute  heart  failure,  sinci'  if  it  .should 
be  due  to  coronary  obstruction,  digitalis 
Avould  be  distinctly  contra-iiulii ated. 

PTieumonia.  For  s(‘veral  V(“ars  tlicia*  has 
been  much  discussion  as  to  the  usi*  of  digi- 
talis in  pnenmonia,  and  its  employment  in 
that  disease  has  become  a routine  measure 
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with  many  practitioners.  As  to  its  admin- 
istration, 1 (tan  not  do  better  than  to  quote 
from  the  I’ractical  Medical  Series,  1920,  p. 
179,  a portion  of  an  article  by  Brooks  (New 
fork  State  Journal  of  Medicine,  April  18, 
192'1_).  The  Editor  remarks  in  parenthesis, 
‘*1  have  never  seen  a better  statement  of  the 
proper  way  to  use  digitalis  in  pneumonia.” 
■‘Digitalis  is  very  useful,  but  not  in  young 
children.  It  is  very  effective  when  the  heart 
is  known  to  have  been  previously  diseased  or 
incapacitated,  as  by  an  old  valvular  lesion, 
or  when  early  signs  of  cardiac  embarrassment 
appear.  Kapid  methods  of  digitalization,  ei- 
ther hypodermically  with  digifoline  or  a 
tested  digaline,  or  the  tincture  by  mouth  are 
indicated,  giving  one  to  two  drachms  (tinc- 
ture) per  twelve  hours  until  the  pulse  and 
heart  tones  begin  to  show'  characteristics  of 
therapeutic  digitalization.  In  other  cases 
which  exhibit  no  preliminary  evidence  of  car- 
diac defect,  if  the  patient  be  young  and  pre- 
viously in  good  health,  digitalis  is  not  given 
until  it  is  indicated  by  arrhytmiaa,  defect 
in  heart  tone,  pulse  volume,  onset  of  edema, 
or  other  definite  evidence  of  waning  circula- 
tion. In  practically  all  cases  beyond  middle 
life,  digitalis  is  started  in  moderate  dosage 
as  soon  as  the  diagnosis  of  pneumonia  is  made. 
In  these  instances,  or  in  young  persons  who 
show  a defective  circulatory  force,  as  low 
blood  pressure,  the  dose  is  increased  until  the 
apparent  defect  is  corrected,  when  the  drug 
is  either  diminished  or  eliminated  until  some 
definite  indication  for  its  resumption  occurs, 
when  a considerable  dose  is  promptly  given, 
either  hypodermically  or  intravenously.  The 
tincture  is  given  when  an  immediate  effect  is 
not  imperative.  It  can  be  given  in  large 
doses.  Digitalis  poisoning  is  rare  in  these 
cases,  and  it  rarely  does  harm.  It  is  the  most 
important  drug  in  the  therapy  of  pneu- 
monia.” It  used  to  be  the  teaching  that  in 
pneumonia,  and  fevers  in  general,  the  pa- 
tient did  not  respond  to  digitalis  therapy. 
That  opinion  was  founded  upon  the  fact  that 
the  dosage  wns  usually  insufficient.  It  is  true, 
however,  that  in  the  absence  of  arrythmia  the 
response  is  slow  and  less  marked  in  fevers. 

Administration  and  dosage.  Digitalis  is 
one  of  the  drugs  in  which  care  in  selecting  a 
potent  preparation  is  necessary.  The  prog- 
ress of  pharmacy  has  brought  great  improve- 
ment in  the  cpiality  of  preparations  upon  the 
market — preparations  which  have  been  care- 
fully standardized  l)y  physiological  methods. 
Many  practitioners  prefer  the  infusion — when 
freshly  made  of  good  leaves.  How'ever,  the 
tincture  is  most  widely  employed.  Its  better 
keeping  quality,  the  ease  of  regulating  the 
dose,  etc.,  recommend  it.  The  powdered  leaf 
in  tablet  or  capsule  is  efficient  and  convenient 


for  continued  administration.  The  green 
capsules  of  Lqjshur-lSmith  (gr.  1 eachj  are 
very  leiiaoie,  also  the  aigifoline  tablets  of  the 
Ciba  Company.  The  nypules  of  digifoline 
are  the  best  pieparation  on  tlie  luarKet  for 
hypodermic  use.  When  one  gets  accustomed 
10  a certain  reliable  preparation  it  is  jjerhaps 
well  to  adhere  to  it  as  a routine,  in  as  much 
as  he  teari.s  by  experience  how  to  regulate  the 
dosage,  f or  some  tune  i have  been  using 
with  much  satisfaction  the  b'pshur-Smith 
tincture)  or  the  Squibbs  fat-free  tincture — 
occasionally  also  tne  capsule  or  the  tablet 
above  mentioned.  For  emergencies  or  in  cases 
of  vomiting,  the  digifoline  hypodermically. 
As  the  drug  is  slowly  absorbed  and  slow'ly 
■eliminated  the  intervals  between  doses  would 
be  long  if  large  doses  are  being  given. 

Dosage.  Eggleston  well  sums  up  the  ad- 
ministration in  the  following  three  methods ; 

1.  Small  dose  method.  This  requires  from 
four  tO'  six  days  to  establish  digitalization.  Of 
the  dried  leaf  two  to  five  grams — or  twenty 
to  forty  mini,  of  the  tincture,  is  given  every 
four  hours — four  doses  daily. 

2.  Large  dose  method.  Requiring  one  to 
two  days.  For  the  first  twenty-four  hours,  six 
to  seven  grains  of  the  dried  leaf  or  one  tea- 
spoonful of  tincture  every  six  hours  day  and 
night  for  four  doses.  On  the  second  day  re- 
duce the  doses  by  one -half  and  give  every 
four  hours  continuing  thus  to  full  digitaliza- 
tion. 

Body  weight  method.  Which  permits  ful  _ 
digitalization  in  from  ten  to  twenty-four 
hours.  In  this  method  about  one  to  two  min. 
per  pound  are  given  in  divided  doses  per  day. 
The  “Eggleston  Method”  is  explained  in  the 
American  Medical  Association  Journal  March 
13,  1920.  This  method  employs  the  “cat 
unit” — which  is  the  weight  of  the  dry  leaf 
in  milligrams  which  will  kill  one  killogram 
of  cat,  given  intravenously  continuously. 
This  works  out  one  hundred  milligrams  of  the 
drug  in  the  cat  unit.  For  man  the  average 
total  amount  for  oral  administration  is  equal 
to  0.15  cat  unit  per  pound  body  weight. 

C.  U.  X 0.15  X wt=grams  dry  leaf  for  total; 

1000 

C.  U.  X 0.15  X Wt.  =C.  C.  of  tincture  for 
100 

total  amount.  For  a man  of  150  lbs.,  this 
would  work  out  22.5  C.  C.  for  total  amount 
to  be  given  to  secure  digitalization.  Of  this 
1-3  to  l-‘2  is  given  in  the  first  dose;  in  six 
hours,  1-5  - 3-4;  after  another  six  hours,  1-8  - 
1-6 ; then  1-10  every  six  hours  to  full  effect. 
It  is  of  course  understood  that  such  doses  are 
used  in  cases  of  urgent  heart  failure  with  the 
patient  strictly  confined  to  bed  under  close 
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supervision.  They  should  not  be  given  to  a 
patient  who  has  been  taking  the  drug  within 
the  previous  two  weeks.  Pardee  in  an  ar- 
lic'le  on  the  intravenous  and  hypodermic  ad- 
ministration (fJournal  American  Medical  As- 
sociation, October  31,  1925)  makes  the  follow- 
ing statement. 

1.  With  minimal  effective  doses  of  digifolin 
intravenously  the  T wave  and  rate  in  un- 
treated auricular-fibrillation  are  not  affected 
until  from  five  to  six  hours. 

2.  After  doses  of  tincture  by  mouth  equal 
to  one  niinum  per  pound  of  the  patient’s 
weight,  the  T wave  and  the  rate  in  untreated 
auricular  fibrillation  ma^’  be  affected  as  early 
as  the  second  hour  and  reach  its  maximum  by 
the  sixth  or  seventh  hour. 

3.  After  rectal  administration  in  doses 
larger  than  one  minmu  per  pound  the  T 
wave  was  affected  on  the  average  in  two  and 
one-half  hours.  The  facts  first  noted  make  it 
seem  probable  that  the  promptness  of  action 
is  more  dependent  on  a mass  effect  of  digitalis 
— the  large  size  of  the  dose — than  on  the 
greater  promptness  with  which  the  drug 
comes  in  contact  with  the  heart  muscle  after 
intravenous  administration. 

In  ambulant  cases  of  minor  heart  failure 
one  does  not  of  course  resort  to  such  large 
doses.  One  to  two  grains  of  powdered  leaf 
three  times  a day  or  20-30  m.  t.i.d.  of  potent 
tincture  will  more  slowly  but  more  safely 
prove  effective.  After  the  heart  is  once  un- 
der the  influence  ten  to  twenty-five  min. 
twice  a day  will  ordinarily  maintain  the  ef- 
fect. 

Conclusion 

1.  Digitalis  is  indicated  whenever  the  myo- 
cardium is  too  weak  to  maintain  an  efficient 
circulation  independent  of  the  cause  of  that 
failure  with  a few  exceptions. 

2.  With  large  doses  of  a good  preparation 
in  acute  or  severe  failure,  prompt  response 
maj^  be  had. 

3.  IMassive  doses  shoidid  only  be  used  in  pa- 
tients confined  to  bed,  closely  watched, 
prompt  reduction  of  dose  and  prolongation 
of  interval  between  doses  after  digitalization 
and  administration  suspended. 

4.  Signs  of  toxic  action  are  nausea,  heart 
block,  fibrillation,  diarrhoea,  coupled  pulse. 


RECT^VL  PAIN^ 

IvCFUs  C.  Alley,  M.  D. 

Lexington 

The  interpretation  of  abnormal  sensations 
arising  in  the  region  of  the  rectum  may  spell 
the  difference  between  success  and  failure  in 
the  treatment  of  anorectal  disease. 

Pain  probably  heads  the  list  of  rectal  com- 
plaints which  bring  the  patient  to  the  physi- 
cian. The  character,  location  and  time  of  the 
pain  offer  valuable  diagnostic  information. 

An  accurate  knowledge  of  the  anatomy  and 
physiology  of  the  anus  and  rectum  is  neces- 
sary to  evaluate  and  explain  the  symptoms 
arising  in  this  region.  The  most  important 
embryologic  changes  that  take  place  in  the 
formation  of  the  anorectal  canal  occur  during 
the  third  month  of  intrauterine  life  (1).  Dur- 
ing this  period  the  embryonic  anus  or  procto- 
deum, which  is  first  seen  as  a perineal  dimple, 
gradually  fuses  with  the  descending  hindgut’ 
which  is  later  to  become  the  rectum.  The 
small  intervening  diaphragm  of  mesoblastic 
tissue  is  compressed  and  either  absorbed  or 
l)ushed  aside.  Thus  it  is  seen  that  the  ano- 
rectal canal  is  composed  of  the  rectum  above, 
which  is  developed  from  entoderm,  and  the 
anal  canal  below  which  is  of  ectodermal  or- 
igin. The  line  of  separation,  originally 
marked  by  the  septum,  becomes  the  anorectal 
line  and  forms  the  sharp  line  of  transition  be- 
tween the  rectal  mucous  membrane  above  and 
the  skin  lining  the  anal  canal  below. 

This  zone  is  of  great  proctologic  significance 
and  clinical  importance  (2).  The  area  above 
and  below  this  line  are  essentially  different  in 
blood,  nerve,  and  lymjihatic  supplies  and,  as 
will  be  pointed  out,  in  pathologic  changes  and 
resulting  symptoms. 

The  arterial  supply  above  the  anorectal  line 
is  derived  chiefly  from  the  superior  hemor- 
rhoidal artery,  which  is  a continuation  of  the 
inferior  mesenteric,  while  the  venous  return 
from  this  area  is  through  the  superior  hem- 
orrhoidal veins  into  the  portal  circulation.  The 
vascular  supply  of  the  anal  canal,  on  the  other 
hand,  is  connected  with  the  hypogastric  ves- 
sels and  the  general  circulation.  The  lym- 
phatic drainage  above  the  anorectal  line  is 
uiiward  into  the  regional  pelvic  and  lumbar 
glands;  the  anal  lymphatics,  with  those  of  the 
perineum,  drain  for  the  most  part  into  the 
inguinal  chain  (3). 

The  nerve  supply  is  of  especial  importance 
in  anorectal  symptomatology  (2).  The  rec- 
tum down  to  the  anorectal  line  is  supplied  by 
the  sympathetic  and  saer,.l  autonorJc  sys- 
tems. The  anal  canal  derives  its  nerve  supply 

*Prom  Proctologic  Section,  Lexington  Clinic. 

‘Read  before  the  Fayette  Count.v  Medical  Society  July  12, 
1932. 
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directly  from  the  cerebrospinal  system  via  the 
pudendal  nerve  from  the  •second,  third  and 
fourth  sacral  roots.  This  remarkable  dif- 
fereir-e  in  nerve  supply  explains  the  almost 
complete  absence  of  pain  sense  in  the  rectnm 
while  the  anal  I’egion  is  excjuisitely  sensitive 
to  pain.  (hhg.  1.) 


Fig.  1.  Schematic  drawing  showing  differences  in  blood, 
.ymphatic  and  nerve  sujiplies  above  and  below  the  anorectal 
(pectinate)  line.  (J.  R.  Fennington,  “Rectum.  Anus  and 
Pelvic  Colon,”  Philadelphia.  P.  Blatkiston’s  Son  Sc  Co.) 

Thus  it  is  easily  understood  why  serious  or- 
ganic disease  of  the  rectum  may  progress  to 
a hopeless  stage  without  producing  pain.  The 
usual  manifestation  of  organic  rectal  disease 
is  disturbance  of  function.  For  example,  the 
earliest  symptoms  by  which  cancer  of  the  rec- 
tum may  be  suspected  are  functional.  Changes 
in  bowel  habit  are  most  important.  Bleeding 
is  a first  .symptom  in  40  per  cent  of  cases  (3). 
Pain  becomes  a factor  only  after  secondary 
invasion  of  adjacent  sensory  nerve  trunks  has 
occurred. 

The  extreme  degree  of  pain  that  may  be 
produced  by  comparatively  small  anal  lesions 
is  well  known.  The  anal  canal  is  abundantly 
supplied  with  sensory  nerves  and  in  this  reg- 
ion small  and  superficial  lesions  may  produce 
pain  the  intensity  of  which  is  out  of  all  pro- 
portion to  the  extent  of  the  causative  factor. 
It  has  been  said  that  in  anorectal  di.sease  the 
intensity  of  pain  is  in  inverse  ratio  to  the 
seriousness  of  the  condition  (41. 

The  most  frequent  cause  of  anorectal  pain 
is  infection  of  which  many  varieties  are  recog- 
nized. It  may  vary  from  the  small  siiperficial 
anal  fissure  or  ulcer,  with  its  severe,  lancinat- 
ing pain,  to  the  extensive  perianal  abscesses 
producing  serious  constitutional  symptoms. 
(Fig.  2.) 

The  path  of  entrance  of  the  infection  is  al- 
most always  throiigh  a crypt  of  morgagni,  and 
the  posterior  crypts,  because  of  anatomical 
factors,  are  most  frequently  involved  (2). 
The  infection  may  remain  well  localized  or  it 
may  burrow  through  surrounding  tissues  in 


any  direction  and  produce  simple  or  compli- 
cated abscesses  and  fistulae. 

Thrombotic  external  hemorrhoids  are  some- 
times the  cause  of  distressing  anal  pain  (Fig. 
3).  The  onset  is  usually  sudden,  often  fol- 
lowing trauma  or  muscular  straining,  and  the 
extravasated  blood  produces  an  astonishing 
amount  of  pain  due  to  pressure  under  the  sen- 
sitive anal  skin.  The  pain  is  usually  com- 
pletely relieved  Lqjon  evacuation  of  the  clot. 
This  .should  always  be  practiced  both  to  re- 
lieve the  patient  and  to  avoid  infection  and 
abscess  formation  which  the  clot  invites  (5j. 

The  wides])read  belief  that  internal  hemor- 
rhoids per  se  are  painful  is  incorrect.  In- 
ternal hemorrhoids  are  located  above  the  ano- 
rectal line  where  pain  nerves  are  absent,  or 
nearly  so,  therefore  pain  accompanying  this 
tyjie  of  hemorilioids  is  due  to  some  compli- 
cating factor.  The  most  usual  complication 
producing  jiain  is  infection  which  extends 
down  into  the  sensitive  parianal  tissues.  This 
causes  j)ainful  spasm  of  the  sphincter  muscle 
which  is  usually  'attributed  to  hemorrhoids  if 
they  are  known  to  exist.  (Fig.  3.) 

The  impaction  of  foreign  bodies  in  the  ano- 
rectal canal  is  relatively  rare  but  when  it  does 
occnr  it  may  produce  pain  varying  from  a 
dull  ache  to  that  of  lancinating  severity,  de- 
pending upon  the  size  and  shape  of  the  of- 
fending element  and  the  anatomical  region  in 
which  its  ])rogrpss  is  arrested.  The  greatest 


Fig.  2.  Types  of  hemorrhoids:  (1)  External  thrombotic 

hemorrhoids.  (2)  Internal  hemorrhoids  with  edema  of  anal 
margin.  (3)  Prolapsing  internal  hemorrhoids.  (J.  P.  Tuttle, 
“Diseases  of  the  Anus,  Rectum  and  Pelvic  Colon,”  Xew  York, 
D.  Appleton  & Co.) 


516 


KENTUCKY  MEDICAL  JOURNAL 


[September,  1932 


Fig.  3.  Hypertrophied  anal  papilla  and  abscess  from  in- 
fected crypt.  (Dr.  C.  F.  JIartiu’s  case.) 

danger  here  lies  in  perforatipn  and  subsequent 
infection. 

True  rectal  neuralgia  is  undoubtedl\-  a dis- 
tinct clinical  entity  but  its  occurrence  is  rare. 
If  real  pain  exists  it  is  nearly  always  caused 
by  organic  lesions  affecting  sensory  nerves, 
however,  as  pointed  out  by  Pennington  (2), 
in  about  one  case  in  five  hundred  no  patho- 
logical cause  can  be  demonstrated.  Albu  (7) 
states  its  subjects  are  always  neurasthenic  and 
lhat  some  form  of  })sychic  stress  is  present. 
Diagnosis  of  rectal  neuralgia  should  be  made 
guardedly  and  only  after  failure  of  exhaus- 
tive effort  to  find  the  real  cause. 

It  is  well  known  that  extremely  disagree- 
able sensations  may  originate  in  the  rectum 
even  though  it  has  no  cerebrospinal  nerve 
supply.  The  afferent  nerve  endings  in  the 
wall  of  the  rectum  and  lai*ge  bowel  are  sen- 
sitive to  increased  muscle  tonus  (6).  A mod- 
erate increase  in  muscle  tension,  due  either 
to  distention  or  to  contraction,  produces  de- 
sire to  defecate,  while  undue  distention  or 
spasm,  associated  with  reflex  straining  may 
be  decidedly  unpleasant.  Such  conditions  are 
encountered  in  low  rectal  obstruction  from 
any  cause  such  as  fecal  impaction,  fibrous 
stricture,  malignant  growths,  or  occlusion  of 
lumen  by  a foreign  bod^^  It  is  easily  seen 
that  the  symptoms  produced  in  this  way  are 
primarily  functional.  The  production  of  ab- 
normal secretions  by  malignant  growths  and 
the  simultaneous  infiltration  of  the  bowel  wall 
produce  early  perversions  of  func'ion  which, 
unfortunately,  are  so  often  overlooked. 

■Summary. 

1.  The  anus  and  rectum  are  essenti.'dly 
different  from  the  standpoint  of  embryologry, 
anatomy,  and  physiology. 


2.  The  anorectal  line  is  an  imporlant  land- 
mark anatomically  and  ehmcally. 

3.  The  nianifestatio)is  of  disease  above  the 
anorectal  line  are  essentially^  functional  while 
below  it  pain  usually  predominates. 
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A ('ASE  OF  DERMATITIS  CAUSED  BY 
RUTESIN  PICRATE* 

Robert  L.  Kelly,  1\I.  D. 

Louisville. 

Butesin  picrate  ointment  was  placed  on  the 
market  about  1926.  Since  this  time,  there 
have  been  several  cases  of  dermatitis  reported 
due  to  this  ointment. 

In  reviewing  the  literature,  I find  that  Doc- 
tors|  Pusey  and  Rattener  rejiorted  the  first 
case.s  in  June,  1929.  Their  first  case  followed 
its  application  to  a dry  dermatitis  due  to  a 
mustard  plaster.  Dr.  Riley  Jackson  reported 
five  case.s  in  January,  1929.  Three  of  his 
cases  were  due  to  butesin  picrate  ointment 
and  two  cases  were  due  to  picric  acid  solution. 

1 have  had  four  cases  of  dermatitis  due  to 
butesin  jiierate  ointment.  Two  of  these  were 
due  to  my  application  and  two  to  self  appli- 
cation. One  of  the  latter  I shall  report  to- 
night. A married  woman,  age  26,  was  re- 
ferred to  me  by  a physician,  with  an  acute, 
weeping  vesiculo-bullous  dermatitis  of  left 
thumb  and  index  finger,  extending  on  dorsal 
and  palmer  surfaces  of  hand,  having  the  usual 
symptoms  of  itching  and  burning.  She  gave 
a history  of  burning  the  tips  of  her  thumb 
and  idex  finger  on  a cooking  utensil  four  days 
before  coming  to  me.  Her  husband  had  been 
iLsing  bntesin  picrate  for  burns,  with  impun- 
ity. She  applied  it  to  the  burn,  and  a few 
hours  later  the  lesion  became  worse.  She  re- 
applied the  ointment  daily  for  three  days. 

I did  a patch  test  on  the  outer  surface  of 
the  left  thigh ; ten  hours  later  there  was  an 
erythematous,  vesicular  eruption  about  3 inch- 
es in  diameter.  (See  Fig.  1.)  The  follow- 
ing day  patient  returned,  and  this  area  had 
become  one  solid  bullous  lesion.  (See  Pig.  2.) 

*Read  before  the  Jefferson  Countv  Medical  Societ.v,  May  2, 
1932. 
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Fig.  2 

1 believe  that  butesin  picrate  ointment  is 
a treacherons  ointment  to  be  applied  promis- 
cuously. There  is  more  dermatitis  due  to  this 
ointment  than  is  reported.  In  cases  where  the 
ointment  is  to  be  used  extensively,  a patch 
test  should  be  done  to  determine  the  suscep- 
tibility of  patient. 

There  are  many  cases  of  dermatitis  reported 
where  the  alcoholic  solution  of  picric  acid  is 
used  in  preparing  the  field  of  operation.  It 
seems  that  the  watery  solution  is  not  as  irri- 
tating. 

Conclusion. 

1.  This  ointment  does  cause  dermatitis  in 
susceptible  individuals. 

2.  It  should  not  be  applied  to  extensive 
lesions  until  a patch  test  has  been  made. 

3.  We  should  be  careful  in  using  any  drug 
promiscuously  until  its  action  has  been  def- 
initely ascertained. 

DISCUSSION 

Winston  U.  Rutledge:  Mr.  Chairman,  I feel 

railed  upon  as  a Dermatologist  to  say  a word 
about  Dr,  Kelly’s  very  interesting  case  report. 

After  reading  the  announcement  of  Dr.  Kelly’s 


forthcoming  presentation,  I looked  up  a few  ar- 
ticles on  this  type  of  dermatitis,  and  as  far  as 
I could  find  out  very  few  cases  of  this  particular 
kind  have  ever  been  reported.  In  1923,  a French 
Dennatologist  reported  in  the  “Annals  of  Der- 
matology and  Syphilologjf”  two  cases  of  der- 
matitis similar  to  this  one,  due  to  application  of 
wet  dressings  of  a picric  acid  solution;  however, 
he  did  not  mention  having  used  an  alcoholic  so- 
lution. A year  later,  Dr.  Arthur  Greenwood  re- 
ported a case  of  a genito-urinary  surgeon  who 
had  a very  severe  case  of  dermatitis  which  was 
found  on  subsequent  tests  to  be  due  to  butesin. 
Apparently,  this  man  had  been  using  a solution 
of  butesin  for  two  years  in  his  genito-urinary 
work  without  having  suffered  any  evident  dam- 
age from  it.  The  dermatitis  began  on  his  fingers, 
then  became  generalized,  and  on  one  occasion 
the  burning  on  his  penis  becoming  so  severe  that 
he  injected  a 2 per  cent  solution  of  butesin 
subcutaneously  in'  that  area  to  relieve  this  pain. 
Naturally,  this  aggravated  the  condition.  Con- 
sidering the  wide-spread  use  of  butesin  picrate 
in  all  kinds  of  cases,  with  only  a few  cases  of 
resulting  dermatitis,  it  speaks  fairly  well  for  its 
low  toxicity. 

Leon  L.  Solomon:  I ask  permission  to  say  a 

word  about  butesin  picrate.  I have  had  con- 
siderable experience  with  this  product.  I am 
aware  of  its  irritant  action.  Like  many  of  the 
newer  preparations,  brought  to  the  notice  of  the 
specialist  and  the  general  practitioner,  which 
they  are  asked  to  use  routinely  in  their  practice, 
investigation  having  previously  been  made  by  cer- 
tain individual  manufacturers,  and  sometimes  by 
hospital  groups,  not  until  the  product  has  been 
put  to  tne  acid  test  of  general  use  is  it  found  to 
be  deficient  or  defective  and  sooner  or  later  must 
fall  into  diisuse. 

Extravagant  claims  are  these  days  frequently 
made  by  the  pharmaceutical  houses  concerning 
this,  that,  or  the  other  new  product  of  their  man- 
ufacture. The  pity  is  that  we  have  gotten  away 
from  the  materia  medica  known  by  our  fore- 
fathers and  are  willing  to  try  out  almost  any- 
thing that  is  brought  to  our  notice.  Every  now 
and  again  the  supreme  penalty  is  paid  when,  had 
proper  investigation  been  made,  misfortune 
would  have  been  avoided. 

The  surprising  thing  is  that  a larger  number 
of  people  have  not  been  found  sensitive  to  bute- 
sin; perhaps  its  dermatological  reaction  belongs 
to  allergy. 

I desire  to  make  a plea  this  evening  for  re- 
turn to  the  rational  therapy  of  our  fathers.  The 
day  was  when  materia  medica  and  therapy  was 
allotted  proper  consideration  in  the  college  cur 
riculum.  Today,  the  student  of  medicine  is  given 
a mere  glimpse  at  the  subject,  the  study  of  which 
is  fascinating  and  the  compi’ehension  of  which 
is  most  important.  There  is  foisted  on  the  pro- 
fession a list  of  somnifacient  drugs,  each  one 
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vaunted  as  the  prince  of  its  class.  For  the  most 
part,  they  are  related  to  trional  and  sulphonal, 
or  they  contain  some  derivative  of  the  barbitu- 
rates. There  is  no  reason  under  high  heaven  for 
their  multiform  existence  except  that  one  phar- 
maceutical house  is  in  competition  with  the  other 
and  none  seems  satisfied  until  his  list  is  as  full 
and  complete  as  that  of  each  of  his  competitors. 

It  is  an\azing  to  know  the  variety  and  num- 
ber of  antiseptics  which  have  recently  been 
brought  to  our  attention.  Some  are  red,  some 
are  green,  some  are  violet,  some  are  purple,  some 
are  yellow.  And  again,  there  is  no  reason  for 
their  existence,  except  that  one  house  is  in  com- 
petition with  another.  The  much  vaunted  mer- 
curochrome  has  not  justified  the  repute  into 
which  it  was  brought.  It  is  in  no  sense  the 
equivalent  in  virtue  to  icdine. 

Dr.  Kelly  deserves  the  commendation  of  his 
fellows  for  having  brought  to  their  attention  the 
untoward  action  of  butesin  picrate. 

C.  Brooks  Wilmott:  I have  had  no  personal 

experience  with  dermatitis  such  as  mentioned  by 
Dr.  Kelly.  However,  I remember  seeing  my  first 
case  of  a dermatitis  similar  to  the  one  reported 
this  evening,  in  the  Post  Graduate  Hospital,  New 
York  City,  during  my  internship,  w'hich  was 
thought  to  be  due  to  picric  acid,  then  much  in 
vogue  as  a treatment  for  burns.  It  was  used 
as  an  alcoholic  solution  of  picric  acid  in  the  foi'm 
of  wet  dressings  on  superficial  burns.  I use  that 
in  my  general  work  quite  often,  and  do  not  re- 
member ever  having  gotten  a dermatitis  from  it. 
The  drug  used  by  Dr.  Kelly,  in  the  form  of  a 
salve,  I wonder  from  the  fact  that  it  is  mixed 
with  a greasy  ingredient  if  this  would  not  tend 
to  irritate  the  surface  of  the  skin  and  cause  a 
dermatitis? 

Robert  L.  Kelly  (in  closing)  ; As  I said  in  my 
case  report,  there  have  been  several  cases  of  der- 
matitis reported  due  to  butesin  picrate  ointment 
and  by  the  alcoholic  solution  of  pictric  acid.  Pos- 
sibly we  shall  have  several  cases  reported  in  the 
future. 

Dr.  Wilmott’s  inquiry  about  the  greasy  base. 
I doubt  if  the  greasy  base  has  anything  to  do 
with  the  dermatitis.  Butesin  picrate  ointment  is 
a chemical  combination  of  butesin  and  picric 
acid  in  a greasy  base.  The  combination  may 
be  more  irritating  to  susceptible  individuals  than 
straight  picric  acid  or  butesin. 

We,  at  times,  get  a dermatitis  from  any  local 
application  in  susceptible  individuals;  but  I think 
it  is  worthwhile  to  watch  butesin  picrate  oint- 
ment. 


STERILIZATION  FOR  HUMAN  BETTER- 
MENT* 

A.  M.  Lyon,  M.  D. 

Frankfort. 

There  is  no  subject  that  should  concern 
society  and  the  huma.i  race  more  than  the 
production  of  healthy,  enetrgetic  posterity. 
Every  patriotic  and  God-fearing  citizen 
should  put  forth  every  available  means  to 
gain  that  end.  The  establishment  of  this 
great  nation  of  our  was  conceived  and 
dedicated  to  the  priciple  that  all  men  were 
created  free  and  equal.  I challenge  that 
statement  for  today,  particularly  from  the 
biological  standpoint.  Does  the  childhood  of 
America  arrive  free  from  handicaps  that  may 
mar  their  adjustment  to  society.)  Is  the 
blood  stream  of  the  infant  free  from  pollu- 
tion that  will  engender  its  development  into 
normal  manhood  or  womanhood.  If  some 
arrive  from  polluted  germ  plasm  then  they 
are  not  equal. 

Upon  whose  shoulders  rests  the  respon- 
sibility of  incapacitation  of  the  future  child- 
hood in  this  county  if  every  child  has  the 
inalienable  right  to  be  born  free  from  dis- 
ease or  contamination  that  would  render  his 
existence  a misery  to  himself  or  to  those  that 
surround  him.  Science  has  not  yet  said  the 
last  word  neither  will  it  ever  be  said  as  we 
drift  into  the  unfathomed  realms  of  the  dim 
distant  future,  facts  will  be  unveiled  that 
will  better  enable  us  to  increase  our  identity 
whereby  we  will  be  in  a position  to  preserve 
and  promote  human  welfare. 

What  is  the  problem  that  confronts  the 
grand  old  Commonwealth  of  Kentucky.  Do 
we  invite  the  production  from  torrents  of 
polluted  germ  plasm  or  shall  we  take  steps, 
approved  by  Science,  to  dry-up  the  springs 
that  feed  into  the  biological  machine  con- 
taminated germplasm  for  reproduction. 
Sterilization  for  human  betterment  is  a 
remedy  directed  at  the  chief  source  of  our 
great  charitable  problem.  It  has  been  posi- 
tively proven,  beyond  a doubt,  that  seventy 
per  cent  of  mental  defectiveness  arrives  froim 
defective  hereditary  channels.  We  know  that 
like  begets  like.  Statistics  show  that  there 
are  three  times  as  many  defectives  per  pop- 
ulation as  there  was  in  1880.  It  is  conser- 
vative to  conclude  that  one-half  of  one  per 
cent  of  the  population  of  Kentucky  are  so 
defective  that  they  cannot  make  adjustment 
to  meet  necessary  aecoraodation  for  a com- 
fortable existence,  and  I think  it  would  be 
safe  to  state  that  as  high  as  one  per  cent  are 
so  ineapaciated  that  unless  they  «rre  directed 


*Read  before  the  Fifth  District  Medical  Society.  Carroilton. 
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by  close  supervision  they  would  be  a menace 
to  society. 

Assuming  that  one  per  cent  of  Kentucky’s 
population  are  defective,  where  do  we  stand 
and  what  is  the  extent  of  our  efforts — we 
would  have  25,000  mental  defectives  in  Ken- 
tucky. Assuming  that  ten  per  cent  should 
be  institutionalized  we  should  have  2500  in 
an  institution  for  the  feeble-minded ; whereas 
we  have  slightly  more  than  fifty  per  cent  of 
that  number.  Now,  what  are  the  conse- 
quences if  we  permit  the  remainder  to  roam 
at  large  and  procreate  their  kind  as  time 
goes  on? 

Sterilization  is  not  a punitive  procedure. 
Is  it  not  better  to  prohibit  the  birth  of  one 
who  will  be  so  incapaciated  as  to  render  his 
existence  painful,  burdensome  and  ofttimes 
criminal.  Something  must  be  done.  Shall 
we  continue,  in  our  neglectful  way,  to  pro- 
vide and  encourage  the  flow  of  weaklings 
upon  society?  Can  we  resort  longer  to  se- 
gregation or  shall  we  resort  to  the  more 
radical,  and  yet  humane  procedure,  to  alle- 
viate society’s  great  burden.  It  is  better  to 
have  never  been  born  than  to  be  brought  into 
existence  so  maimed  mentally  that  you  cannot 
realize  the  beauty  of  life,  recognition  of  your 
surroundings  and  the  avoidance  of  crim- 
inality. 

How  often  have  I seen  the  mother  of  a 
demented  child,  whose  causation  was  heredity), 
ring  her  hands,  tears  flowing  from  her  eyes, 
muttering  in  an  attitude  of  prayer  that  her 
child’s  life  might  soon  end  although  a truly 
manifested  mother-love  was  evident.  The 
greatest  asset  to  any  nation,  state,  country 
or  home  is  its  bright,  healthy,  alert,  smiling 
childhood.  To  possess  that  great  treasure, 
we  must  place  into  the  channels  of  reproduc- 
tion germplasm  that  is  free  from  every  conta- 
mination. 

Human  sterilization  does  not  unsex  or  re- 
move any  gland  that  will  infringe  upon  the 
physical  condition  of  an  individual.  It  has 
no  effect  upon  the  sex  of  an  individual.  It 
only  strikes  from  the  picture  the  power  to 
reproduce.  In  the  female  it  ofttimes  renders 
a desirable  effect  upon  the  nervous  and  men- 
tal attitude  of  the  individual.  I daresay  that 
any  parent  who  knew  that  their  off-spring 
was  going  to  be  mentally  defective  . would 
never  bring  into  existence  its  being. 

Now  let  us  view  it  from  the  standpoint  of 
the  religious  objector.  The  simplicity  of  this 
operation,  because  of  the  anatomical  make-up 
of  the  structures  involved  in  sterilization, 
leads  me  to  believe  that  God,  in  His  infinite 
wisdom,  so  aranged  that  we  may  take  ad- 
vantage of  it.  Nature  has  rendered  ninety 
ner  cent  of  idiots  incapable  of  reproduction. 
Further  still  when  a mothei-  turns  down  the 
other  side  of  life,  nature  institutes  the  meno- 


pause which,  of  course,  renders  her  incapable 
of  reproduction.  Again,  if  a woman  becomes 
infected  with  gonnorrhea  it  is  plain  to  under- 
stand that  nature,  with  her  esteem  for  a nor- 
mal off-spring  and  in  order  to  avoid  bringing 
into  being  one  handicapped  as  a result  of 
that  infection  of  the  mother,  the  lumen  of  the 
fallopian  tube  is  closed  and  this  forever-  ob- 
literates the  female  cell  thereby  rendering 
her  sterile.  Further  still,  I wish  to  add  that 
tliere  is  more  religion  in  pi-philbiijting  the 
production  of  degenerate  defectives  than 
there  is  in  letting  them  be  brought  into  being. 
What  is  more  tragic  than  for  us,  as  a result 
of  cowardice,  to  hug  the  delusive  phantom  of 
hope  and  permit  our  civilization  to  be  sat- 
urated with  degeneracy.  Then  the  once- 
idolized  country  will  abound  in  ignored  mor- 
ality, universal  theft,  ravaged  virtue  and 
merciless  murder.  Sir  Thomas  Brown  once 
said,  ‘ ‘ Give  thanks  to  Heaven,  not  that  thou 
wert  born  in  Athens,  but  that  thou  wert  born 
from  noble  parents  and  that  honor,  virtue  and 
integrity  lay  in  the  same  egg  and  came  into 
the  world  with  thee.” 

I contend  that  the  State,  as  a civic  unit, 
has  the  right  to  sterilize  her  defectives  and 
1 can  refer  you  to  no  greater  authority  than 
the  words  of  Justice  Holmes,  a member  of  the 
highest  tribunal  of  the  land,  in  the  case  of 
the  State  of  Virginia  versus  Buck,  May  2, 
1927,  in  which  he  stated  in  part:  ‘‘We  have 
seen  more  than  once  that  the  public  welfare 
may  call  upon  the  best  citizens  for  their 
lives.  It  would  be  strange  if  it  could  not  call 
upon  those  who  already  sap  the  strength  of 
the  State  for  these  lesser  sacrifices,  often  not 
felt  to  be  such  by  those  concerned,  in  order 
to  prevent  our  being  swamped  with  incompe- 
tents. It  is  better  for  all  the  workl,  if  instead 
of  waiting  to  execute  degenerates  off-spring 
for  crime,  or  to  let  them  starve  for  their 
imbecility,  society  can  prevent  those  who  are 
manifestly  unfit  from  continuing  their  kind. 
The  principle  that  sustains  compulsory  vac- 
cination is  broad  enough  to  cover  the  cutting 
of  the  Fallopian  tubes.  Three  generations 
of  imbeciles  are  enough.” 

I do  not  contend  that  sterilization  is  a 
panacea  and  that  it  will  relieve  us  of  our 
charitable  burden  and  social  misfits.  Segre- 
gation has  a higher  rank  in  my  estimation 
but  I do  think  that  sterilization  will  work 
synergistically  and  bring  about  better  results. 
It  will  enable  us  without  fear  to  parole  at 
least  twenty  per  cent  of  the  present  popula- 
tion of  the  State  Institution  for  the  Feeble- 
Minded.  By  so  doing,  we  will  be  able  to 
open  an  avenue  of  relea.se  whereby  we  may 
lake  in  and  care  for  other  unfortunates. 

Both  from  a safety  and  economical  stand- 
|)oint,  I wish  to  detail  the  following  facts; 
Some  few  years  after  the  close  of  the  Civil 
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War,  a widowed  Civil  War  veteran,  after 
procuring  a pension  though  on  the  declining 
side  of  life,  decided  he  wanted  to  marry. 
He  did  not  want  a wife  of  his  own  age  but 
preferred  a much  younger  woman.  Due  to 
his  elderly  condition  and  probably  his  gen- 
eral appearance  he  could  not  interest  a 
young  normal  individual,  so  he  married  a 
girl  who  was  mentally  defective ; T judge 
from  the  information  probably  a high  grade 
imbecile.  As  a resut  of  that  marriage  there 
were  born  six  children.  In  a few  years  the 
father  died.  The  mental  incapacitation  of 
the  mother,  although  allowed  the  pension  pre- 
scribed by  the  Federal  Government,  made  her 
unable  to  care  for  her  children.  They  were 
sent  to  the  Feeble-Minded  Institution  pd 
four  of  them  remained  there  for  over  thirty 
years.  One  of  them  is  now  paroled  and  an- 
other has  been  away  from  the  institution  for 
a number  of  years.  Estimating  conservative- 
Iv,  these  four  that  have  remained  here  have 
cost  the  State  more  than  $40,000.  The  point 
I wish  to  make  is — ^liow  much  easier  for  the 
authorities  then  in  charge,  to  have  prohibited 
the  marriage  of  this  mental  defective  than 
for  the  taxpayers  to  pay  for  their  main- 
tenance. 

Another  outstanding  example  of  society’s 
actual  and  probable  burden  ; A husband  and 
wife,  apparently  normal  but  havinsr  a taint 
of  degeneracy,  have  had  born  in  their  home 
twelve  children,  six  of  which  are  definitely 
defective  mentally.  Two  are  now  in  the  in- 
stitution, two  of  the  defective  ones  died  and 
the  two  remaining  defectives  are  at  home 
with  a constant  plea  for  admittance  to  the 
institution.  Due  to  our  overcrowded  condi- 
tion we  could  not  take  them  ; then  the  father 
nroposed  that  we  exchancre  and  give  him  the 
best  one  here  for  one  of  the  children  at  home. 
Gan  you  conceive  of  a citizen  of  the  dignified 
Commonwealth  of  Kentucky  having  to  resOTt 
to  such  tactics  to  cret  nrobable  domestic  relief. 

•Inst  in  passinsr.  I want  to  show  you  what 
it  would  mean  in  dollars  and  cents,  assuming 
that  it  would  take  $240  00  per  annum  for  the 
care  of  an  inmate  in  the  Institution  for  the 
-peeble-Minded.  If  we  could  onlv  sterilize 
and  release  one  hundred,  it  would  alleviate 
the  tax-pavers  of  Kentucla^  the  sum  of  $24,- 
000  annually. 

Let  me  assert  as-ain  that  the  crreatest  treas- 
ure of  hnmanitv  is  a normal,  healthv,  ener- 
frptip  smilinsr  childhood.  The  crreatest  liabi- 
lity of  home  or  all  the  country  is  its  decren- 
erates.  Manv  of  the  atrocious  crimes  can  be 
assififnetl.  truthfully  so.  to  mental  defective- 
npss.  Grime  feasts  on  mental  defectives  and 
flourishes  in  an  atTuosnherp  that  surrounds 
those  who  avc  bordev-lino  nr  s1i<Ttitlv  sub-nor- 
mal mentally  S!hall  we  nermit  the  birth  and 
umvatched  existence  of  him  who  is  unable  to 


cope  with  our  laws  of  society  and  if  he  com- 
mits an  atrocious  crime  then  punish  him  by 
placing  him  in  an  electric  chair  and  extract 
from  that  body  a life  w’hose  short-comings 
rests  upon  the  shoulders  of  organized  society. 
This  to  my  mind  is  the  greatest  insult  to  the 
teachings  of  the  Son  of  Bethlehem.  It  is  the 
blackest  picture  that  I can  conceive  through 
the  Ages  except  that  shadow  of  shame  that 
haunts  Golgotha’s  brow. 

In  the  words  of  Rose  Trumbull  is  heralded 
a call  to  improve  the  integrity  and  identity 
of  those  that  will  follow  on : 

You  talk  of  your  breed  of  cattle 
And  plan  for  a higher  strain. 

You  double  the  food  of  your  pasture. 

You  heap  up  the  measure  of  grain; 

You  draw’  on  the  wits  of  the  nation 
To  better  the  barn  and  the  pen 
But  what  are  you  doing,  my  brother. 

To  better  the  breed  of  men  ? 

You  talk  of  your  roan-eolored  filly, 

Your  heifer  so  shapely  and  sleek. 

No  place  shall  be  filled  in  your  stanchions 
By  stock  that’s  unwmrthy  and  weak. 

But  what  of  the  stock  of  your  household. 
Have  they  wandered  beyond  your  ken 
Or  what  is  revealed  in  the  round-up 
That  brands  the  daughters  of  men? 

And  what  of  your  boy?  Have  you  measured 
His  need  for  a growing  year? 

Does  your  mark  of  his  sire  on  his  features 
Mean  less  than  your  brand  on  a steer? 
Thoroughbred — that  is  your  watchwmrd 
For  stable  and  pasture  and  pen. 

But  what  is  the  word  for  the  homestead? 
An.swer,  you  breeder  of  men ! 


NEWS  ITEMS 

His  many  friends  in  and  out  of  the  profession 
will  be  glad  to  know  that  Doctor  W.  R.  Thomp- 
son, who,  for  several  years,  has  been  the  ef- 
ficient Superintendent  of  the  Eastern  State  Hos- 
pital at  Lexington,  will  locate  in  Lexington  and 
will  confine  his  practice  to  nervous  and  mental 
diseases. 


Dr.  Frank  C.  Bohannan,  associate  of  the  late 
Dr.  Chas.  G.  Lucas,  announces  that  he  is  lim- 
iting his  practice  to  Gastro-enterology  at  605 
Breslin  Medical  Arts  Building,  Third  and  Broad- 
way, in  Louisville.  Dr.  Bohannan’s  office  hours 
are  9 to  1,  except  Sunday,  and  by  appointment; 
office  phone.  City  787 ; residence  phone  Shawnee 
6986. 


Dr.  William  R.  Thompson  announces  limit  of 
practice  to  nervous  and  mental  diseases  at  119 
Forest  Avenue,  Lexington,  Ky.  Consultations 
by  appointment;  phone  Ashland  375. 
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BOOK  REVIEW 

MODERN  GENERAL  ANESTHESIA,  A 
PRACTICAL  HANDBOOK.  By  J.  G.  Poe, 
.M.  D.  Lecturer  on  General  Anesthesia  in  the 
iMedieal  and  Dental  Department  of  Baylor 
Cniver.sity.  Anesthetist  of  Baylor  Univer- 
sity Hospital  of  Dallas,  Consulting  Anesthe- 
tist to  Shriller ’s  Hospital  for  Crippled  'Chil- 
dren and  Parkland  Hospital,  Dallis,  Texas. 
Second  edition,  completely  revised  and  en- 
larged, with  12  illustrations  and  2 charts. 
E.  A.  Davis  Coanplany,  Philadelpliia,  Pub- 
lishers. 

In  the  revision  of  this  small  volume  on 
general  anesthesia,  an  attempt  has  been  made 
to  incorporate  the  practical  advancement  in 
both  the  general  knowledge  and  the  technic 
of  administration  of  the  various  agents  at 
our  command,  without  departing  from  the 
book’s  special  characteristics — brevity  and 
practicability. 

Realizing  that  the  student  desires  a text- 
book which  classifies  the  subject  in  a manner 
easily  comprehended  and  presenting  the  in- 
formation in  a concise  form,  theoretical  dis- 
cussions have  been  omitted  and  left  for  fu- 
ture consideration,  as  presented  in  the  larger 
treatises  on  the  subject. 

The  author  has  emphasized  the  necessary 
precautions  and  means  to  render  the  admim- 
tration  of  ethylene  and  ether  safe  from  igni- 
tion, with  conclusions  verified  by  over  a hall 
million  administrations  with  the  closed  me- 
thods. 


SURGICAL  CLINICS  OP  NORTH  AMER- 
ICA. (Issued  serially,  one  number  every 
other  month).  Volume  12,  No.  3.  (Lahey 
Clinic  Number — June,  1932)  299  pages  with 
123  illustrations.  Per  clinic  year,  (February, 
1932  to  December,  1932.  j Paper,  $12.00; 
Cloth,  $16.00  net.  Philadelphia  and  London; 
W.  B.  SaunSers  Company,  1932. 

Those  who  are  familiar  with  the  work  of 
the  Lakey  Clinic,  Boston,  will  appreciate  this 
volume  as  its  contributors  are  associated  with 
this  clinic.  Dr.  Lahey  has  a splendid  article 
on  the  Present  Management  of  Biliary  Tract 
Disease. 


UNITED  STATES  ARMY  X-RAY  MAN- 
UAL.— Authorized  by  the  Surgeon-General  of 
the  Arm}'.  Second  edition  rewritten  and 
edited  by  Lt.-Col.  H.  C.  Pillsbury,  M.C., 
U.S.A.  The  Accepted  Standard  Technic,  In- 
terpretation and  Apparatus.  12mo.  flexible 
leatherette,  500  pages,  228  illustrations,  $5.00 
net.  Paul  B.  Hoeber,  Im .,  Publishers,  76 
Fifth  Avenue,  New  York,  N.  Y. 

This  edition  has  been  expanded  to  include 
descriptions  of  the  improvement  in  apparatus 
and  in  the  methods  of  interpretation  that 


have  developed  since  the  first  edition  went  to 
press. 

The  section  on  physics  has  been  rearranged 
to  permit  more  convenient  reference,  and  de- 
scriptions of  new  types  of  apparatus  and  ap- 
pliances have  been  added.  The  description  of 
gas  tubes  and  induction  coil  apparatus  have 
been  placed  together;  gas  tubes  are  an  epi- 
sode in  x-ray  production  that  is  interesting  to 
all ; induction  coil  apparatus  may  at  some  fu- 
ture time  i*eturn  to  favor  in  modified  form. 

Technique,  formerly  distributed  through 
the  book,  has  been  consolidated  in  one  section. 
The  section  describes  how  films  may  be  ex- 
posed and  developed.  Exposure  tables  are 
furnished,  that  may  serve  as  a basis  upon 
which  the  o])erator  may  build  an  exposure 
technique  adajited  to  his  own  apparatus,  and 
which  will  best  meet  his  individual  problems. 
As  an  exception,  the  technique  for  exposing 
sinus  and  mastoid  tilms  is  described  in  the 
section  devoted  to  their  interpretation ; the 
technician  making  tilms  of  these  parts  must 
understand  the  principles  of  their  interpre- 
latioii  or  failure  will  surely  result. 

In  the  section  on  the  localization  of  foreign 
bodies  the  description  of  a number  of  the 
methods  of  localization  has  been  omitted,  as 
the  o.mitted  methods  were  seldom  used  during 
the  World  War. 

The  .sections  on  interpretation  have  been 
amplified  and  brought  up  to  date.  New  illus- 
trations have  been  Ijorrowed  from  many 
sources. 

The  Manual  is  a condense!  description  that 
covers  apparatus,  techniciue  and  interpreta- 
tion. All  reference  to  therapy  has  been  omit- 
ted, as  an  adequate  description  is  beyond  the 
scope  of  the  book.  For  the  analysis  of  the 
unusual  case  the  radiologist  should  refer  to 
the  more  detailed  descriptions  available  in  the 
larger  works. 

VARICOSE  VEINS,  WITH  SPECIAL 
REFERENCE  T O T H E INJECTION 
TREATMENT.— By  II.  0.  i\IcPheeters,  M.D., 
F.A.C.S.,  Director  of  Varicose  Veins  and  Ul- 
cer Clinic,  Minneapolis  General  Hospital,  At- 
tending Physician  New  Asbury,  Pairview  and 
Northwestern  Hospitals,  Minneapolis,  Minn. 
Illustrated  with  62  half-tone  and  line  engrav- 
ings. Third  Revised  and  Enlarged  Edition. 
F.  A.  Davis  Company,  Publishers,  Philadel- 
phia. Price,  $1.00. 

This  book  is  a comi)ilation  and  resume  of 
a most  thorough  investigation  of  the  litera- 
ture throughout  the  world,  wherever  this 
work  is  done,  combined  with  the  care  of  over 
2,000  eases  actually  treated  by  the  author. 

A new  chapter  has  been  added  on  the 
Causes  of  Failure  in  the  Injection  Treatment 
and  also  additions  to  the  chapter  on  Elephan- 
tiasis. 
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NEXT  MEETING  LOUISVILLE 
OCTOBER  8,  4,  5,  6,  1932 


COUNTY  SOCIETY  REPORTS 

Bourbon:  The  Bourbon  County  Medical  So- 

ciety met  on  Thursday,  July  21,  1932,  at  8:00 
P.  M.,  that  being  the  regular  meeting  date.  The 
meeting  was  held  in  the  Court  House  in  Paris, 
Ky.  The  meeting  was  called  to  order  by  Dr.  J. 
C.  Hart,  President. 

Members  present;  Drs.  J.  C.  Hart,  C.  G. 
Daugherty,  G.  C.  Rankin,  J.  A.  Orr,  W.  B.  Hop- 
kins, H.  M.  Boxley,  Wm.  Kenney,  R.  M.  Blem- 
ker,  B.  N.  Pittinger,  and  the  Secretary. 

Visitor,  Dr.  A.  0.  Sisk,  Lexington. 

Dr.  A.  O.  Sisk  read  a paper  on  “Tetanus” 
especially  with  reference  to  nineteen  cases  ob- 
served in  the  Lexington  hospitals  in  the  last  few 
years. 

The  discussion  was  opened  by  Dr.  J.  A.  Orr 
and  followed  by  Drs.  Boxley,  Pittinger,  Daugh- 
erty, Stern  and  Kenney;  and  in  closing  by  Dr. 
Sisk. 

Dr.  C.  G.  Daugherty,  Paris,  read-  a paper  on 
“Treatment  of  Typhoid  Fever,”  and  contrasted 
the  present  with  the  past  treatment. 

Dr.  Boxley  opened  the  discussion,  which  was 
continued  by  Drs.  Sisk,  Kenney,  Orr,  Rankin  and, 
in  closing,  by  the  essayist. 

The  meeting  adjourned  at  10:15  P.  M. 

MILTON  J.  STERN,  Secretary. 


Dry  Ridge:  The  Grant  County  Medical  So- 

ciety met  at  the  office  of  the  Health  Department 
Wednesday  evening,  July  20,  1932,  with  the  fol- 
lowing members  present:  Drs.  J.  W.  Abernathy, 
president,  in  the  chair,  A.  D.  Blaine,  C.  M.  Eck- 
ler,  C.  D.  O’Hara,  W.  J.  Zinn,  and  C.  A.  Eckler. 

Due  to  the  extreme  heat  in  the  room,  we  de- 
cided to  transact  business  as  rapidly  as  possible, 
omitting  our  program  and  leaving  it  for  the  next 
time;  we  also  decided  to  hold  our  next  meeting 
in  the  court  house,  as  it  would  be  much  cooler 
during  the  heated  month  of  August. 

Drs.  O’Hara,  Abernathy,  C.  M.  Eckler  and  A. 
D.  Blaine  contributed  one  dollar  each  for  flowers 
for  Dr.  Limerick. 

The  committee  on  Resolutions  of  Respect  for 
Dr.  R.  E.  Limerick,  deceased,  composed  of  C.  D. 
O’Hara,  chairman,  D.  N.  H.  Ellis,  and  Dr.  C.  M. 
Eckler,  reported  through  their  chairman.  Dr. 
O’Hara,  who  read  the  following  Resolution; 

Mr.  President:  Dr.  Limerick  died  May  28, 

1932.  He  had  until  within  four  weeks  of  his 
death  been  busily  engaged  in  the  practice  of 
medicine  at  Cordova,  Grant  County,  the  scene  of 
his  birth,  his  growth  and  development,  his  mar- 
riage, the  rearing  of  his  family,  and  his  death. 
As  a Neophyte  fresh  from  his  college  life,  he 
threw  in  his  lot  with  the  land  of  his  birth  and 
the  home  of  youth  and  for  almost  50  years  he 
served  his  own  people.  Through  storm  and 
stress,  in  birth,  in  life,  in  sickness,  in  death; 
through  climatic  rigor  and  seasonal  change  and 
nature’s  wildest  frenzies  he  went  among  them 
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a loved  physician,  well  worthy  of  their  confi- 
dence, their  respect,  their  admiration ; generous, 
kindly,  unselfish,  he  was  ethically  coirect,  hon- 
orably constructed,  a dignified  co-worker,'  we 
knew  him  to  he.  Discretion,  he  had  had  tested 
by  a hundred  secrets,  tact  he  had  tried  in  a thou- 
sand embai’rassments,  and  what  are  more  im- 
portant than  a Herculean  cheerfulness  and 
courage. 

Thus  he  went  among  his  people,  bringing  hope 
and  cheer  into  the  sick  room,  often  enough 
though  not  as  often  as  he  would  like,  bringing 
healing  too. 

Therefore,  be  it  resolved:  That  in  the  death 
of  Dr.  R.  E.  Limerick,  his  home,  his  community 
and  this  and  adjoining  counties  have  lost  a suc- 
cessful and  worthy  physician,  a splendid  and  for- 
ward looking  citizen,  a true  Christian  gentleman, 
a sacrificing  friend  and  helper. 

Be  it  further  resolved,  that  his  family  has  the 
compassion  and  sympathy  of  this  Society  for  the 
loss  of  a patient,  noble,  indulgent  parent  and 
that  the  medical  profession  and  the  Grant  County 
Medical  Society  alike  sincerely  deplore  the  pass- 
ing of  Dr.  R.  E.  Limerick,  whose  experience  was 
so  rich,  whose  counsel  was  so  wise,  whose  ca- 
pacity was  so  replete  and  whose  usefulness  was 
so  general. 

Resolved,  that  a copy  of  these  Resolutions  be 
sent  to  his  family,  and  a copy  furnished  the 
Grant  County  News  and  a copy  sent  to  our  State 
Journal. 

Respectfully  submitted, 

C.  D.  O’HARA, 

N.  H.  ELLIS, 

C.  M.  ECKLER, 
Committee. 

After  a few  case  reports  and  assigning  the 
topic  “Diarrheas”  for  our  next  meeting  with  Dr. 
Harry  F.  Mann,  to  open  the  discussion  we  ad- 
journed to  meet  the  third  Wednesday  in  August. 

C.  A.  ECKLER,  Secretary. 

> 

Third  District:  The  Third  District  Medical  So- 

ciety met  with  the  Warren  County  Medical  So- 
ciety in  Bowling  Green  on  June  17,  1932. 

Report  of  cases. 

Dr.  L.  0.  Toomey  reported  a case  of  diabetic 
coma.  This  was  discussed  by  Dr.  B.  S.  Ruther- 
ford. 

Dr.  Jno.  H.  Blackburn  reported  a case  of 
micrococcus  tetragenus.  This  was  discussed  by 
Dr.  Irvin  Abell,  Louisville. 

Dr.  G.  Y.  Graves  reorted  a case  of  old  im- 
perforate anus  which  had  been  operated  on  in 
infancy  21 V2  years  ago.  He  also  reported  a case 
of  perforation  of  two  gastric  ulcers  in  a 29- 
year-old  patient. 

Dr.  W.  H.  Neel  reported  a case  of  diverti- 
culitis of  caecum. 

Dr.  Finis  London  reported  a case  of  collapse 
from  hemorrhage  due  probably  to  ulcer. 


Program; 

Dr.  Irvin  Abell,  Louisville,  read  a paper  on 
“Surgical  Treatment  of  Retrodisplacement  and 
Prolapse  of  Uterus.”  This  was  discussed  by  Drs. 
E.  W.  Stone,  Donnelly  and  Blacaburn. 

After  luncheon.  Dr.  Chas.  F.  Anderson,  Nash- 
ville, read  a paper  on  “Transurethral  Correction 
of  Prostatic  Obstruction.”  This  was  discussed 
by  Drs.  Rutherford,  Bell  and  Blackburn. 

Dr.  0.  N.  Bryan,  Nashville,  read  a paper  on 
“Pernicious  Anaemia.”  This  paper  was  discussed 
by  Dr.  Walter  Byrne. 

Dr.  A.  D.  Donnelly,  Bowling  Green,  read  a 
paper  on  “Bohler  Treatment  of  Fractures.”  This 
was  discussed  by  Dr.  G.  Y.  Graves. 

At  this  meeting  it  was  decided  to  hold  a meet- 
ing of  the  Third  District  Society  every  other 
month — six  meetings  a year,  four  in  Bowling 
Green,  one  in  Glasgow  and  one  in  Hopkinsville. 

JNO.  H.  BLACKBURN,  Secretary. 


IN  MEMORIAM 
Dr.  Omar  H.  Shively 

It  is  with  sorrow  that  we  record  Ihe  visit  of 
the  Grim  Reaper  to  our  midst  on  May  28,  1932. 

At  this  time  he  claimed  as  his  toll,  and  re- 
moved from  our  community  and  professional  fel- 
lowship, Dr.  Omar  H.  Shively,  while  yet  scarcely 
past  the  prime  of  life. 

The  physicians  of  Adair,  Green,  Marion  and 
Taylor  Counties,  as  individuals,  and  as  a body  of 
his  professional  brethren,  hereby  express  their 
appreciation  of  Dr.  Shively  as  a citizen,  a friend 
and  fellow  practitioner.  Dr.  Shively  was  ever 
courteous  to  his  fellow  doctors,  and  faithful  to 
his  clientele,  so  his  going  will  be  felt  as  a great 
loss  to  his  professional  associates,  and  the  peo- 
ple whom  he  served. 

Be  it  Resolved  therefore; 

First,  that  this  Society  express  to  the  wife 
and  daughter  he  left  behind  our  sympathy  in 
this  great  bereavement,  and  commend  them  for 
condolence  to  Him,  the  supreme  author  of  life, 
whose  every  act  is  inspired  by  mercy  and  love, 
to  those  who  look  forward  to  his  appearing. 

Second,  that  this  note  of  appreciation  be  en- 
rolled in  the  minutes  of  this  Society,  a copy  be 
sent  to  the  family  of  Dr.  Shively,  and  also  a 
copy  be  submitted  to  the  Kentucky  State  Med- 
ical Journal. 

This  resolution  was  adopted  at  the  regular 
meeting  of  the  Society  in  Columbia,  June  24, 
1932. 


Dr.  John  T.  Boldrick 

Though  it  is  as  natural  for  us  to  die  as  it 
is  for  us  to  be  born,  and  all  who  have  done  the 
one  will  sooner  or  later  do  the  other,  and  we 
believe  that  the  same  God  who  watches  over  us 
during  the  perilous  and  narrow  passage  into  a 
separate  existence  here  v/ill  watch  over  us  in 
our  passage  to  the  great  beyond  with  the  same 
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solicitude  for  us  at  all  times,  still  there  is  always 
a sadness  in  death,  but  this  is  emphasized  and 
magnified  when  it  comes  at  the  very  threshold  of 
mannood  or  womanhood,  or  at  the  very  prime  of 
life  when  the  shadows  are  still  falling  toward 
the  West. 

It  was  thus  in  the  taking  of  Dr.  John  T.  Bold- 
rick,  Lebanon,  with  family  and  friendly  ties  that 
appreciated  and  rejoiced  in  his  success  and  with 
hopes  for  still  many  more  achievements,  he  was 
taken  before  his  ability  and  his  preparation  had 
ripened  into  rich  fruitage  to  which  some  are  pei> 
mitted  to  attain. 

Possessed  of  a kindly  and  genial  disposition, 
with  an  energy  and  an  optimism  which  almost 
knew  no  bounds,  he  was  an  inspiration  to  his 
patients  and  was  a very  pleasant  confere  with 
his  fellow  doctors. 

Therefore,  be  it  resolved;  That  we,  the  physi- 
cians of  Adair,  Green,  Taylor  and  Marion  Coun- 
ties, while  appreciating  the  above  and  feeling  the 
loss  to  our  Society,  and  to  the  community  as  a 
physician,  that  we  extend  to  those  whom  he 
served  so  satisfactorily  and  efficiently,  and  espe- 
cially to  his  widow  and  to  his  dear  mother,  our 
most  sincere  sympathy. 

Resolved  further:  That  a copy  of  this  memor- 
ial be  spread  on  our  register,  and  one  be  sent 
to  his  widow  and  mother,  and  one  be  submitted 
to  the  Kentucky  State  Medlca^  Journal. 

These  resolutions  were  adopted  at  the  regular 
meeting  of  the  Society  in  Columbia,  June  24, 
1932. 


BOOK  REVIEWS 

THE  expectant  MOTHER’S  HAND- 
BOOK. By  Frederick  C.  Irving,  A.  B.,  M.  D. 
Professor  of  Obstetrics,  Harvard  Medical 
School.  Visiting  Obstetrician,  Boston  Lying- 
in  Hospital.  With  illustrations.  Houghton 
Mifflin  Co.,  Boston  and  New  York,  Publish- 
ers. Price  $1.75. 

This  is  a handbook  of  obstetrics  for  the 
mother  written  by  the  Professor  of  Obstetrics 
at  the  Harvard  Medical  School.  It  presup- 
jmses  no  knowledge  at  all,  but  intelligence 
and  a general  interest  in  obsetrics  and  allied 
matters.  It  answers  all  the  questions  which 
have  commonly  been  asked  Dr.  Irving  during 
his  practice.  There  is  no  emotion  anywhere, 
and  no  elevating  sentiment.  He  states  the 
facts,  using  the  scientific  terms,  after  defin- 
ing them  clearly.  He  discusses  the  anatomy 
of  the  organs  of  reproduction,  conception, 
the  diagnosis  of  pregnancy,  the  growdh  of 
the  fetus,  the  general  hygiene  of  pregnancy, 
diet  in  pregnancy,  minor  complications,  ma- 
jor complications,  preparations  for  the  baby, 
at  the  home  or  the  hospital,  labor,  anesthesia. 


obstetrical  operations,  the  lying-in  period,  and 
the  biological  aspects  of  pregnancy. 


MANPAL  OF  CLINICAL  AND  LABORA- 
TORY TECHNIC  : By  Hiram  B.  Weiss,  A.  B., 
M.  D.,  F.  A.  C.  P.,  Associate  Professor  of 
Medicine,  College  of  Medicine,  University  of 
Cincinnati,  (Vncinnati  O.,  and  Raphael 
Lsaacs,  A.M.,  M.D.,  F.A.C.P.,  Associate  Pro- 
fessor of  iMedieine,  Assistant  Director  of  the 
Thomas  Henry  Simpson  Memorial  Institute 
for  IMedical  Research,  University  of  Michigan, 
Ann  Arbor,  Mich.  Ith  Edition,  Reset.  117 
pages  with  diet  table.  Philadelphia  and  Lon- 
don : W.  B.  Saunders  Company,  1932,  Cloth, 
$1.50  net. 

The  data  in  this  manual  and  the  texts  are 
compiled  with  the  idea  that  the  book  may  be 
used  as  a guide  for  the  standardization  and 
correlation  of  work.  It  is  planned  to  give 
the  student  or  general  2>ractitioner-  an  outline 
which  he  can  follow  in  a systematic  study  of 
his  patients.  The  tests  given  are  those  in 
most  common  use  and  only  essential  details 
are  given. 

SURGICAL  CLINICS  OF  NORTH  AMER- 
ICA. (Issued  serially  one  number  every 
other  month.)  Volume  12.  No.  2,  (New  York 
Number — April,  1932)  306  pages  with  84 

illustrations.  Per  Clinic  jmar  (February, 
1932  to  December,  1932).  Paj)er,  $12.00; 
Cloth,  .$16.00  net.  Philadelphia  and  London; 
W.  B.  Saunders  Company,  1932. 

The  contributors  for  this  resume  are  from 
the  various  hospitals  and  clinics  in  New 
York  City.  Of  .special  interest  is  Dr.  East- 
man Sheehan’s  article  on  Reparative  Surgery. 


Correlation  of  Protective  Value  in  Antipneu- 
mococcus Serum. — Felton  studied  thirty-  nine 
freshly  drawn  polyvalent  type  I and  type  II 
antipneumococcus  horse  serums  to  find  the  de- 
gree of  correlation  between  the  protective  titer 
and  various  immunologic  reactions;  namely,  spe- 
cific precipitation,  agglutination,  neutralization 
and  immune  protein  precipitable  by  soluble  car- 
bohydrate. He  found  that  for  type  I the  corre- 
lation coefficient  between  protection  and  precipi- 
tin titer  is  0.93;  between  protection  and  agglut- 
ination it  is  0.80;  between  protection  and  neu- 
tralization it  is  0.88,  and  between  protection  and 
the  amount  of  protein  precipitated  with  specific 
carbohydrate  it  is  0.91.  From  this  degree  of 
correlation  it  appears  evident  that,  at  least  for 
type  I freshly  drawn  serums,  immunologic  ex- 
amination other  than  the  expensive  mouse  pro- 
tection test  can  be  utilized  to  estimate  the  prob- 
able therapeutic  activity  and  to  standardize 
antipneumococcus  serum. 
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THE  ANNUAL  MEETING 

The  physicians  of  Kentucky  and  iheir  wives 
are  alv/ays  glad  when  the  time  comes  for  the 
Annual  IMeeting  of  the  Kentucky  State  Medi- 
cal Association  to  be  held  in  Louisville  . 

Louisville  is  the  metropolis  and  medical 
center  of  Kentucky.  It  contains  a large  per- 
oentaige  of  the  wealth  of  the  State  and  pays 
a large  proportion  of  the  taxes  which  go  to 
the  support  of  the  State  government.  It  is 
seat  of  the  medical  department  of  the 
ITniversity  of  Louisville,  which  is  the  sur- 
vivor and  successor  of  the  first  medical  school 
west  of  the  Alleghenies.  Something  like  one- 
third  of  the  physicians  in  the  State  are  lo- 
cated in  Louisville  and  its  hospital  facilities 
are  among  the  best  to  be  found  anywhere  in 
the  South.  The  Jeffenson  County  Medical  So- 
ciety, v/hich  will  he  host  on  this  occasion,  is 
one  of  the  most  active  medical  organizatons 
in  the  country.  Louisville  has  splendid 
hotels,  and  the  Committee  on  Arrangements 
has  chosen  “The  Brown”  as  headquarters  for 
the  Annual  Meeting.  This  delightful  hostelry 
is  making  active  preparations  for  the  comfort 
and  plea.sure  of  the  visiting  physicians  and 
their  families. 

Our  guest  speakers  have  reputations  extend- 
ing beyond  the  confines  of  this  c'^untry.  Dr. 
John  Lovett  Morse,  of  Boston,  former  Presi- 
dent of  the  American  Academy  of  Pediatri- 
cians, is  among  the  real  orators  in  the  profes- 
sion. Dr.  Ira  B.  Hiseock,  New  Haven,  Con- 
necticut, is  a member  of  the  faculty  of  Yale 
University  and  will  be  the  speaker  at  the 
banauet  on  Wednesday  evening.  Dr.  Howard 

A.  Kelly,  Baltimore,  Maryland,  distinguished 
author  and  naturalist,  will  speak  Sunday  eve- 
ning at  the  Warren  Memorial  Church  and 
again  on  Mondav  evening  before  the  Jeffer- 
son County  Medical  Society  at  the  City  Hos- 
pital. 

The  scientific  program  for  the  session,  ar- 
ranged bv  the  Committee  composed  of  Dr. 
Philip  E.  Bahbour,  President-Elect,  who  is  ex- 
officio  chairman,  and  his  associates,  Dr.  0. 

B.  Miller.  Avith  the  Secretary  of  the  Associa- 
tion acting  as  ex-officio  secretary,  is  among 
the  best  and  most  complete  ever  presented  to 
the  medical  profession  of  Kentuckv.  In  num- 
bers we  have  more  dictinguished  guest  speak- 
ers this  year  than  at  any  previous  meetimr. 
President-Elect  Barbour  urges  members  to  be 
in  their  seats  in  the  Roof  Garden  of  the 


Brown  Hotel,  where  ail  the  scientific  sessions 
Avill  be  held,  promptly  on  the  opening  day 
and  continue  in  attendance  throughout  Tues- 
day, Wednesday  and  Thursday,  October  4th, 
5th  and  6th. 

The  Council  will  meet  at  10  ;30  A.  M.,  in 
the  Ball  Room  of  the  Brown  Hotel ; the  House 
of  Delegates  will  meet  in  the  same  room  at  2 
P.  M.  Monday. 

In  this  issue  of  The  Journal  ’!;c  delegates 
and  members  will  find  the  reiiort  of  the 
Auditor,  giving  in  detail  form  of  voucher 
check  everv'  item  of  expense  incu'-iid  during 
the  fiscal  year.  The  Constitution  and  By- 
Laws  of  the  Association  and  County  Societies 
are  also  republished.  Delegates  are  urged  to 
familiarize  themselves  with  these  reports 
and  be  prepared  to  act  upon  them  ;ind  upon 
any  other  matters  that  they  may  desire  to 
bring  before  the  profession.  The  Association 
is  a truly  democratic  organization ; eacii  and 
every  member  has  a voice  in  its  management. 

The  League  of  Christian  Physicians  of  the 
Kentucky  State  Medical  Association  will  hold 
its  services  at  the  Warren  Memorial  Church 
Sunday  evening,  October  2.  Dr.  HoAvard  A. 
Kelly  will  be  the  speaker. 

The  Exhibits  have  ahvay-:  been  an  impor- 
tant feature  of  the  Annual  Meeting  and  con- 
tribute materially  to  paying  the  expense  of 
its  holding'.  This  year  we  have  secured  an 
unusual  number  of  attractions  and  commer- 
cial displays.  Every  doctor  is  ui'ged  to  visit 
them. 

Everything  indicates  that  the  Louisville 
session  will  be  among  the  largest  in  attend- 
ance and  the  best  from  the  vicwpc'nt  of  scien 
ific  interest  and  medical  education  that  the 
Association  has  cA'cr  held.  \\  ^ hope  to  see 
cAmry  member  in  LouisAulle  for  the  entire  four 
day.s,  October  3-6. 

DR.  HOWARD  A.  KELLY 

The  Kentucky  State  Medical  Association  is 
fortunate  in  liaAong  Dr.  Howard  A.  Kellv.of 
Baltimore.  Maryland,  as  one  of  its  dis- 
tinguished guests  at  tlie  approaciiing  Annual 
iMeeting. 

h r.  Kelly  is  one  of  the  most  famous  sur- 
eerns  in  America.  He  is  at?c  an  authoiily 
on  radium  and  a Avell-knoAvn  naturalist.  A 
member  of  many  scientific  organizations  in 
several  countries,  he  is  the  author  of  many 
medical  books  and  biographies  and  has  con- 
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tributed  literally  hundreds  of  articles  to  med- 
ical journals.  To  his  rare  genius  we  owe  the 
re-introduction  of  the  use  of  radium  in  the 
control  of  cancer.  Dr.  Kelly  was  associated 
with  Sir  William  Osier  and  Dr.  W.  II.  Welch 
in  Johns  Hopkins  Hospital  aiu!  for  more  than 
thirty  years  was  a teacher  in  the  University 
of  Pennsylvania,  his  alma  mater. 

Dr.  Kelly  will  speak  at  the  Warren  IMemo- 
rial  Church,  Fourth  and  Broadway,  on  Sun- 
day evening,  October  2.  The  subject  of  his 
address  will  be  "Other  Foundation  Can  No 
Man  Lay.  ’ ’ On  IMonday  evening,  at  the  City 
Hospital,  he  will  speak  before  the  Jefferson 
County  Medical  Society  on  "Some  Reminis- 
eences  of  Surgery.  ’ ’ Both  of  these  will  be 
open  meetings.  The  general  public  as  well  as 
I)hysicians  and  their  friends  are  invited  to  be 
jiresent. 

The  League  of  Christian  Physicians,  eom- 
j)rising  Kentucky  doctors  doing  active  work 
in  their  respective  churches  and  who  are  mem- 
bers of  the  Kentucky  State  Medical  Associa- 
tion, are  jJanning  to  have  some  distinguished 
physidan  each  year  speaks  at  a central  cinirch 
on  the  Sundaj’-  preceding  the  general  session 
of  the  Association. 


POSTGRADUATE  OBSTETRICAL 
LECTURES 

In  1930  Kentucky  was  fortunate  in  being 
cue  of  the  states  selected  by  the  Federal  Chil- 
dren’s Bureau  to  receive  the  services  of  Dr. 
-I.  R.  McCord,  Professor  of  Obstetrics  at 
Emory  University,  Atlanta,  Georgia,  for 
two  ])ost-graduate  courses  of  lectures  on  ob- 
stetrics. This  was  one  of  the  outstanding 
services  offered  to  physicians  by  the  Bureau 
of  Maternal  and  Child  Health. 

Dr.  iMc'Coi'd  is  a gifted  and  inspiring  teach- 
er. During  June  and  July,  1930  he  gave  one 
week’s  course  before  the  physicians  of  Perry 
County,  and  another  similar  course  before  the 
nhysicians  of  Barren  County,  at  the  Commun- 
ity IIo.s]dtal,  Glasgow,  Kentucky.  These  lec- 
tures were  sponsored  bv  the  local  Medical  So- 
cieties; physicians  from  surrounding  counties 
were  invited.  Sixty-five  physicians  attended 
the  two  courses,  with  an  average  daily  attend- 
ance of  twenty-eight.  It  was  said  that  phy- 
sicians once  hearing  Dr.  McCord,  did  not  miss 
a lecture  thereafter. 

We  are  happy  to  announce  that  during  the 
s]iring  and  summer  of  1933,  the  Federal  Chil- 
dren’s Bureau  will  again  offer,  through  the 
Bureau  of  Maternal  and  Child  Health,  Dr. 
iMcCord’s  services.  Postgraduate  lecture 
courses,  covering  a period  of  four  or  five 
weeks,  will  be  given.  These  courses  will  be 
sponsored  by  the  Kentucky  State  Medical  As- 
sociation, the  State  Board  of  Health  of  Ken- 
tucky, and  the  local  County  Medical  Societies. 
The  Federal  Children’s  Bureau  will  finance 
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the  courses;  there  will  be  no  charge  to  any 
local  Medical  Society. 

At  present  there  are  several  counties  under 
consideration  as  suitable  locations  for  the  lec- 
tures. Announcement  will  be  made  later  re- 
garding dates  and  locations. 

Each  course  consists  of  five  lectures,  and 
usually  a lecture  is  given  every  afternoon, 
from  2 to  5 o’clock,  on  five  consec\itive  days 
of  a week,  as  follows : 

Monday : A general  talk  on  the  mechanism 
and  management  of  normal  labor;  both  being 
carried  along  together. 

Tuesday : The  afternoon  is  opened  with  a 
talk  on  prenatal  care,  particularly  as  it  con- 
cerns the  prevention  of  the  toxaemias  of  i^reg- 
nancy. 

Wednesday:  The  prophylaxis  and  pathol- 
ogy of  puerperal  sepsis  are  discussed  at 
length. 

Thursday:  Forceps,  version;  occiput  poste- 
rior positions  and  breech  presentations  are 
given. 

Friday:  Abortions,  accidental  separalicm  of 
the  ])lacenta  and  placenta  previa  are  studied. 


THE  FIRST  KENTUCKY  WHITE  HOUSE 

CONFERENCE  FOR  CHILD  HEALTH 
AND  PROTECTION 

The  first  Kentuelr.-  White  House  Confer- 
ence for  Child  Care  and  Protection  will  be 
held  at  the  University  of  Kentucky,  at  Lex- 
ington, on  October  28  and  29,  1932.  Under 
the  above  direction  of  the  University  of  Ken- 
tucky, it  is  anticipated  that  the  Kentucky 
White  House  Conference  will  arouse  wide- 
si>read  interest  in  the  problems  pertaining  to 
Kentucky’s  childhood,  and,  through  the  Ken- 
tucky Conference,  the  findings  of  the  Na- 
tional White  House  Conference — which  was 
held  in  Washington  November,  1930 — will  be 
given  wide  publicity,  especially  as  they  refer 
to  our  state. 

The  State  Board  of  Health,  as  a c ooperat- 
ing  agency,  is  vitally  interested  in  the  success 
of  this  conference,  and  much  work  has  been 
done  in  connection  with  it  by  Dr.  Annie  S. 
Veech,  Director  of  the  Bureau  of  Maternal 
and  Child  Health,  and  a member  of  the  Con- 
ference Planning  Committee. 

Dr.  Philip  S.  Barbour  is  Chairman  of  the 
Medical  Section,  which  will  meet  the  after- 
noon of  October  29.  A most  interesting  pro- 
gram has  been  planned.  The  conference  will 
be  attended  by  representatives  from  all  sec- 
tions of  the  state. 

The  findings  of  the  conference — which  these 
representatives  will  carry  home  and  present 
their  various  communities — will  focus  the  at- 
tention of  the  public  on  the  social,  health,  and 
educational  needs  of  Kentucky  children.  Five 
phrases  of  child  health  will  be  considered,  ma- 
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ternal  health  in  relation  to  the  child,  infant 
and  preschool  problems,  the  school  child,  con- 
trol of  preventable  diseases  in  ciiildhood.  and 
tiie  psychological  asjjeets  of  child  health. 

Stress  will  be  laid  on  the  fact  that  the 
child  begins  life  nine  months  before  it  is  born, 
and  that  its  health  is  so  dependent  upon  the 
health  of  the  mother  that  her  general  well 
being,  health  habits  and  diet  must  be  such 
that  the  baby  will  have  the  opportunity  to  be 
well  born. 

Proolems  of  infancy  will  be  stressed  from 
the  angles  of  proper  feeding,  habit  train- 
ing, and  the  establishment  of  correct  health 
habits  for  life.  Discussion  of  the  pre-school 
child  will  emphasize  the  importance  of  rec- 
ognizing the  so-called  neglected  jieriod,  and 
the  necessity  of  safeguarding  the  child  so  that 
phj’sical  defects  will  not  develop. 

Problems  of  the  school  child  and  adoles- 
cents will  also  be  considered.  Immunization 
as  a public  health  measure,  as  it  relates  to 
children,  will  be  presented,  and  the  problem 
of  protecting  children  against  tuberculosis 
will  be  considered.  Not  only  will  the  posi- 
tive aspects  of  health  in  relation  to  tubercu- 
losis be  discussed,  but  the  prevention  of  tu- 
berculosis by  controlling  open  cases  will  be 
taken  up.  The  discussion  of  the  psychological 
approach  to  child  health  will  bring  out  the 
importance  of  physicians  learning  and  under- 
standing modern  child  psychology. 

When  the  whole  public  understands  the 
importance  of  keeping  children  under  the 
care  of  the  family  physician,  and  the  medi- 
cal profession  is  i niversally  conversant  with 
the  modern  changes  that  come  in  connection 
with  child  care  and  stress  to  the  parents  the 
things  that  keep  children  well,  such  as  safe 
sanitation,  clean  milk,  immunization  against 
disease,  then  childi’en  will  be  kept  under  the 
care  of  private  physicians.  The  first  Ken- 
tucky White  House  Conference  for  Child 
Health  and  Protection  may  be  confidently 
expected  to  do  much  to  bring  this  about.  The 
hospitable  atmosphere  of  the  University  of 
Kentucky,  and  its  scientific  approach  to  the 
problems  of  child  health,  make  it  a snitable 
center  for  the  Kentucky  White  House  Con- 
ference. The  able  leadership  of  Dean  Wil- 
liam S.  Taylor  will  assure  the  success  of  the 
conference. 


GOOD  WORK  WELL  DONE 
Members  of  the  medical  profession  should, 
and  doubtless  will,  read  with  great  interest 
the  chronology  of  the  State  organization  of 
the  Woman’s  Auxiliary  of  the  Kentucky 
State  Medical  Association,  apijearing  in  the 
accompanying  issue  of  “The  Quarterly.’’ 
The  details  of  county  organizdi'.)n  are  cov- 
ered in  an  illuminating  ten-year  survey. 
Especially  would  the  physicians  do  well  to 
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study  the  financial  report  of  the  Auxiliary 
appearing  in  this  issue  of  “The  Quarterly’’ 
and  particularly  that  portion  of  the  report 
which  deals  with  the  publication  of  “The 
Quarterly.  “ It  indicates  a business  ability  on 
the  part  of  the  members  of  the  Auxiliary  no 
whit  inferior  to  that  manifested  by  the  man- 
agement of  the  Association  itself. 

The  Woman’s  Auxiliary  takes  just  pride 
in  its  accomplishments,  and  it  is  a pride  in 
which  the  physicians  of  the  State  may  well 
share.  As  an  adjunct  to  the  Kentucky  State 
Medical  Association,  the  Woman’s  Auxiliary 
has  already  performed  a wonderful  work  and 
the  work  already  done  is  but  a beginning  of 
file  still  more  wonderful  work  it  may  confi- 
dently be  expected  to  accomplish  in  the  fu- 
ture. 


HONORS  TO  KENTUCKY  HEALTH 
OFFICERS 

The  medical  profession  in  Kentucky,  as  rep- 
resented in  health  work,  should  feel  honored 
in  the  awarding  to  four  county  health  offi- 
cers Rockefeller  Foundation  Fellowships  en- 
titling them  each  to  a year's  special  course 
in  Public  Health  in  one  or  the  other  of  two 
of  the  best  schools  in  America.  The  health 
officers  receiving  these  awards  are  Dr.  N.  A. 
Mercer,  Adair  County ; Dr.  Lewis  C.  Cole- 
man, Madison  County ; Dr.  Wm.  F.  Lamb, 
Lincoln  County,  and  Dr.  Russell  E.  Teague, 
Wayne  County.  Dr.  Mercer  will  take  his 
special  course  at  Harvard  University, 
Cambridge,  I\lassachusetts.  Drs.  Coleman, 
Lamb  and  Teague  will  go  to  Johns  Hopkins 
University,  Gcliool  of  Public  Health,  Balti- 
more, Maryland. 

Jn  securing  the  award  of  these  fellowships, 
the  State  Board  of  Health  is  looking  to  great- 
er and  steadily  accelerating  progress  in  pub- 
lic health  work  in  the  future.  To  this  end, 
it  is  primarily  interested  in  training  fur  ef- 
fective leadership  young  physicians  who  ex- 
pect to  make  public  health  work  a life  career. 
Idle  fellowships  awarded  by  the  Rucliefeller 
Foundation,  upon  the  requests  of  State 
Boards  of  Health,  are  made  with  the  distinct, 
understanding  that  the  men  recei\  ing  the  fel- 
lowships will  return,  upon  completion  of 
their  special  courses,  to  the  respective  States 
from  which  appointed  and  engage  in  public 
health  administration.  Completion  of  the  sue- 
cial  course  covered  by  the  one-year  fellow- 
ship entities  the  holder  to  a Certificate  in 
Public  Health,  together  with  eligiblity  for 
a second  one-year  fellowship,  leading  to  the 
degree  of  Doctor  of  Public  Health.  This  is 
the  fir.st  time  Kentucky  has  received  more 
than  one  such  award  in  any  one  y^'t  . 

The  following  physic! a^is  have  been  ap- 
pointed as  temporary  health  officers  in  the 
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counties  affected ; Adair  County,  Dr.  Brady 
Boundtree;  Madison  County,  Dr.  H.  G. 
Wiells;  Wayne  County,  Dr.  Mack  Roberts; 
Lincoln  County,  Dr.  J.  C.  McGuire.  The  first 
three  have  completed  limited  courses  in  pub- 
lic health  at  the  University  of  Kentucky;  the 
last  named  has  had  a like  course  at  the  Uni- 
veisity  of  Michigan. 


GOLF  TOURNAMENT 

The  annual  golf  tournament  will  be  held  at 
the  Louisville  Country  Club.  Playing  privi- 
legee  will  be  granted  at  any  of  the  golf  clubs 
by  presenting  your  membership  card  or  offi- 
cial badge  of  the  Kentucky  State  Medical  As- 
sociation. 

Trophies  will  be  given  for  the  low  gross 
and  low  net;  to  be  eligible  for  low  net  your 
club  handicap  is  necessary.  A kicker’s  han- 
dicaps tournament  will  be  held  where  every- 
one is  eligible.  A trophy  will  be  given  for 
each  of  two  lucky  numbers. 

Players  may  turn  in  scores  from  Saturday, 
October  1,  through  Wednesdaj’,  October  5. 
Results  will  be  announced  and  trophies  pre- 
sented at  the  banquet  Wednesday  evening. 

Ask  any  member  of  the  Golf  Committee 
for  information. 

E.  LEE  HEFLIN. 

BEN  D.  CHOATE. 

JNO.  STITES, 

D.  Y.  KEITH,  Cimiiman. 


Peritonitis  of  Appendical  Origin — FosS  calls 
attention  to  the  fact  that  acute  appendical  peri- 
tonitis is  causing  more  deaths  in  this  country  in 
individuals  under  40  than  is  cancer,  accounting 
for  over  20,000  deaths  each  year,  despite  im- 
proved operative  and  postoperative  technic  and 
widespread  propaganda  for  early  diagnosis  and 
treatment.  About  50  per  cent  of  the  patients 
with  peritonitis  are  given  laxatives  before  ad- 
mission to  the  hospital.  The  average  length  of 
time  intervening  between  the  onset  of  symptoms 
and  surgical  consultation  is  still  too  great.  In 
the  author’s  series  it  was  four  days.  Immediate 
operation  as  soon  as  the  diagnosis  is  made,  the 
removal  of  the  appendix,  and  ample  tube  drain- 
age accurately  placed  constitute  the  essentials' 
of  treatment,  while  maintenance  of  water  bal- 
ance and  the  withholding  of  fluids  by  mouth 
are  the  chief  details  of  postoperative  care. 
Mortality  depends  largely  on  factors  controllable 
prior  to  the  patient’s  admission  to  the  hospital, 
and  of  these,  earlier  diagnosis  and  omission  of 
purgation  are  of  particular  importance.  Com- 
parative mortality  statistics  are  of  but  little 
significance  unless  all  the  factors  are  considered, 
the  chief  of  which  is  duration  of  time  taking 
place  between  the  onset  of  symptoms  and  the 
operation. 


OFFICIAL  ANNOUNCEMENTS 

Preliminary  Program 
Kentucky  State  Medical  .dissociation, 
October  3-d,  1932 
Brown  Hotel. 

GENERAL  MEETINGS 
Tuesday,  9 ;00  A.  M.,  October  4th 

Call  to  Order  by  the  President,  J.  T.  Red- 
dick, M.  D.,  Paducah. 

Invocation,  Dr.  Tunis  E.  Gouwens,  Pastor. 
Second  Presbyterian  Church,  Louisville. 

Address  of  Wielcome,  Hon.  William  B.  Har- 
rison, Mayor  City  of  Louisville. 

Response  to  Address  of  Welcome,  J.  W. 
Scott,  M.  D.,  LcAington. 

Installation  of  President. 

1.  Acute  Gall  Bladder  Disease,  W.  H. 
Smith,  M.  D.,  Danville. 

Discussion  by  Walter  I.  Hume,  M.  D., 
Louisville. 

2.  Relief  of  Prostatic  Obstruction  Through 
the  Urethra,  E.  Owsley  Grant,  M.  D.,  Louis- 
ville. 

Discussion  to  be  opened  by  W.  T.  Briggs, 
M.  D.,  Lexington. 

3.  The  Treatment  of  Compound  Frac- 
tures, C.  R.  Petty,  M.  D.,  Lynch. 

Disc  us  non  to  be  opene-1  by  Orville  Miller, 
M.  D.,  Louisville. 

4.  Treatment  of  General  Infectioi  with 
Blood  Transfusion,  Walter  I.  Hume,  M.  D., 
Louisville. 

Special  Order  at  12  M. 

Oration  in  Surgery 

R.  Glen  Spurling,  M.  D.,  Louisville. 

SCIENTIFIC  SESSION 
Tuesday,  2 :00  P.  M.,  October  4 

1.  Relative  Value  and  Dangers  of  Spinal 
and  Inhilation  Anesthesias,  Uly  ZI.  Smith, 
M.  D.,  Louisville. 

Discussion  to  be  opened  by  John  W.  Heim, 
M.  D.,  Louisville. 

2.  Diverticulitis  with  Report  of  Unusual 
Case,  Joseph  M.  Frehling,  M.  D.,  .’".ouisville. 

3.  Lung  Abscess  and  Its  Treatment,  Oscar 
Miller,  M.  D.,  Louisville. 

Discussion  to  be  opened  by  M.  J.  Alexan- 
der, M.  D.,  Louisville. 

4.  Stricture  of  the  Urethra  in  the  Female, 
W.  T.  Briggs,  M.  D.,  Lexington. 

PUBLIC  MEETING  AT  8:00  P.  M. 

Crystal  Ball  Room 

Tuesday,  October  4th 

PjTesident’s  Address,  Philip  F.  Barbour, 
M.  D.,  Louisville. 

Annual  Oration,  John  Lovett  Morse,  M.  D„ 
Boston,  Mass.,  President,  American  Academy 
of  Pediatricians. 

SCIENTIFIC  SESSION 
Wednesday,  9:0C  A.  M.,  October  5th. 

1.  Case  Reports  (Limited  8 minutes  each) 
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a.  Carotinemia,  Winston  U.  Rutledge, 
M.  D.,  Louisville. 

b.  Broncbiectosis,  Janies  W.  Seudder, 
M.  D.,  Calhoun. 

Discussion  to  be  opened  by  E.  J. 
Murray,  M.  D.,  Lexington, 

c.  Leprosy  in  KentuJ  y,  LilLan  H. 
i;iouth,  M.  D.,  Louisville. 

2.  Diagnosis  and  treatment  oi’  Empyema 
of  Childhood,  Clark  Bailey,  M.  D.,  Harlan. 

Discussion  to  be  opened  by  Phillip  F.  Bar- 
bour, M.  D.,  Louisville,  and  Hart  Hagan,  M. 
D.,  Louisville. 

3.  Malpractice  Suits,  J.  B.  Lukins,  M .D., 
Louisville. 

4.  Symposium  on  Anemias  (Limited  10 
minutes  each). 

Diagnosis  and  Treatment  of : 

a.  Eczema,  Robert  Keily,  M.  D.,  Louis- 
ville. 

b.  Agranulocytosis,  Carl  H.  Fortune, 
M.  D.,  Lexington. 

Discussion  to  be  opened  by  Morris 
Flexner.  M.  D.,  Louisville. 

c.  Lymphatic  Leuloemia,  Thomas  J. 
Marshall,  M.  D.,  Paducah. 

d.  Indications  In  Anemia  for  Surgery 
of  the  Spleen,  Austin  R.  Quigley,  M. 
D.,  Maysville. 

Discussion  to  be  opened  by  W.  E. 
Fallis,  M.  D.,  Louisville. 

Special  Order  at  12  M. 

Oration  in  Medicine 

Chronic  Hypochromic  Anemia,  Caarles  N. 
KavanauPh,  M.  D.,  Lexington. 

^ SCIENTIFIC  SESSION 
Wednesday,  2:00  P.  M.,  October  5th. 

1.  Aller>.-y,  Armard  E.  Cohen,  M.  D., 
Louisville. 

Discussion  to  be  opened  by  Charles  N.  Kav- 
anaugh,  M.  D.,  Leixington. 

2.  Calcium  Metabolism  in  Health  and 
Disease,  James  E.  Winter,  M.  D.,  Louisville. 

3.  Relation  of  Ear,  Nose  and  Throat  to 
General  Infectious  Disease,  A.  L.  Bass,  M.  D., 
Louisville. 

Discussion  to  be  opened  by  Gaylord  Hall, 
M.  D.,  Louisville. 

4.  Symposium  on  Obstetrics  (Limited  10 
minutes  each) 

a.  Pregnancy  and  Its  Complications, 

. C.  Redmon,  M.  D.,  Lexington. 

b.  Labor  and  Its  Complications,  B.  S. 
Rutherford,  M.  D.,  Bowling  Green. 

c.  Puerperium  and  Its  Complications, 
N.  C.  Witt,  M.  D..  Franklin. 
Wednesday,  6:30  P.  M.  October  5 

Subscription  Dinner,  Brown  Hotel,  for 
Members  of  the  Association,  Wives, 
Friends  and  Guests. 

Addresses 

Ira  V.  Hiseock,  Ph.  D.,  Professor  of  Public 
Health,  School  of  Medicine,  Tale  Ubiversity. 


Mrs.  Charles  E.  Oates,  President,  Woman’s 
Auxiliary  to  the  Southern  Medical  Associa- 
tion, Nor  Ji  Little  Rock,  Arkansas. 

Mrs.  Walter  Jackson  Freeman,  President, 
W Oman ’s  Auxiliary  to  the  American  ^ iedical 
Association,  Philadelphia,  Pennsylvania. 

Thursday,  9 ;00  A.  M.,  October  6th. 
Conducted  by  the  University  op  Louisville 
(Limited  10  minutes  each  paper.) 

1.  Radical  Treatment  of  Joint  Tubercu- 
losis, R.  L.  Woodard,  M.  D.,  Louisville. 

2.  Clinical  Instruction  in  Dermatology 
and  Syphilology  at  the  University  of  Louis- 
ville, C.  B.  Willmott,  M.  D.,  Louisville. 

3.  Studies  on  Circulation,  J.  M.  Kinsman, 
M.  D.,  Louisville. 

4.  Clinical  Progress  in  Obstetrics,  Edward 
Speidel,  M.  D.,  Louisville. 

5.  Early  Symptoms  of  Poliomyelitis,  John 
J.  Moren,  M.  D.,  Louisville. 

6.  Surgical  Compile  i"  ions  in  Pneumonia, 
L.  Wallace  Frank,  M.  D.,  Louisville. 

Thursday,  2 :00  P.  M.,  October  6th 

1.  Some  Causes  of  Blindness,  Claude  T. 
Wolfe,  M.  D.,  ‘Louisville. 

2.  V'arieose  Veins  of  the  Broad  Ligament 
as  Cause  of  Pelvic  Discomfort,  Charles  W. 
llibbitt,  M.  D.,  Louisville. 

3.  Some  Practical  and  Theoretical  Points 
in  Oxygen  and  Carbon  Dioxide  Therapy,  W. 
Hamilton  Long,  M.  D.,  Louisville. 

4.  The  Ano-Rectal  Abscess,  Bernard  As- 
mau,  i\l.  D.,  Louisville. 

Discussion  to  be  opened  by  M.  H.  Puls- 
kamp,  M.  D.,  Louisville. 

5.  Recent  Developments  in  the  Depart- 
ment of  Psychiatry,  W.  E.  Gardner,  M.  D., 
Louisville. 

6.  Recent  Developments  in  Pediatrics, 
James  H.  Pritchett,  M.  D.,  Louisville. 

7.  Prognosis  of  Para-nasal  Sinus  Disease, 
Walter  Dean,  M.  D.,  Louisville. 


Surgical  Treatment  of  Bronchiectasis  and  Lung 
Abscess — Harrington  states  that  pulmonary  sup- 
puration is  usually  progressive.  The  surgical 
treatment  should  be  as  conservative  as  possible 
and  consistent  with  effectual  treatment.  The 
n.ost  common  operative  procedures  are  artificial 
pneumothorax,  phrenicotomy,  surgical  collapse 
and  partial  pneumonectomy.  The  type  of  op- 
eration depends  on  the  time  in  the  course  of  the 
disease  that  treatment  is  instituted,  the  situation 
and  extent  of  the  lesion,  and  the  general  condi- 
tion of  the  patient.  In  most  cases  multiple  op- 
erative procedures  are  required  to  effect  symp- 
tomatic cure.  The  operative  procedures  and 
results  are  given  concerning  111  cases.  There 
were  10  deaths  (9  per  cent).  In  64  cases  (66 
per  cent)  there  was  cure  or  from  50  to  90  per 
cent  relief  of  symptoms,  and  in  16  cases  (17  per 
cent)  symptoms  were  not  relieved. 
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OFFICIAL  CALL 


The  Eighty- Second  Annual  Meeting  of 
THE  Kentucky  State  JVIedical  Associa- 
tion, TO  BE  Held  at  the  Koof  Gar- 
den, Brown  Hotel,  Louisville 
To  the  Officers  and  Members  of  the  Com- 
ponent County  Societies  of  the  Kentucky 
State  Medical  Association : 

The  Eighty-second  Annual  Meeting  of  the 
Kentucky  State  Medical  Association  will  con- 
vene in  the  Roof  Garden  of  the  Brown  Hotel, 
Monday,  Tuesday,  Wednesday  and  Thurs- 
day, October  3,  T,  5,  6,  1932. 

THE  house  of  delegates 

The  House  of  Delegates  of  the  Kentucky 
State  Medical  Assoeiatiou  will  convene  in  the 
Ball  Room  at  2 p.  m.  on  IMonday,  October  3. 

FIRST  general  SESSION 
The  First  General  Session  which  consti- 
tutes the  opening  exercises  of  the  scientific 
function  of  the  Association  will  be  held  in 
the  Roof  Garden.  Brown  Hotel,  Tuesday, 
October  4.  at  9.  A.  M. 

THE  COUNCIL 

The  Council  will  convene  *in  the  Louis 
XIV  Room,  51ouday.  October  3,  at  10:30 
a.  111. 


THE  REGISTRATION  DEPARTMENT 

The  Registration  Department  will  be  open 
in  the  Lobby  of  the  Roof  Garden,  from  10 
a.  111.  to  5 p.  111.,  on  Monday,  October  3;  from 
S a.  in.  to  5 p.  m.,  on  Tuesday  and  Wednes- 
day, October  4 and  5;  and  from  8 a.  m.  to 
12  m.,  on  Thursday,  October  6.. 

COUNCILOR  DISTRICTS 


FIRST  1-ISTRICT 
V.  .\.  Stillev,  Benton.  Councilor. 


Ballard 

TiivingstoB 

''rittenden 

Caldwell 

McCracken 

Fulton 

Calloway 

Marshall 

Graves 

Carlisle 

Tri^g 

SECOND  DISTRICT 

Lyon 

D. 

W.  Griffith,  Owensboro.  Councilor, 

Daviess 

Ilonkins 

Ohio 

Hancock 

McLean 

[Tnion 

Henderson 

Muhlenberg 

Webster 

THIRD  DISTRICT 
C.  Howard,  Gla,sgow,  Councilor. 

.\llen  Oumberland  Simpson 

Barren  Imgan  Todd 

Butler  Monroe  Warren-Edmonaon 

riiristi.an  Metcalfe 


FOURTH  DISTRICT 
J,  I.  Greenwell,  New  Haven.  Councilor 
Breckinridge  Hardin  Meade 

Bullitt  Hart  Nelson 

Grayson  Larue  Spencer 


FIFTH  DISTRICT 
W.  E.  Gardner.  Louisville.  Councilor 


Carroll 

Callatin 

Shelbv 

Oldham 

Henry 

Trimble 

Franklin 

JelfersoTi 

Owen 

sixth  district 

R.  C.  McChord,  Lebanon. 

Councilor 

Adair 

Green 

Tavlor 

nderson 

Marion 

WashinKtoi 

Boyle 

Mercer 

SEVENTH  DISTRICT 

V.  G.  Kinnaird  Lancaster. 

Councilor 

Casey 

Lincoln 

Rockcastle 

Clinton 

McCreary 

Russell 

Garrard 

Pulaski 

Wayne 

EIGHTH  DISTRICT 
C.  W.  Shaw,  Alexandria,  Councilor 


Boone  Grant  Pendleton 

Bracken  Harrison 

Campbell-Kenton  Mason  Robertson 

Fleming  Nicholas 


Boyd 

Carter 

Elliott 

Floyd 


Bath 

Bourbon 

Breathitt 

Clark 

I'ayette 

.Jessamine 


Bell 

Clay 

Harlan 

Jackson 


NINTH  DISTRICT 
S.  C.  Smith,  Ashland,  Councilot 

Greenup  Martin 

Johnson  Magoffin 

Lewis  i’ike 

Lawirence 

TENTH  DISTRIui 
C.  A.  Vance,  Lexington,  Councilor 

Lee  Rowan 

Madison  Scott 

Menifiie  Wolfe 

Montgomer./  Estill 

Po  vc'l  Woodford 

Morgan 

ELEVENTH  DISTRICT 
W.  M.  Martin,  Harlan,  Councilor 

Knott  Leslie 

Knox  Owsley 

Laurel  Perry 

Letcher  Whitley 


CGXSTrrUTlON  AND  BY-LAWS  OF 
THE  KENTUCKY  STATE  MEDI- 
CAL ASSOCIATION  ADOBTEIi 
AT  i'ADUCAH  IN  1902  AS 
AMENDED 


CONSTITUTION 

Article  1.— Name  of  the  Association 

The  name  and  title  of  this  organization 
shall  be  the  Kentucky  State  Medical  Asso- 
ciation. 

Article  11. — Purpose  of  the  Association 

The  purpose  of  the  Association  shall  be 
to  federate  and  bring  into  compact  organiza- 
tion the  entire  medical  profession  of  the 
State  of  Kentucky,  and  to  unite  with  similar 
associations  in  other  states  to  form  the  Amer- 
ican Medical  Association,  with  a view  to  the 
extension  of  medical  knowledge,  and  to  the 
cdvancement  of  medical  science  to  the  eleva- 
tion of  the  standard  of  medical  education, 
and  to  the  enactment  and  enforcement  of  just 
medical  laws;  to  the  promotion  of  friendly 
intercourse  among  physicians,  and  to  the 
guarding  and  fostering  of  their  material  in- 
terest and  to  the  enlightenment  and  direction 
of  public  opinion  in  regard  to  the  great 
problem  of  state  medicine,  so  that  the  pro- 
fession shall  become  more  capable  and  honor- 
able within  itself,  and  more  useful  to  the 
public  in  the  prevention  and  cure  of  disease, 
and  in  prolonging  and  adding  comfort  to 
life. 

Article  III. — Component  Societies. 

Component  Societies  shall  consist  of  those 
county  medical  societies  which  hold  charters 
from  this  Association. 

Article  IV. — Composition  of  the  Asso- 
ciation 

Section  1.  This  Association  shall  consist 
■of  Members,  Delegates  and  Guests. 

Sec.  2. — Members  : The  members  of  this 

Association  shall  be  the  members  of  the  com- 
ponent county  medical  societies. 

Sec.  3. — Delegates.  Delegates  shall  be 
those  members  who  are  elected  in  accordance 
with  this  constitution  and  By-laws  to  rep- 
resent their  respective  component  county  so- 
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cieties  in  the  House  of  Delegates  of  this 
Association. 

Sec.  4. — Guests.  Any  distiuguished  phy- 
sician not  a resident  of  this  State  may  become 
a guest  during  any  Annual  Session  upon  in- 
vitation of  the  As.?ociation  or  its  Council,  and 
shall  be  accorded  the  privileges  of  partieipat- 
iug  in  all  of  the  scientific  work  of  that  ses- 
sion. 

Article  V. — House  of  Delegates 

The  House  of  Delegates  shall  be  the  legis- 
lative and  business  body  of  the  Association, 
and  shall  consist  of  (1)  Delegates  elected  by 
the  component  county  societies,  and  (2) 
ex-officio,  the  officers  of  the  Association  as 
defined  in  Article  VIII,  Section  1,  of  this 
Constitution. 

Article  VI. — ^Sections  and  District 
Societies 

The  House  of  Delegates  may  provide  for  a 
division  of  the  scientific  work  of  the  Asso- 
ciation into  appropriate  Sections,  and  for  the 
organization  of  such  Councilor  District  So- 
cieties as  will  promote  the  best  interest  of  the 
profession,  such  societies  to  be  composed  ex- 
clusively of  members  of  component  county 
societies. 

Article  VII. — Sessions  and  Meetings 

Section  1.  CTlie  Association  shall  hold  an 
Annual  Session,  during  which  there  shall  be 
held  daily  not  less  than  two  General  Meet- 
ings, which  shall  be  open  to  all  registered 
members,  delegates  and  guests. 

Sec.  2 The  time  and  place  for  holding 
each  annual  session  shall  be  fixed  by  the 
House  of  Delegates. 

Article  VIII. — Officers 

Section  1.  The  officers  of  this  Associa- 
tion shall  be  a President,  three  Vice-Presi- 
dests,  a Secretary,  a Treasurer,  and  eleven 
Councilors. 

Sec.  2.  The  President  and  Vice-Presidents 
shall  be  elected  for  a term  of  one  year.  The 
Secretary,  Treasurer  and  Councilors  shall  be 
elected  for  terms  of  five  years  each,  the 
Councilors  being  divided  into  classes  so  that 
two  shall  be  elected  each  year.  All  of  these 
officers  shall  serve  until  their  successors  are 
elected  and  installed. 

Sec.  3.  The  officers  of  the  Association 
shall  be  elected  by  the  House  of  Delegates  on 
the  morning  of  the  last  day  of  the  Annual 
Session  but  no  Delegate  shall  be  eligible  to 
any  office  named  in  the  preceding  section, 
excent  that  of  Councilor,  and  no  person  .shall 
be  elected  to  any  such  office  who  is  not  in 
attendainee  upon  the  Annual  Session,  and 
who  has  not  been  a member  of  the  Associa- 
tion for  the  past  two  years. 

Article  IX. — Funds  and  Expenses 

Funds  for  meeting  the  expenses  of  the  As- 
sociation shall  be  arranged  for  by  the  House 


of  Delegates  by  an  equal  per  capita  assess- 
ment upon  each  county  society  to  be  fixed  by 
the  House  of  Delegates,  by  voluntary  con- 
tribution, and  from  the  profits  of  its  publi- 
cation. Funds  may  be  appropriated  by  the 
House  of  Delegates  to  defray  the  expenses  of 
the  Annual  ISession,  for  publication  and  for 
such  other  i^urposes  as  will  promote  the  wel- 
fare of  the  Association  and  profession. 

Article  X. — Referendum 
The  General  i\leeting  of  the  Association 
may,  by  a two-thirds  vote,  order  a general 
referendum  tiitou  any  question  pending  be- 
fore the  House  of  Delegates,  and  the  House 
of  Delegates  may,  by  a similar  vote  of  its  own 
member.s,  or  after  a like  vote  of  the  General 
Meeting,  submit  any  such  question  to  the 
membership  of  the  Association  for  a final 
vote;  and  if  the  persons  voting  shall  com- 
prise a majority  of  all  the  members,  a ma- 
jority of  such  vote  shall  determine  the  ques- 
tion and  be  binding  upon  the  House  of 
Delegates. 

Article  XI. — The  Seal 
The  Association  shall  have  a common  Seal 
with  power  to  break,  change  or  I’enew  the 
same  at  pleasure. 

Article  XII.  Amendments 
The  House  of  Delegates  may  amend  any 
article  of  this  Constitution  by  a two-thirds 
vote  of  the  delegates  registered  at  that  An- 
nual Session,  provided  that  such  amendment 
shall  have  been  presented  in  open  meeting 
at  the  previous  Annual  Session,  and  that  it 
shall  have  been  sent  officially  to  each  com- 
ponent county  society  at  least  two  months  be- 
fore the  session  at  which  final  action  is  to  be 
taken. 

BY-LAWS 

Chapter  I. — Membership 
Section  1.  All  members  of  the  Component 
County  Societies  shall  be  privileged  to  attend 
tdl  meetings  and  take  part  in  all  the  proceed- 
ings of  the  Annual  Se.ssion,  and  shall  be  eligi- 
ble to  any  olfice  within  the  gift  of  the  Asso- 
ciation. Provided,  that  no  physician  may  be- 
come a member  of  any  comity  society  unless 
he  signs  and  keeps  inviolate  he  following 
pledge : 

I hereby  promise  upon  my  honor  as  a 
gentlemen  that  I will  not  so  long  as  I am  a 
member  of  the  Kentucky  State  Medical  As- 
sociation practice  division  of  fees  in  any 
form ; neither  by  collecting  fees  from  others 
referring  patients  to  me  nor  by  permitting 
them  to  collect  my  fees  for  me ; nor  will  I 
make  joint  fees  with  physicians  or  surgeons 
referring  patients  to  me  for  operation  or  con- 
sultation ; neither  will  I in  any  way,  directly 
ur  indirectly,  compensate  anyone  referring 
yiatients  to  me  nor  will  I utilize  any  man  as 
an  assistant  as  a subterfuge  for  '.iiis  purpose. 
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Sec.  2.  The  name  of  a physician  upon  the 
properly  certified  roster  of  members,  or  list 
of  delegates,  of  a chartered  county  society 
which  has  paid  its  annual  assessment,  shall 
be  printa  facie  evidence  of  his  right  to  regis- 
ter at  the  Annual  Session  in  the  respective 
bodies  of  this  Association. 

Sec.  3.  No  persons  who  are  under  sen- 
tence or  suspension  or  expulsion  from  any 
component  society  of  this  Association,  or 
whose  name  has  Seen  dropped  from  its  roll 
of  membership  shall  be  entitled  t j any  of  the 
rights  or  benefits  of  this  Association,  nor 
shall  he  be  permitted  to  take  part  in  any  of 
its  proceedings,  until  such  time  as  he  has 
been  relieved  of  such  liability. 

See.  4.  Each  member  in  attendance  at  the 
Annual  Session  shall  enter  his  name  on  the 
registration  book,  indicating  the  component 
society  of  which  he  is  a member.  When  his 
right  to  membership  has  been  verified  by  re- 
ference to  the  roster  of  the  society,  he  shall 
receive  a badge  which  shall  be  evidenc  of  his 
right  to  all  the  privileges  of  membership  at 
that  session.  No  member  or  delegate  shall 
take  part  in  any  of  the  proceedings  of  an 
annual  session  until  he  has  complied  with 
the  provisions  of  this  section. 

Chapter  TT. — -Annual  and  Special  Session 
OP  THE  Association 

Section  1.  The  Association  shall  hold  an 
annual  session,  meeting  every  third  year  in 
the  city  of  Louisville,  and  the  other  two  years 
at  some  point  in  the  State  fixed  at  the  pre- 
ceding annual  session. 

Chapter  TTT. — General  Meeting 

Section  1.  The  General  Meeting  shall  in- 
clude all  registered  members,  delegates  and 
guests,  who  shall  have  equal  rights  to  par- 
ticinate  in  the  proceedings  and  discussions; 
and  except  guests,  to  vote  on  pending  ques- 
tions. Each  General  Meeting  shall  be  pre- 
sided over  by  the  President  or  in  his  absence 
or  disability  or  upon  bis  request,  by  one  of 
"be  Vice  Presidents.  Before  it.  at  such  time 
and  place  as  may  have  been  arranged,  shall 
bo  delivered  the  annual  address  of  the  Presi- 
dent, and  the  annual  orations  and  the  entire 
time  of  the  sessions  as  far  as  mav  be,  shall 
be  devoted  to  papers  and  discussion  relating 
to  scientific  medicine. 

Sec.  2.  The  General  Meeting  shall  have 
authority  to  create  committees  or  commis- 
sions for  scientific  isvestigation  of  specal 
interest  and  importance  to  the  profession  and 
public,  and  to  receive  and  dispose  of  reports 
the  same ; but  any  expense  in  connection 
tberewith  must  first  be  approved  bv  the 
TTonse  of  Delegates. 

Sec.  3.  Except  bv  sp^>chd  vote,  the  order 
of  exercises,  papers  and  discussions  as  set 
forth  in  the  official  program  shall  be  followed 


from  day  to  day  until  it  has  been  completed. 

See.  4.  No  address  or  paper  before  the 
Association,  except  those  of  the  President  and 
orators  shall  occupy  more  than  twenty  min- 
utes in  its  delivery;  and  no  member  shall 
sj)eak  longer  than  five  minutes,  nor  more 
tlian  once  on  any  subject. 

Sec.  5.  All  papers  read  before  the  Asso- 
ciation shall  be  its  property.  Each  paper 
shall  be  deposited  with  the  Secretary  when 
read  and  if  this  is  not  done  it  shall  not  be 
published. 

Chapter  IV. — House  op  Delegates 

Section  1.  The  House  of  Delegates  shall 
meet  annuallj"  at  the  time  and  place  of  the 
.Annual  Session  of  the  Association  and  shall 
so  fix  its  hours  of  meeting  as  not  to  conflict 
with  the  first  General  Meeting  of  the  Asso- 
ciation, or  with  the  meeting  held  for  the  ad- 
dress of  the  President  and  the  annual  ora- 
tions and  so  as  to  give  delegates  an  opportun- 
ity to  attend  the  other  scientific  proceedings 
and  discussions  so  far  as  is  consistent  with 
their  duties.  But  if  the  business  interests  of 
the  association  and  profession  require  it  may 
meet  in  advance  or  remain  in  session  after 
tlie  final  adjournment  of  the  General  Meeting. 

Sec.  2.  Each  component  county  society 
shall  be  entitled  to  send  to  the  House  of 
Delegates  each  year  one  delegate  for  every 
twenty-five  members,  and  one  for  each  major 
fraction  thereof,  but  each  county  society  hold- 
ing a charter  from  this  Association,  which 
has  made  its  annual  report  and  paid  its 
assessments  as  provided  in  this  Constitution 
and  By-Laws  shall  be  entitled  to  one  delegate. 
In  ease  the  regularly  elected  delegate  or 
alternate  is  unable  to  attend  the  annual  meet- 
ing of  the  Association,  the  President  of  the 
county  society  may  in  writing  appoint  an 
alternate,  who  .shall  have  the  rights  and  priv- 
ileges of  a delegate. 

Sec.  3.  A majority  of  the  registered  dele- 
gates shall  constitute  a quorum  and  all  of  the 
meetings  of  the  House  of  Delegates  shall  be 
open  to  members  of  the  Association. 

Sec.  4.  Tt  shall,  through  its  officers.  Ad- 
visory Council,  and  otherwise,  give  diligent 
attention  to  and  foster  the  scientific  work 
and  spirit  of  the  Association,  and  shall  con- 
stantly study  and  strive  to  make  each  Annual 
Session  a stepping  stone  to  further  ones  of 
higher  interest. 

Sec.  5.  It  shall  consider  and  advise  as 
to  the  material  interest  of  the  profession,  and 
of  the  public  in  those  important  matters 
wherein  it  is  dependent  upon  the  profession, 
and  shall  use  its  influence  to  secure  and  en- 
force all  proper  medical  and  public  health 
legislation,  and  to  diffuse  popular  informa- 
tion in  relation  thereto. 

Sec.  6.  Tt  shall  make  careful  inquiry  into 
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the  condition  of  the  jirofession  of  each  county 
in  the  State,  and  shall  have  authority  to 
adopt  such  methods  as  may  be  deemed  most 
efficient  for  building’  up  and  increasing  the 
interest  in  such  county  societies  as  already 
exist  and  for,  organizing  the  profession  in 
counties  where  societies  do  not  exist.  It  shall 
especially  and  systematically  endeavor  to 
l)roraote  friendly  intercourse  between  physi- 
cians of  the  same  locality  and  shall  continue 
these  efforts  until  every  physician  in  every 
coutnty  of  the  State  who  can  be  made  repu- 
table, has  been  brought  under  medical  society 
influence. 

Sec.  7.  It  shall  encourage  post-graduate 
work  in  medical  ccjiters  as  well  as  home  study 
and  research  and  shall  endeavox  to  have  the 
results  of  the  same  utilized  and  intelligently 
discu.ssed  in  the  county  societies.  Wif'  these 
ends  in  view,  five  years  after  the  adoption 
of  the  By-Laws,  no  voluntary  paper  shall  be 
placed  upon  the  annual  program  nor  he  heard 
in  the  Association  Avhich  has  not  fir  t been 
read  in  the  county  society  of  which  the 
author  is  a member. 

Sec.  8.  It  shall  elect  representatives  to 
the  House  of  Delegates  of  the  American  iVIed- 
b al  Association  in  accordance  Avith  the  Con- 
stitution and  By-Laws  of  that  body  in  such 
manner  that  not  more  than  one-half  of  the 
delegates  shall  be  elected  in  any  one  year. 

Sec.  9.  It  shall  upon  api)lieation  provide 
and  issue  charters  to  county  societies  organ- 
ized to  conform  to  the  spirit  of  the  Constitn- 
1ion  and  By-Laws. 

Sec.  10.  in  spai’sely  settled  sectidns  it 
shall  have  authority  to  organize  the  physi- 
cians of  two  or  more  counties  to  be  designated 
by  hyphenating  the  names  of  two  or  more 
counties  so  as  to  distinguish  them  from  dis- 
trict and  other  classes  of  societies  and  these 
'■oeieties,  when  organized  and  chartered  shall 
be  entitled  to  all  the  privileges  and  repre- 
sentation provided  herein  for  county  so- 
cieties, until  such  counties  may  be  organized 
separately. 

See.  11.  It  mav  divide  the  counties  of  the 
State  into  Councilor  Districts,  and,  when  the 
best  interests  of  the  Association  and  profes- 
sion will  be  promoted  thereby,  organize  in 
each  district  a medical  society,  to  meet  mid- 
way between  the  annual  session  of  the  Asso- 
ciation and  members  of  the  chartered  county 
societies  and  none  other  shall  he  members. 

When  so  organized  from  the  presidents  of 
such  district  societies  shall  be  chosen  the 
Vice-Presidents  of  this  Association  and  the 
Presidents  of  the  county  societies  of  the  dis- 
trict shall  be  the  Vice-Presidents  of  such  dis- 
tric't  societies. 

See.  12.  It  shall  have  authority  to  ap- 
point committees  for  special  purposes  from 


among  members  of  the  Association  who  are 
not  members  of  the  House  of  Delegates,  and 
such  committee  may  report  to  the  House  of 
Delegates  in  person,  and  may  participate  in 
the  debate  thereon. 

Sec.  13.  It  shall  approve  all  memorials 
and  resolutions  issued  in  the  name  of  the 
Association  before  the  same  shall  become 
effective. 

Sec.  14.  It  shall  present  a summary  of  its 
proceedings  to  the  last  General  Meeting  of 
each  Annual  Session,  and  shall  publish  the 
same  in  the  Journal. 

Chapter  V. — Elections  op  Officers 

.Section  1.  All  elections  shall  be  by  .secret 
bailor,  and  a majority  of  the  votes  ca.st  shall 
be  necessary  to  elect,  provided,  hoAvever,  that 
wlien  there  are  more  than  trvo  nominees  the 
nominee  receiving  the  least  number  of  votes 
cn  the  first  ballot  .shall  be  dropped  and  the 
balloting  continue  until  an  election  occurs  in 
like  manner. 

See.  2.  Any  member  known  to  have  di- 
rectly or  indirectly  solicited  votes  for,  or 
sought  any  office  within  the  gift  of  this  Asso- 
ciation shall  be  ineligible  for  any  office  for 
two  years. 

See.  3.  The  election  of  officers  shall  be 
the  first  order  of  business  of  the  House  of 
Delegates  after  the  reading  of  the  minutes 
on  the  morning  of  the  last  day  of  the  Gen- 
eral Se.ssion. 

Sec.  4.  Nominations  for  President  shall 
he  called  for  Iw  counties. 

Gtiapter  VI. — Duties  of  Officers 

Section  1.  The  President  shall  preside  at 
all  meetings  of  the  Association  and  of  the 
House  of  Delegates ; shall  appoint  all  com- 
mittees not  otherwise  provided  for;  shall  de- 
liver annual  address  at  such  time  as  may  be 
arranged;  shall  give  a deciding  vote  in  case 
of  a tie,  and  shall  perform  such  other  duties 
as  custom  and  parliamentary  usage  may  re- 
ouire.  He  shall  be  the  real  head  of  the  pro- 
fession of  the  State  during  his  term  of  office 
and  so  far  as  practicable,  shall  visit  by  ap^ 
l)oiiitment,  the  various  sections  of  the  State 
and  a.ssist  the  Councilors  in  building  up  the 
county  societies  and  in  making  their  work 
more  practical  and  useful. 

Sec.  2.  The  Vice-President  shall  as.sist  the 
President  in  the  discharge  of  his  duties.  In 
the  event  of  his  death,  resignation  or  removal 
the  Council  shall  elect  one  of  the  Vice-Presi- 
dents to  succeed  him. 

See.  3.  The  Treasurer  shall  give  bond  for 
trust  imposed  in  him  whenever  the  Heuse 
mC  l)ple'>'a1es  shall  deem  it  renuisite.  He  shall 
.bx»i;ind  and  receive  all  funds  due  the  asso- 
( iation.  together  with  the  beque.sts  and  dona- 
tions. He  shall,  under  the  direction  of  the 
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House  of  Delegates,  sell  or  lease  any  real 
estate  belonging  to  the  Association  and  exe- 
cute the  necessary  papers,  and  shall  in  gen- 
eral subject  to  such  direction,  have  the  care 
and  management  of  the  fiscal  affairs  of  the 
Association,  lie  shall  [>ay  money  out  of  the 
Treasury  only  on  written  order  of  the  Presi- 
dent, countersigned  by  the  Secretary ; he 
shall  subject  his  accounts  to  such  examina- 
tions as  the  House  of  Delegates  may  order, 
and  he  shall  annually  render  an  account  of 
his  doings  and  of  the  state  of  funds  in  his 
hands. 

The  council  shall  be  the  executive  body  of 
the  House  of  Delegates  and  between  sessions 
shall  exercise  the  powers  conferred  on  the 
House  of  Delegates  by  the  constitution  and 
By-Laws. 

Sec.  4.  The  Secretary,  acting  with  the 
Committee  on  Scientific  Work,  shall  prepare 
and  issue  the  program  for  aiid  attend  all 
meetings  of  the  Association  and  of  the  House 
of  Delegates  and  he  shall  keep  minutes  of 
their  respective  proceedings  in  separate  rec- 
ord books.  He  shall  charge  upon  his  books 
the  assessments  against  each  component  coun- 
ty society  at  the  end  of  the  fiscal  year;  he 
shall  collect  and  make  proper  credits  for  the 
same,  and  perform  such  other  duties  as  may 
be  assigned  to  him.  He  shall  be  custodian  of 
all  record  books  and  papers  belonging  to  the 
Treasurer,  and  shall  keep  account  of  and 
promptly  turn  lover  tb  the  Treasurer  all 
funds  of  the  Association  which  come  into 
liis  hands.  He  .shall  provide  for  the  registra- 
tion of  the  members  and  delegates  at  the 
Annual  Sessions.  He  shall  keep  a card  index 
register  of  all  the  legal  practitioners  of  the 
State  by  counties,  noting  on  each  his  status 
in  relation  to  his  county  society  and  upon 
request  shall  transmit  a copy  of  this  list  to 
the  American  Medical  Association  for  publi- 
cation. In  so  far  as  it  is  in  his  power  he  shall 
use  the  printed  matter,  correspondence  a^nd 
influence  of  his  office  to  aid  the  Councilors 
in  the  organization  and  improvement  of  the 
county  societies  and  in  the  extension  of  the 
power  and  usefulness  of  this  Association. 
He  shall  conduct  the  official  correspondence, 
notifying  members  of  meetings,  officers  of 
their  election,  and  committees  of  their  ap- 
pointment and  duties.  He  shall  a«t  as  sec- 
retary of  the  Committee  on  Scientific  Work. 
He  shall  be  editor  of  the  Kentucky  Mepicat. 
Journal.  He  shall  employ  such  assistants 
as  may  be  ordered  bv  the  Council  or  the 
House  of  Delegates.  He  shall  annually  make 
a,  report  of  his  doings  to  the  House  of  Dele- 
gates. 

In  order  that  the  Secretary  may  be  en- 
abled to  ffive  that  amount  of  time  to  his 
duties  which  will  permit  of  his  becoming  pro- 


ficient it  is  desirable  that  he  shall  receive 
some  compensation.  The  amount  of  his  salary 
shall  be  fixed  by  the  House  of  Delegates. 

Chapter  Yll. — Council 

Section  1.  The  Council  shall  hold  daily 
meetings  during  the  annual  session  of  the 
Associations  and  at  such  other  times  as  nec- 
essity may  require,  subject  to  the  call  of  the 
Chairman  or  on  petition  of  three  Councilors. 
It  shall  meet  on  the  last  day  of  the  Annual 
Session  of  the  Associ.ition  for  re-organization 
and  for  the  outlining  of  the  work  for  the 
ensuing  year.  At  this  meeting  it  shall  elect  a 
chairman  and  secretary  and  it  shall  keep  a 
permanent  record  of  its  proceedings.  It  shall 
through  its  Chairman,  make  an  annual  report 
to  the  House  of  Delegates  at  such  time  as 
may  be  jjrovided,  which  report  shall  include 
an  audit  of  the  account  of  the  Secretary  and 
Treasurer  ciiid  other  agents  of  this  Associa- 
tion, and  shall  also  specify  tlie  character  and 
cost  of  all  the  publications  of  the  Associa- 
tion during  the  year,  and  the  amounts  of  all 
other  property  belonging  to  the  Association, 
or  under  its  control,  with  such  suggestions  as 
it  may  deem  necessary.  In  the  event  of  a 
vacancy  in  any  office  the  Council  may  fill  the 
same  until  the  annual  election. 

Sec.  2.  Each  Councilor  shall  be  organizer, 
jieacemaker  and  censor  for  his  district.  He 
shall  visit  each  county  in  his  district  at 
least  once  a year  for  the  purpose  of  organiz- 
ing component  societies  where  none  exist,  for 
inquiring  into  the  condition  of  the  profes- 
sion and  for  improving  and  increasing  the 
zeal  of  the  county  societies  and  their  members. 
He  shall  make  an  annual  report  of  his  do- 
ings, and  of  the  condition  of  the  profession 
of  each  county  in  his  district  to  each  Annual 
Session  of  the  House  of  Delegates.  The  nec- 
essary traveling  expenses  incurred  by  Coun- 
cilor in  the  line  of  his  duties  herein  imposed 
may  be  allowed  by  the  House  of  Delegates 
upon  a proper  itemized  statement,  but  this 
shall  not  be  construed  to  include  his  expenses 
in  attending  the  Annual  Session  of  the  As- 
sociation. 

Sec.  3.  Collectively  the  Council  shall  be 
the  Board  of  Censors  of  the  Association.  It 
shall  consider  all  questioins  involving  the 
right  and  standing  of  members,  whether  in 
relation  to  other  members,  to  the  component 
societies  or  to  this  Association.  All  questions 
of  an  ethical  nature  brought  before  the 
House  of  Delegates  of  the  General  Meeting 
shall  be  referred  to  the  Council  without  dis- 
cussion. It  shall  hear  and  decide  all  ques- 
tions of  discipline  affecting  the  conduct  of 
members  or  a county  societv  upon  which 
anpelal  is  taken  from  the  decision  of  an  indi- 
vidual Councilor.  Its  decision  in  all  such 
cases  shall  be  final. 
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Sec.  1.  The  Comicii  sbail  have  the  right 
to  communicate  tiie  views  of  the  profession 
and  of  the  Association  in  regard  to  healtn, 
sanitation  and  otiier  important  matters  to  tne 
public  and  the  lay  press.  iSuch  communica- 
tions snail  be  officially  signed  by  tne  cnair- 
man  and  secretary  of  tne  t/ouncii,  as  sucn. 

ISec.  5.  The  (Jouncil  shall  provide  lor  and 
superintend  the  publication  and  distribution 
ox  ail  proceedings,  transactions  and  memoirs 
of  the  Association  and  shall  nave  autnority 
to  appoint  such  assistants  to  the  editors  as  it 
deems  necessary,  it  shall  manage  and  con- 
duct the  Kentucky  Medical  Journal,  which 
IS  the  organ  of  the  Association,  and  all  money 
received  by  the  Journal,  the  Council  or  any 
officer  of  the  Association,  shall  be  paid  to  the 
Treasurer  of  the  Association  on  tne  first  of 
each  month. 

!Sec.  6.  All  reports  on  scientific  subjects 
and  all  scientific  discussions  and  papers 
heard  before  the  Association  shall  be  rexerred 
to  the  Kentucky  AIedical  Journal  for  pub- 
lication. The  editor,  with  the  consent  of  the 
Councilor  for  the  iJistrict  in  w’hich  he  re- 
sides may  curtail  or  abstract  papers  or  dis- 
cussions, and  the  Council  may  return  any 
paper  to  its  author  which  it  may  not  con- 
sider suitable  for  publication 

!See.  7.  All  eomniercial  exhibits  during 
the  annual  session  shall  be  within  the  control 
and  direction  of  the  Council. 

Chapter  v'lll. — Committees 
bection  1.  xne  sianaing  commuLces  snail 
oe  as  xoiiows; 

jA  Uominictee  cn  bcjcntific  ’Work. 
uA  Uommittec  on  x uuiic  x'oiicy  and  legis- 
lation. 

n.  Committee  on  xdedicai  iaaucacion. 
uA  i\i  ,dicc-ljegal  Committee. 

A Committee  on  Airangements,  and  such 
other  committees  as  may  be  necessary.  ISuch 
committees  shall  be  elected  by  the  House  of 
Delegates,  unless  otherv/ise  provided. 

Sec.  2.  The  Committee  on  Scientific  Work 
shall  consist  of  three  members  of  which  the 
President-elect  shall  be  a member  and  Chair- 
man, and  the  Secretary  shall  be  a member 
and  Secretary,  and  shall  determine  the  char- 
acter and  scope  of  the  scientific  proceedings 
of  the  Association,  subject  to  the  provisions 
or  the  instructions  of  the  House  of  Delegates 
or  of  the  Association,  or  to  the  provisions  of 
the  Constitution  and  By-Laws.  Thirty  days 
previous  to  each  annual  session  it  shall  pre- 
pare and  issue  a program  announcing  the 
order  in  which  papers,  discussions  and  other 
business  shall  be  presented  which  shall  be 
adhered  to  by  the  Association  as  nearly  as 
practicable. 


ISec.  3.  Tne  Committee  on  Public  Policy 
and  Degisiation  shall  consist  oi  three  mem- 
bers ana  the  President  and  ^Secretary.  Un- 
der tne  direction  of  tne  House  ol  Delegates 
It  shall  represent  the  Association  in  securing 
and  enforcing  legislation  in  tne  interest  of 
tne  puDlic  health  and  scientiiic  medicine,  ft 
shall  keep  in  touch  witii  the  profession  and 
public  opinions,  shall  endeavor  to  snape  legis- 
lation so  as  to  secure  the  best  results  lor  tne 
whole  people,  and  shall  utilize  every  organiz- 
ed influence  in  local,  staK  and  national  af- 
fairs and  elections,  its  work  shall  be  done 
with  dignity  becoming  a great  profession  and 
witn  that  wisdom  wnich  will  make  effective 
its  work  and  influence,  it  shall  have  author- 
ity to  be  neard  before  tin  entire  Association 
upon  questions  of  great  i_cnceru  at  sucn  times 
as  may  be  arranged  during  tne  annual  ses- 
sion. 

Sec.  4.  The  Commitlce  on  Arrangements 
shall  consist  of  the  component  society  in  the 
territory  in  which  the  annual  session  is  to  be 
held,  it  shall  by  committees  of  its  owm  se- 
lection, provide  suitable  accommodations  for 
the  meeting-places  of  the  Association  and  of 
the  House  of  Delegates,  and  of  their  respec- 
tive committees  and  shall  have  general 
charge  of  all  arrangements,  its  Chairman 
shall  report  an  outline  of  the  arrangements 
to  the  ISecretary  for  publication  in  the  pro- 
gram and  shall  make  additional  announce- 
ments during  the  session  as  occasion  may 
require. 

ISec.  5.  The  Medico-Legal  Committee  shall 
consist  of  three  members,  one  of  whom,  the 
Chairman,  shall  be  elected  by  the  Council  for 
live  years,  and  the  Secretary  and  Treasurer 
shall  be  the  other  two  members  ex  officio. 
This  committee  shall  select  and  fix  the  com- 
pensation for  an  attorney,  who  shall  act  as 
General  Counsel,  and  if  required,  additional 
local  counsel.  The  Association  through  this 
Committee  shall  defend  its  members  who  are 
in  good  standing  against  unjust  suits  for 
iiialpraetice. 

Chapter  IX— Assessments  and  Expendi- 
tures. 

Section  1. The  assessment  of  five  dollars 

per  capita  on  the  membership  of  the  com- 
ponent societies  is  hereby  made  the  annual 
dues  of  this  Association.  The  Secretary  of 
each  county  society  shall  forward  its  assess- 
mePt  together  with  its  roster  of  all  officers 
and  members,  lists  of  delegates,  and  list  of 
non-official  physicians  of  the  county  to  the 
Secretary  of  this  Association  on  the  first  day 
of  January  in  each  year. 

Sec.  2.  Any  county  society  which  fails  to 
pay  its  assessments,  or  make  the  report  re- 
f|uired,  on  or  before  the  first  day  of  April 
in  each  year,  shall  be  held  as  suspended,  and 
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none  of  its  members  or  delegates  shall  be 
l)ermitted  to  participate  in  any  of  the  busi- 
ness or  proceedings  of  the  Association  or  of 
the  House  of  Delegates  until  such  require- 
ments have  been  met. 

See.  3.  All  motions  or  resolutions  appro- 
priating money  shall  specify  a definite 
amount,  or  so  much  thereof  as  may  be  neces- 
sary for  the  purpose  indicated,  and  must  be 
approved  by  the  Council  and  House  of  Dele- 
gates. 

Chapter  X. — Rules  of  C.  onducv 

The  Principles  set  forth  in  the  Principles 
of  Ethics  of  the  American  Medical  Associa- 
tion shall  govern  the  conduct  of  members  in 
tlieir  relation  to  each  other  and  to  the  public. 

Chapter  XI. — Rules  op  Order. 

The  deliberations  of  this  Associf  tion  shall 
be  governed  by  parliamentaiy  usage  as  con- 
tained in  Roberts  Rules  of  Order,  unless 
otherwise  determined  by  a vote  of  its  respec- 
tive bodies. 

Chapter  XII. — County  Societies 

Section  1.  All  countj’  societies  now  in  af- 
filiation with  the  State  Association  or  those 
that  may  hereafter  be  organized  in  this  State, 
which  have  adopted  principles  of  organiza- 
tion not  in  conflict  with  this  Constitution 
and  By-Laws  shall  upon  application  to  the 
House  of  Delegates,  receive  a charter  from 
and  become  a component  part  of  this  Asso- 
ciation. 

Sec.  2.  As  rapidly  as  can  be  done  after 
the  adoption  of  this  Constitution  and  By- 
Laws,  a medical  society  .shall  be  organized 
in  every  county  in  the  State  in  which  no  com- 
ponent society  exists,  and  charters  shall  be 
issued  thereto. 

See.  3.  Charters  shall  be  issued  only  upon 
approval  of  the  House  of  Delega*'es  and  shall 
be  signed  by  the  President  and  Secretary  of 
this  Association.  The  House  of  Delegates 
shall  have  authority  to  revoke  the  charter 
of  any  component  county  society  whose  ac- 
tions are  in  conflict  with  the  letter  or  spirit 
of  this  Constitution  and  By-Laws. 

See.  4.  Only  one  component  medical  so- 
ciety shall  be  chartered  in  any  county. 
Where  more  than  one  county  society  exists 
friendly  overtures  and  concessions  shall  be 
made  with  the  aid  of  the  Councilor  of  the 
District  if  necessary  and  all  of  the  members 
brought  into  one  organization.  In  case  of 
failure  to  unite,  an  appeal  may  be  made  to 
the  Council,  which  shall  decide  what  action 
■diall  be  taken. 

Sec.  5.  Each  county  society  .shall  judge  of 
the  qualifications  of  its  own  members,  but 
as  such  societies  are  the  only  portals  to  this 
Association,  every  reputable  and  legally 
registered  physician  who  is  practicing,  or 
who  will  agree  to  prac'‘i';r  non-sectarian 


medic  nc  shall  bt  CLtit.b  d to  membership. 
Before  a charter  is  issued  to  any  county  so- 
ciejy,  litli  and  :Hiiple  notice  and  opportunity 
slum  l)c  gneii  te  every  physician  in  the 
county  to  become  a member. 

Sec.  6.  Any  physician  who  may  feel  ag- 
grieved by  the  action  of  the  society  of  the 
county  in  refusing  him  membership,  or  in 
suspending  or  expelling  him,  shall  have  the 
rigiit  to  appeal  to  the  Council,  which,  upon 
a majority  vote  may  permit  him  to  become 
a member  of  an  adjacent  county  society. 

Sec.  7.  In  hearing  appeals,  the  Council 
may  admit  oral  or  widtten  evidence  as  in  its 
judgment  will  best  and  most  fairly  present 
the  facts,  but  in  case  of  every  appeal,  both  as 
a board  and  as  individual  councilors  in  dis- 
trict and  county  w’ork,  effort  at  conciliation 
and  compromise  shall  precede  all  such  heai-- 
ings. 

Sec.  8.  When  a member  in  good  standing 
in  a component  society  moves  to  another 
county  in  the  State,  his  name,  upon  request, 
shall  be  transferred  without  cost  to  the  roster 
of  the  county  society  into  whose  jurisdiction 
he  moves. 

See.  9.  A physician  living  in  or  near  a 
county  line  may  hold  membership  in  that 
county^  most  convenient  for  him  to  attend,  on 
pel  imssion  of  the  society  in  whose  jurisdiction 
he  resides. 

Sec.  10.  Each  county  society  shall  have 
general  direction  of  the  affairs  of  the  profes- 
sion in  the  county,  and  its  influence  shall  be 
constantly  exerted  for  bettering  the  scientific, 
moral  and  material  conditions  of  every  phy- 
sician In  the  county ; and  systematic  efforts 
shall  be  made  by  each  member,  and  by  the 
society  as  a whole,  to  increase  the  member- 
ship until  it  embraces  every  qualified  physi- 
cian in  the  county. 

Sec.  11.  Frequent  meetings  shall  be  en- 
couraged, and  the  most  attractive  programs 
arranged  that  are  possible.  The  younger 
members  shall  be  especially  encouraged  to  do 
post-graduate  and  original  research  w^ork, 
and  to  give  the  society  the  first  benefit  of 
such  labors.  Official  position  and  other  pre- 
ferences shall  be  unstintingly  given  to  such 
members. 

Sec.  12.  At  the  time  of  the  annual  elec- 
lion  of  officers  each  county  society  shall  elect 
a delegate  or  delegates  to  represent  it  in  the 
House  of  Delegates  of  this  Associatio; in  the 
proportion  of  one  delegate  to  each  twenty- 
five  members  or  major  fraction  thereof,  and 
the  secretary  of  the  society  shall  send  a list 
of  such  delegates  to  the  Secretary  of  this  As- 
sociation at  least  sixty  days  before  the 
Annual  Session. 

Sec.  13.  The  Secretary  of  each  county  so- 
ciety shall  keep  a roster  of  its  members  and 
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a list  of  tbe  non-affiliated  registered  physi- 
cians of  tile  county,  in  which  shall  be  shown 
the  full  name,  audress,  college  and  date  of 
graduation,  date  of  license  to  practice  in  this 
kbtate,  and  such  other  information  as  may  be 
deemed  necessary.  He  shall  furnish  an  of- 
ficial report  containing  such  information,  up- 
on blanks  supplied  him  for  the  purpose,  to 
tne  Secretary  of  this  Association,  on  the  first 
day  of  January  of  each  year,  or  as  soon 
thereafter  as  possible,  and  at  the  same  time 
that  the  dues  accruing  from  the  annual  as- 
sessment are  sent  in.  In  keeping  such  roster 
tbe  Secretary  shall  note  any  changes  in  the 
personnel  oi  the  profession  by  death,  or  by 
removal  to  or  from  the  county,  and  in  mak- 
ing his  annual  report  he  shall  be  certain  to 
account  for  every  phj'sician  who  has  lived  in 
the  county  during  the  year. 

Sec.  Id.  The  Secretary  of  each  county 
society  shall  report  to  the  Kentucky  Medical 
Journal  full  minutes  of  each  meeting  and 
forward  to  it  all  scientific  papers  and  dis- 
cussions which  the  society  shall  consider 
worthy  of  publication. 

Chapter  Xll — Amendments 

These  By-Laws  may  be  amended  by  any 
Annual  Session  by  a two-thirds  vote  of  all 
tlie  delegates  present  at  that  session,  after 
the  amendment  has  been  laid  on  the  table  for 
one  day. 


CONSTITUTION  AND  B\'-LAAVS  FOB 
COUNTY  SOCIETIES 

Prepared  by  the  Committee  on  Organization 
of  the  American  Aledieal  Association 
of  which  the  late  Dr.  J.  N.  Mc- 
Cormack was  Chairman 

Article  I. — Name  and  Title  op  the  Society 
The  name  and  title  of  this  organization 

shall  be  the  County 

Medical  Society. 

Article  II. — Purpose  op  the  Society. 
The  purpose  of  this  society  shall  be  to 
bring  into  one  organization  the  physicians 
of County,  so  that  by  fre- 

quent meetings  and  full  and  frank  inter- 
change of  views  they  may  secure  such  intel- 
ligent unity  and  harmony  in  every  phase  of 
their  labor  as  will  elevate  and  make  effective 
the  opinions  of  the  profession  in  all  scienti- 
fic, legislative,  public  health,  material  and 
social  affairs,  to  the  end  that  the  profession 
may  receive  that  respect  and  support  within 
its  own  ranks  and  from  the  community  to 
which  its  honorable  history  and  great  achieve- 
ments entitle  it;  and  with  other  county  so- 
cieties to  form  the 

State  Medical  Association,  and  through  it, 
with  other  state  associations,  to  form  and 
maintain  the  American  Medical  Association. 


Article  III. — Eligibility. 

Every  legally  registered  physician  resid- 

anu  practicing  in  ^ 

County  who  is  of  good  moral  and  profes- 
sional standing  and  who  does  not  support  or 
practice,  or  claim  to  practice,  any  exclusive 
system  of  medicine,  shall  be  eligible  for  mem- 
bership. 

Article  IV. — Meetings 
Kegular  meetings  shall  be  held  at  such 
time  and  place  as  may  be  determined  by  the 
Society. 

Special  meetings  may  be  called  by  the 
President  and!  shall  be  called  on  a written 
request  of  five  members.  A call  for  a special 
meeting  shall  state  the  object  of  such  meet- 
ing, at  which  no  business  except  that  stated 
m rile  call  shall  be  transacted. 

Article  V. — Oppicers 
The  officers  of  this  Society  shall  consist 
of  a President,  Vice-President,  Secretary 
I reasurer.  Delegates  and  Board  of  three  Cen- 
sors. These  officers,  except  the  Delegates 
and  Board  of  Censors,  shall  be  elected  an- 
nually. Delegates  shall  be  elected  for  two 
years,  and  in  accordance  with  the  eonstitu- 
uoii  and  by-laws, of  the  state  association. 
One  member  of  the  Board  of  Censors  shall 
be  elected  each  year  to  serve  for  three  years, 
provided  that  at  the  first  election  after  the 
adoption  of  this  constitution  one  m.,mber  of 
ilie  Board  shall  be  elected  for  one  year,  one 
I or  two,  and  one  for  three  years. 

Article  VI. — Funds  and  Expenses 
Funds  for  meeting  the  expenses  of  the  So- 
ciety shall  be  raised  by  annual  dues,  special 
a.csessmeiits  and  voluntary  contiioutions. 
Funds  may  be  appropriated  by  vote  of  the 
Society  for  such  purposes  as  will  promote  its 
welfare  and  that  of  the  iirofession. 

Article  VII. — Charter 
The  Society  shall  apply  to  the  council  of 
the  state  association  for  a charter  at  the  meet- 
ing at  Avhieh  this  constitution  and  by-laws  is 
adopted,  or  as  soon  thereafter  as  practicable, 
and  the  charter  shall  be  kept  by  the  Seere- 
tar\c 

Article  Vni. — Incorpora’iton 
The  Society  shall  have  authority  to  ap- 
point a Boarcl  of  Trustees  and  to  provide  for 
articles  of  incorporation  whenever  it  may 
deem  this  necessary. 

Article  IX. — Amendmenis 
The  Society  may  amend  any  article  of  this 
constitution  by  a two-thirds  vote  of  its  mem- 
bers at  any  regular  meeting,  provided  that 
such  amendment  or  amendments  are  not  in 
conflict  with  the  laws  and  regulations  of  the 
state  a.ssociation ; provided,  also,  that  such 
amendment  shall  have  been  read  in  open  ses- 
sion at  a previous  regular  meeting  and  shall 
have  been  sent  by  mail  to  each  member  ten 
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(lays  ]u  advance  of  the  meeting  at  which  final 
anion  is  to  be  taken. 

BV-LAWS 

Chapter  1. — Membekshu> 

Section  1.  The  Society  shall  judge  of  the 
qualification  of  its  members,  but  as  it  is  the 
only  door  to  the  state  medical  association  and 
to  the  American  .Medical  Association  for 
physicians  within  its  , jurisdiction,  every 
reputed  and  legally  qualified  physician  of 

County  who  does  not  support  or 

practice,  claim  to  practice,  sectarian  medi- 
cine shall  be  eligible  to  membership. 

Sec.  2. — A candidate  for  membership  shall 
make  application  in  writing  and  shall  state 
Ills  age,  ins  college  and  date  of  graduation, 
the  place  in  which  he  has  practiced,  and  the 
date  of  registration  in  this  state.  The  ap- 
plication must  be  accompanied  by  the  admis- 
sion fee  and  must  be  endorsed  by  two  mem- 
bers of  this  Society.  It  shall  be  referred  to 
the  Board  of  Censors,  who  shall  inquire  into 
the  standing  of  the  applicant,  assure  them- 
selves that  he  or  she  is  duly  registered  accord- 
ing to  the  laws  of  the  state,  and  report  at  the 
ne.xt  regular  meeting  of  this  Society.  Elec- 
tion shall  be  by  ballot,  and  two-thirds  of  the 
votes  of  the  members  present  and  voting  shall 
be  necessary  to  elect.  The  application  shall 
be  returned  to  the  Secretary,  who  shall  file 
it  for  future  reference.  Applications  for 
membership  from  rejected  candidates  shall 
not  be  received  within  six  months  of  such 
rejection. 

Sec.  3. — A physician,  accompanying  his 
aiiplication  with  a transfer  card  from  another 
component  county  society  of  this  or  any  state 
within  GO  days  of  the  issuance  of  said  card, 
shall  be  admitted  without  fee  on  a majority 
vote  of  the  members  pi’esent,  and  without  the 
application  being  referred  to  the  Board  of 
Censors.  Such  application  may  be  acted  on 
at  the  meeting  at  which  it  is  presented  on  the 
vote  of  three-fourths  of  the  members  present, 
otherwise  it  shall  lie  over  until  the  next 
regular  meeting.  No  annual  dues  for  the 
( urroiit  year  shall  be  charged  against  such 
members,  provided  the  same  have  been  paid 
to  the  Sociefy  from  which  the  applieafrit 
comes. 

Sec.  4.  A physician  residing  in  an  im- 
mediately adjoining  county  may  become  a 
inember  of  this  Society  in  like  manner  and  on 
the  same  terms  as  a physician  living  in  this 
county,  on  permission  of  the  county  society 
■of  the  county  in  which  the  applicant  lives. 

See.  5.  A member  in  good  standing  wh» 
is  free  from  all  indebtedness  to  this  Society, 
and  against  whom  no  charges  are  pending 
wishing  to  withdraw,  shall  be  granted  a 
transfer  card.  This  card  shall  state  the  date 
the  member  associated  himself  with  this  So- 
ciety, the  date  of  issuance  of  the  card,  and 


shall  be  signed  by  the  President  and  Secre- 
tarj-.  It  shall  be  accompanied  with  a copy 
of  the  application  presented  at  the  time  the 
member  joined  the  Society,  for  information 
to  the  Society  to  which  the  member  desires 
to  attach  himself. 

Sec.  6.  All  members  shall  be  equally  privi- 
leged to  attend  all  meetings  and  take  part  in 
all  proceedings,  and  shall  be  eligible  to  any 
0 If  ice  or  honor  within  the  gift  of  the  Society 
so  long  as  they  conform  to  this  constitution 
and  by-laws,  including  the  payment  of  dues. 
A member  who  is  under  sentegiee  of  sus- 
pension or  expulsion  shall  not  be  permitted 
to  take  part  in  any  of  the  proceedings  or  be 
eligible  to  anj-  office  until  relieved  of  such 
disability.  And,  provided  further,  that  none 
of  the  privileges  of  membership  shall  be  ex- 
tended to  any  person  not  a member  of  this 
Society  except  on  a majority  vote  of  the  So- 
ciety in  regular  meeting. 

Sec.  7.  A member  who  is  guilty  of  a crim- 
inal offense  or  of  gross  misconduct  either  as 
a phj’sician  or  as  a citizen,  or  who  violates 
any  of  the  provisions  of  this  constitution  and 
by-laws,  shall  be  liable  to  censure,  suspension 
or  expulsion.  Charges  against  a member 
must  be  made  in  writing  and  be  delivered  to 
the  Secretary,  who  shall  immediately  furnish 
a copy  to  the  accused  and  to  the  Chairman 
of  the  Board  of  Censors.  The  Board  of  Cen- 
sors shall  investigate  the  charges  on  their 
merits,  but  no  action  shall  be  taken  by  the 
Board  within  ten  days  of  the  presentation  of 
the  charges  to  the  accused,  nor  before  giving 
the  accused  and  accusers  ample  opportunity 
to  be  heard.  The  board  shall  rei)ort  (1)  that 
the  charges  are  not  sustained;  or  (2)  that 
the  charges  are  sustained  and  that  the  ac- 
cused be  (a)  censured;  (h)  suspended  for  a 
definite  time,  or  (c)  expelled.  Censure  or 
suspension  shall  require  a two-thirds  vote  of 
Ihe  members  present  and  voting  and  a thT-ee- 
fourths  vote  of  those  present  and  voting  sh.iii 
be  required  to  expel  a member.  No  action 
shali  be  taken  by  the  Secret  in  such  cases 
until  at  least  six  weeks  have  elapsed  sirrm 
the  filing  of  the  charges.  A member  sus- 
pended for  a definite  time  shall  be  reinstat- 
ed at  the  expiration  of  the  time. 

Sec.  8.  Kindly  efforts  in  the  interest  of 
peace,  conciliation  or  reformation,  so  far  as 
possible  and  expedient,  shall  precede  the  fil- 
ing of  formal  charges  affecting  the  character 
or  .standing  of  a member,  and  the  accused 
shall  have  opportunity  to  be  heard  in  his  own 
defense  in  all  trials  and  proceedings  of  this 
nature. 

See.  9.  Members  expelled  from  this  So- 
ciety for  any  cause  shall  be  eligible  for  mem- 
ber.ship  after  one  year  from  date  of  expulsion 
and  on  the  same  terms  and  in  like  manner  as 
original  applicants. 
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Chapter  II. — Powers  and  Duties 

Section  1.  This  Society  shall  have  general 
direction  of  the  affairs  of  the  medical  profes- 
sion of  the  county,  and  its  influence  shall  bo 
constantly  exerted  to  better  the  scientific 
material  and  social  condition  cf  every  physi- 
cian within  its  jurisdicton.  Systematic  ef- 
forts shall  be  made  by  each  member,  and  by 
the  Society  as  a whole,  to  increase  the  mem- 
bership until  it  embraces  every  reputable 
physician  in  the  county. 

Sec.  2.  A meeting  .shall  be  held  at 

p.  m.  on  the in  each  month 

(or  oftener),  members  shall  constitute 

a quorum. 

The  officers  and  committee  on  program 
shall  profit  by  experience  and  by  example 
of  other  similar  societies,  and  strive  to  ar- 
range for  the  most  attractive  and  successful 
proceedings  for  each  meeting.  Crisp  papers 
and  discussions  and  reports  of  cases  shall 
be  arranged  for  and  encouraged,  and  tedious 
and  profitless  proceedings  and  discu)-:sions 
shall  be  avoided  as  far  as  uracticable. 

Sec.  3.  Agreements  and  schedules  for  fees 
shall  not  be  made  by  this  Society,  but  at  least 
one  meeting  during  each  year  shall  be  set 
apart  for  a discussion  of  the  business  affairs 
of  the  profession  of  the  county,  Avith  the  vieAV 
of  adopting  the  best  methods  for  the  guidance 
of  all.  In  all  proper  Avays  the  public  shall  be 
taught  that  business  methods  and  prompt 
collections  are  essential  to  the  equipment  of 
the  modern  physician  and  surgeon  and  that 
it  suffers  even  more  than  the  profession 
Avhen  this  is  not  recognized. 

Seq.  4.  This  jSoqiety  shall  endeavor  to 
educate  its  members  to  the  belief  that  the 
]diysician  .should  be  a leader  in  his  com- 
munity, in  character,  in  learning,  in  digni- 
fied and  maidy  bearing,  and  in  courteous 
and  open  treatment  of  his  brother  physicians, 
to  the  end  that  the  profession  may  occupy 
that  place  in  its  OAvn  and  the  public  estima- 
tion to  Avhich  it  is  entitled. 

Chapter  III. — Officers. 

Section  1.  The  Officers  of  the  Society 
shall  be  elected  at  the  December  meeting  in 
each  year,  Avhich  shall  he  known  as  the  an- 
nual meeting.  Nominations  shall  be  made  by 
informal  ballot,  and  all  elections  be  by  bal- 
lot. The  Ante  of  the  majority  of  all  the  mem- 
bers present  shall  be  necessary  to  an  election. 

See.  2.  The  President  shall  preside  at 
the  meetings  of  the  Society,  and  perform 
such  other  duties  as  custom  and  parliamen- 
tary usage  may  require.  He  shall  be  the 
real  head  of  the  profession  in  the  county 
during  the  year,  and  it  shall  he  the  pride 
and  andiition  to  leave  it  in  better  condition 
as  regards  both  scientific'  attainments  and 
harmony  than  at  tbe  beginning  of  his  bumi 
of  office. 

Sec.  3.  The  Vice-President  shall  assist  the 


President  in  the  performance  of  his  duties, 
shail  preside  in  his  absence,  and  on  his  death, 
resignation  or  removal  from  the  county,  shall 
succeed  to  the  presidency. 

Sec.  4.  The  Secretary  shall  record  the 
minutes  of  the  meetings  and  receiA’e  and  care 
for  all  records  and  papers  belonging  to  the 
Society,  including  its  charter.  He  .shall  notify 
each  member  of  the  Society  as  to  the  time 
and  place  of  each  meeting,  and,  Avhenever 
possible,  give  the  program  for  the  meeting. 
He  shall  keep  account  of  and  promptly  turn 
over  to  the  Treasurer  all  funds  of  the  Society 
Avhich  maA"  come  into  his  hands.  He  shall 
make  and  keep  a list  of  the  members  of  this 
Society  in  good  standing,  noting  of  each  his 
correct  name,  address,  place  and  date  of 
graduation,  and  the  date  of  the  certificate 
entitling  him  to  practice  medicine  in  this 
state ; and  in  a .separate  list  he  shall  note  the 
same  facts  in  regard  to  each  legally  qualified 
jdiy.sieian  in  this  county  not  a member  of  this 
Society.  It  shall  be  his  duty  to  send  a copy 
of  such  lists,  on  blank  forms  furnished  him 
for  that  purpose,  to  the  Secretary  of  the 
state  association  at  such  times  as  may  be 
designated  by  the  state  association.  In  mak- 
ing such  li.sts  he  shall  endeavor  to  account 
for  each  physician  who  has  moAmd  into  or  out 
of  the  county  during  the  year,  stating  Avhen 
possible,  both  his  present  and  past  address. 
At  the  same  time,  and  with  his  report  of 
such  lists  of  members  and  nhysicians,  he  shall 
transmit  to  the  state  association  his  order  on 
the  Treasurer  for  the  annual  dues  of  the 
Societju 

Sec.  5.  The  Treasurer  shall  receiA^e  all 
dues  and  money  belonging  to  the  Society 
from  the  hands  ot  the  Secretary  or  members, 
and  shall  pay  out  the  same  only  on  the  writ- 
t(m  order  of  the  President,  countersigned  by 
the  SeeretarAU 

Sep.  6.  The  Delegates  shall  attend  and 
Faithfully  represent  the  members  nf  this 
SocietA^  and  the  profession  of  this  county  in 
the  House  of  Delegates  of  the  state  associa- 
tion. and  shall  make  a report  of  the  proceed- 
ings of  that  body  tn  this  Society'  at  the  ear- 
liest opportunity. 

Chapter  IV. — Committees 

Section  1.  There  shall  be  a P)Oard  of  Cen- 
sors as  proAuded  in  the  constitution,  a 
Standing  Committee  on  Program  and  Scien- 
tific Work,  a Committee  on  Public  Health 

"d  Legislation.  .Tx)  I such  special  commit- 
tees as  may  from  time  to  time  be  deemed  nec- 
essary. 

Sec.  2.  Board  of  Censors.  Tltis  Bo'ard 
shall  examine  and  report  on  the  qualifica- 
tion of  applicants  for  membership  subject- 
ing each  applicant  to  such  examination  as 
it  may  deem  necessary.  It  shall  iiiA'estigate 
charges  preferred  against  a member,  and 
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report  its  conclusions  and  recommendations 
to  tlie^  Society.  In  case  of  the  absence  of  a 
member  of  the  Board,  the  President  may  ap- 
point some  member  to  fill  the  vacancy.  The 
senior  member  of  the  Board  in  point  of  serv- 
ice shall  be  Chairman  of  the  Board. 

Sec.  3.  Committee  on  Program  and  Scien- 
tific Work.  This  Committee  shall  consist  of 
the  President,  Vice-President  and  Secretary. 
It  shall  be  the  duty  to  promote  the  scientific 
and  social  functions  of  the  Society  by  arrang- 
ing attractive  programs  for  each  meeting  and 
by  urging  each  member  to  take  part  in  the 
scientific  work.  It  .shall  stimulate  frater- 
nalism  and  good  feeling  among  the  members 
in  every  way  possible.  (Provisions  should  be 
made  in  this  Section  for  annual  luncheons, 
dinners,  etc.,  which  the  Committee  believes 
to  be  an  excellent  way  to  bring  members  to- 
gether. Such  occasions  should  be  made  as 
inexpensive  as  possible). 

Sec.  4.  Committee  on  Public  Health  and 
Legislation.  This  committee  shall  consist  of 
three  members  who  shall  be  appointed  an- 
nually by  the  President.  It  shall  be  its  duty 
to  enforce  and  support  the  sanitary  and 
medical  laws  of  the  state  in  this  county,  to 
co-operate  with  the  Committee  on  Public 
Policy  and  Legislation  of  the  state  association 
in  all  matters  pertaining  to  legislation,  and 
to  prosecute  quacks  and  medical  pretenders 
in  this  county. 

Chapter  V — Funds  and  Expenses 

Section  1.  The  admission  fee,  which  must 

accompany  the  application,  shall  be  $ 

and  shall  include  the  annual  dues  for  the 
fiscal  year.  The  admission  fee  shall  be  re- 
turned if  the  applicant  is  not  accepted. 

Sec.  2.  The  annual  diies  shall  be  $ 

and  shall  be  payable  on  January  1 of  each 
year.  Any  member  who  shall  fail  to  pay  his 
annual  dues  by  April  1 shall  be  held  as  sus- 
pended without  action  on  the  part  of  the 
Society.  A member  suspended  for  non-pay- 
ment of  dues  shall  be  restored  to  full  mem- 
ber.ship  on  payment  of  all  indebtedness. 
^Members  more  than  one  year  in  arrears  shall 
be  dropped  from  the  roll  of  members. 

Sec.  3.  The  fiscal  year  of  this  Society  shall 
be  from  January  to  December,  inclusive. 

Chapter  VI. — Order  of  Business 

The  order  of  business  shall  be  as  follows ; 

1.  Call  to  order  by  the  President. 

2.  Reading  of  the  minutes  of  last  meeting. 

3.  Clinical  cases. 

4.  Papers  and  discussions. 

5.  Unfinished  business. 

6.  Miscellaneous  business. 

7.  Announcements. 

8.  Adjournment. 

Chapter  VII. — Rules  op  Order 

The  deliberation.s  of  this  Society  shall  be 
governed  by  parliamentary  usage  as  con- 


tained in  Ri^berts’  Rules  of  Order,  unless 
otherwise  detei’mined  by  vote. 

Chapter  VIII. — The  Principles  op  Medical 
Ethics 

The  Principles  of  Medical  Ethics  of  the 
American  jMedical  Association  shall  govern 
this  Society. 

Chapter  IX. — Amendments 
These  by-laws  may  be  amended  at  any 
regular  meeting  by  a two-thirds  vote  there- 
for, ])rovided  that  such  amendment  has  been 
read  in  open  session  at  the  preceding  regular 
meeting  and  a copy  of  the  same  has  been 
sent  to  each  member  by  the  Secretary  ten  days 
in  advance  of  the  meeting  at  which  final  ac- 
tion is  to  be  taken. 


REPORT  OF  BUSINESS  MANAGER 
To  tile  House  of  Delegates: 

With  the  publication  of  this  issue  of  the 
sIouRNAL,  all  the  material  from  the  members 
of  the  association  has  been  published.  This 
includes  papers  read  before  County  Medical 
and  District  Societies,  Special  Articles,  the 
Verbatim  Proceedings  of  the  House  of  Dele- 
gates. anl  the  Scientific  Sessions,  papers 
and  full  proceedings  of  the  Eye,  Ear,  Nose 
and  Throat  Section.  By  using  a better  and 
heavier  quality  of  paper  for  the  outside  cov- 
ers, the  Journal  has  improved  in  appearam  i' 
and  make  up,  and  through  the  loyal  support 
our  profession  has  given  our  advertisers  we 
have  been  able  to  publish  this  year  a larger 
and  better  Journal  without  any  expense  to 
the  Association.  In  fact,  a small  profit  has 
been  made. 


The  following  figures  give  in  detail  a report 
of  the  contents  of  the  Journal  for  two  years : 


Editorials  

1931 
65 

1932 

68 

Scientific  Editorials  

7 

6 

Official  Announcements. 

10 

17 

Original  Articles 

Ill 

181 

Gountv  Soeietv  Reports. 

49 

64 

Book  Reviews 

41 

50 

Pages  Reading  Matter 

628 

767 

Pages  Advertisements 

356 

328 

Commercial 

ExfTIBITS 

All  the  available  space  has  been  sold  for 
our  commercial  exhibits  and  only  those  pro- 
ducts that  have  been  approved  by  the  Amer- 
ican Medical  Association  arc  accepted.  This 
department  will  be  located  in  the  lobby  of 
the  Brown  Hotel  Roof  Garden,  and  a few 
hours  spent  among  these  exhibits  is  equal  to 
a real  post  graduate  course. 

Our  advertisers  have  shown  their  apprecia- 
tion of  the  value  of  the  Journal  as  an  ad- 
vertising medium  hv  increasing  their  space  ui 
mauv  instances,  and  have  not  curtailed  this 
df>nartmeut  and  thev  will  continue  to  seek 
the  pages  of  the  JoimNAL  onlv  so  long  as  our 
readers  patronize  them. 
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The  fiscal  year  of  the  Journal  closes  with- 
out red  figures  and  our  membership  has  not 
decreased,  and  the  loyalty  and  courage  of  our 
physicians  is  without  parallel  in  any  other 
profession,  and  if  this  unselfish  devotion  was 
emulated  in  other  fields  a brighter  future 
would  dawn  upon  our  poverty  stricken 
country. 

L.  H.  South,  M.  D. 


AUDITOR’S  REPORT 
To  THE  Council  op  the  KentucItv  State 
Medical  Association: 

Gentlemen : 

Upon  request,  I have  made  a complete  audit 
of  the  books  and  accounts  of  your  Secretary, 
Dr.  A.  T.  McCormack,  and  your  Treasurer, 
Dr.  M.  McDowell,  for  the  p'^riod  beginning 
September  1,  1931,  and  ending  August  31, 
1932. 

All  receipts  were  properly  accounted  for 
and  every  disbursement  was  charged  to  the 
proper  account,  being  in  the  form  of  a 
voucher  check  signed  by  the  proper  officers 
and  bearing  the  endorsement  of  the  payee. 

The  exhibits  herewith  submitted  set  forth 
in  detail  the  financial  transactions  from 
every  angle  and  show  the  true  condition  of 
your  affairs  at  this  date.  Your  records  are 
correctly  and  neatly  kept. 

T have  also  checked  the  receipts  and  dis- 
bursements of  the  Treasurer,  Miss  Pauline  C. 
Haley  of  the  Woman’s  Auxiliary  to  the 
Kentucky  State  Medical  Association,  and  Mrs. 
Edna  R.  Krieger,  Business  Manager  of  “The 
Quarterly,”  Sup'idement  to  The  Kentucky 
IMedical  Journal,  and!  find  them  correct  as 
set  forth  in  the  schedules  submitted  herewith. 

Respectfully, 

B.  P.  EuBANk. 


Reconciliation  of  Treasurer’s  accounts  for 
period  September  !•  1931,  to  September  !• 
1932,  viz; 

Balance  on  hand  at  last  renort  $10,672.82 

T,ess  Vouchers  then  oxitstanding 3.586.18 


Balance  aarreeing  xvith  Secretary’s'  last 

report ® 7,086  64 

Amount  received  fi'om  Secretary  for 

period  ‘ 17,019.31 

Amount  received  from  Interest  on 

Bonds  and  Savings  136.67  17.155.98 


No.  113,  July  30,  1932 

L.  H.  Souh,  M.  D 108.33 

No.  114,  July  30„  1932 

J.  F.  Blackerby  90.00 

No.  115,  Julv  30,  1932 

Elva  Grai.t  75.00 

No.  116,  July  30,  1932 

L.  R.  Curtis,  Attorney  . . 254.48 

No.  116-A,  July  30,  1932 

Craft  & Staniill 75.00 

No.  117,  July  30,  1932, 

Ruth  Flagg 1.94 

No.  118,  July  30,  1932, 

Rebecca  R.  ^assell 7.56 

No.  118  A,  July  30,  1932, 

Mayme  Sullivan  3.92 

No.  119,  July  30,  1932, 

Hush-Krebs  Company  . . 3.96 

No.  120,  July  30,  1932, 

Kentucky  Book  Mtg.  Co..  . 10  00 

No.  121,  July  30,  1932 
Woman’s  Auxiliary  to  the 

K. v.  State  Med.  Ass’n’.  ...  19  91 

No.  122,  July  30,  ,.j32. 

Times  Journal  Puo.  Co.  . . 193.261 
No.  123,  Aug.  31,  1932, 

A.  T.  McCormack,  M.  U.  135.00 
No.  124,  Aug.  31,  1932, 

L.  II.  South,  M.  D 90.00 

No.  125,  Aug.  31,  1932, 

J.  F.  Blackerby  90.00 

No.  126,  Aug.  31,  1932, 

Elva  Grant  75  00 

No.  127,  Aug.  31,  1932, 

Times-Journal  Pub.  Co...  400.00  2,138.46 


Balance  agreeing  with  Secretary  $7  453  18 

Vouchers  -■•os.  123,  124,  ’ 

125,  126,  127  are  in  the 
liands  of  the  Secretary 
to  be  delivered. 

STATEMi^iNT  OF  ASSETS 
Balance  in  the  National  Bank  of 
Cviithiana,  Cvnthiana,  Kentucky,  to 
the  credit  of  the  Kentucky  State 
Medical  Association,  M.  McDowell, 

M.  D,,  Treasurer  (Checking  Ac- 


$9,591.64 

I.ess  vouchers  outstanding  . 2.138.46 


. $ 7,453.18 

Savings  Account $6,687.61 

Interest  on  Bonds  .......  55.00 

Interest  on  Savings 231.67 

231.67 


Total  $6,974.28 

I.ess  Conpons  returned  from 

1981  150.00  6,834.28 

Kentnck)  State  Med.  Ass’n. 

Student  Loan  Fund  Acet.  19.28 

Interest  on  Loan  Fund  1.94  21.22 


Total  amount  in  Bank  

Louisville  Title  Bonds  Nos.  3,  5,  8, 

13,  40.  at  .$1,000.00  each,  in  hands 
of  Treasurer,  deposited  in  the  Na- 
tional Bank  of  Cynthiana,  Cynthiana, 

Kentucky  $5,000.00 

Office  Furniture,  etc.  (See  Ex- 
hibit “D”)  915  97 


14,298.68 


5,915.97 


Total  .. 

EXHIBIT  “A’’ 

RECEIPTS 

Dues  from  County  Societies  $ 8,618  50 

Income  of  Journal  (Exclusive  of  In- 
vestments, etc.)  8,400.81 

.Student  Loan  Fund  -.  . . . ' 21  22 

Interest  on  Savings  Account.  .$231.67 

Interest  on  Louisville  Title 

Bonds  Nos.  3,  5,  8,  13  and  40  55.00 


$20,214.65 


Total  $24,242.62 

DISBURSEMENTS 

Expense  . $16,652.77 

Balance,  Sept.  1,  1932,  checking 

account  $ 7,453.18 

-Additional  Balance  Sept.  1, 

1932,  in  Savings  Ac- 
count   136.67  7,589.85  $24,242.62 


Balance  Sept.  1,  1932  ..  Decking  Acet $ 7,453.18 

Reconcilement: 

Balance  in  tne  Nation.al  Rank  of  Cvnthiana 
Cvnthiana,  Kv.  Treasurer’s  Account  $ 9,591.64 
Vouchers  outstanding,  viz: 


No.  130  Julv  31,  1930, 

Tiouis  Visman $ 20  10 

No.  100.  Mar  29.  1932. 

Clarence  Neighbors,  P.  M. . 51.00 

No.  112.  Julv  30,  1932 

A.  T.  McCormack,  M.D..  . ii35.00 


206.67 


I^ess  returned  coupons  on  in- 
terest on  Louisville  Title 
Ronds  Nos.  3,  5,  8,  13  and 
40,  credited  on  last  report  ..  .$150.00  136.67 


Total  Receipts  V 17, 177.20 

Balance  on  hand.  September  1,  1931, 

Checking  Account  7,086  64 

Bal.ance  on  hand.  September  1,  1931, 

Savings  Account 6,687  61 


Total  qr. 

DISBURSEMENTS  " 

«T'TE  MEDICAL  ASSOCI.ATION : 

President's  Sundries  $ 959 

Secretary’s  Salary  ’ 1,725  00 

Secretar-’s  Stenographer’s  Salary,..  . 900]00 

Secretarv’s  .Sundries  884!32 

Treasurer’s  Bond  and  Expense  12  50 

Officers’.  Councilors’  and  Committee 
Expenses  324,56 
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Committee  on  Public  Policy  Expense  1,150.00 

Practice  Act,  Medical  Enforcement  300.00 

Attorneys’  Fees,  Medico  l egal  Com- 
mittee   1,129.48 

Costs  and  Expenses,  Medico-Eegal 

Committee  19.00 

Association  Sundries  ■ 121.80 

Post  Graduate  Course  Exuense 41.00 

Louisville  Meeting  Expense  26.26 

Lexington  Meeting  Expense.  ..  1,675.19 

Eye,  Ear,  Nose  and  Throat  Section  Ex- 
pense   • 73.50 

Federal  Tax  on  Checks • .20 


Total  State  Medical  Association $ 8,389.31 

KENTUCKY  MEDICAL  JOURNAi^ 

Business  Manager’s  Salary  $ 1,150.00 

Business  Manager’s  Sundries 69.13 

Journal  Advertisement  Collections 
Paid  Woman’s  Auxiliary,  Kentucky- 

State  Medical  Association  19.91 

Journal,  Printing  . 6,168.78 

Journal,  Postage  ■ 175.00 

Journal,  Sundries  680.64 


Total,  Journal  $ 8,263.46 


Grand  'j.otal  . $16,652.77 

Balance  on  hand  this  date,  Check- 


Balance  on  hand  this  date.  Savings 

Account  ■ 6,824.28 

Balance  on  hand.  Student  Loan 

Fund  21.22  $14,298.68 


Total  $30,951.45 

EXHIBIT  “B” 

STUDENT  cOAN  FUND 

1930 

Sept.  1 Total  Receipts  on  hand  ....$  264.00 

1931 

Jan.  1 Interest  . . . 5.28 

Total  • 

Feb.  10  Loan  for  Medical  Education 

Sept.  1 Balance  on  hand  $ 

1932 

July  5,  Interest  

Balance  on  hand  

EXHIBIT  “C” 

Detailed  list  of  receipts  from 
cieties  from  September,  1931,  to 
1932,  compared  with  int’ornes 
last  year ; 


$ 

269.28 

250.00 

$ 

19.28 

1.94 

$21.22 


County  So- 
September, 


Adair  

Allen  

Anderson  

Ballard  

Barren  ....... 

Bath  . . . 

Bell  

Boone  

Bourbon  

Boyd  . . 

Boyle  

Bracken  

Breathitt  ...  . 
Breckenridge  . . 

Bullitt  

Butler  

Caldwell  

Calloway  

Campbell-Kenton 

Carlisle  

Carroll  

Carter  

Casey  

Christian  

Clark  

Clay  

Clinton  

Crittenden  .... 
Cumberland  . , . 

Daviess  

IRlliott  

Estill  

Fayette  

Fleming  

Floyd  

Franklin  

Fulton  

Gallatin  

Carrard  

Grant  

Graves  

Grayson  

Green  

Greenun  

Hancock  


f same 

period 

1931 

1932 

65.00 

$ 35.00 

45.00 

40.00 

45.00 

45.00 

35.00 

30.00 

80.00 

70.00 

50.00 

45.00 

135.00 

100.00 

15.00 

5.00 

75.00 

80.00 

240.00 

215.00 

55.00 

55.00 

50.00 

40.00 

45.00 

35.00 

45.00 

30.00 

30.00 

30.00 

15.00 

15.00 

45.00 

45.00 

85.00 

75.00 

570.00 

580.00 

30.00 

3-5. 00 

35.00 

40.00 

50.00 

35.00 

25.00 

15.00 

160.00 

155.00 

95.00 

90.00 

35.00 

30.00 

15.00 

15.00 

35.00 

20.00 

30.00 

30.00 

195.00 

210.00 

5.00 

2’.5'.6o 

25.00 

480.00 

530.00 

65.00 

60.00 

30.00 

40.00 

75.00 

75.00 

65.00 

40.00 

15.00 

30  00 

30,00 

15.00 

85.00 

125.00 

105.00 

50.00 

30,00 

30,00 

25.00 

45.00 

55.00 

Hardin  . 

Harlan  

Harrison  • 

Hart  

Henderson  

Henry  

Hickman  

Hopkins  

Jackson  

Jefferson  

Jessamine  

Johnson  

Knott  

Knox  • 

Larue  

Laurel  

Lawrence  

Lee  • 

Leslie  . . . . 

Letcher  

Lewis  . . . 

Lincoln  

Livingston  

Logan  • 

Lyon  

McCracken  

McCreary  

McLean  

Madison  

Magoffin  

Marion  

Marshall  

Martin  

Mason  

]\Ieade  • . . . . 

Menefee  . 

Mercer  •...., 

Metcalfe  

Monroe  

Montgomery  ■ 

Morgan  

Muhlenberg  

Nelson  • 

Nicholas  • 

Ohio  

Oldham  

Owen  

Owsley  . . . 

Pendleton  

Perry  

I’ike  

Powell  

Pulaski  

Robertson  

Rockcastle  . , 

Rowan  

Russell  • 

Scott  

Slielby  • 

Simpson  

Spencer  

Tavlor  

'I’odd  

'I'l-igg  . 

’ITimble  

Union  . . . 

Warven-Edmonson  

Washington  

Wavne  

Webster  

Whitlev  ■ 

Wolfe  

Woodford  

Total  

I.pss  Campbell-Kenton  County 

Check  returned  (Bank  closed) 

Total  


100.00 

215.00 

85.00 

30.00 

85.00 

40.00 

30.00 

80.00 

10.00 

2,012.50 

55.00 

50.00 
5.00 

. 50.00 

30.00 

40.00 

50.00 

10.00 
5.00 

25.00 

20.00 

50.00 

25.00 

85.00 

20.00 

225.00 

45.00 

30.00 

135.00 

10.00 

50.00 

55.00 

95.00 
5.00 

55!66 

25.00 

25.00 

45.00 

15.00 

105.00 

45.00 

50.00 

35.00 

20.00 
20.00 
20.00 

35.00 

140.00 

100.00 

10.00 

70.00 

10.00 
20.00 

5.00 

30.00 

65.00 

75.00 

45.00 

15.00 

45.00 

35.00 

30.00 

oo.'o’o 

140.00 

35.00 
5.00 

40.00 

100.00 

10.00 
45.00 


$8,947.50 


110.00 

225.00 
80.00 

45.00 

80.00 

25.00 

35.00 

95.00 

10.00 

1,923.50 

60.00 

35.00 

10.00 

50.00 

40.00 

40.00 

55.00 

10.00 

5.00 

115.00 

20.00 

45.00 

20.00 
60.00 
20.00 

225.00 

50.00 

30.00 

150.00 
5.00 

55.00 

45.00 

10.00 

100.00 
5.00 

oV.oo 

25.00 

15.00 

65.00 

10.00 
80.00 
50.00 

50.00 

30.00 

30.00 

20.00 
20.00 

30.00 

170.00 

105.00 

so'.oo 

10.00 

45.00 

10.00 
20.00 

65.00 

85.00 

55.00 

4o’.66 

35.00 

15.00 

2o’.66 

135.00 

35.00 

20.00 
20.00 
80.00 

5.00 

40.00 


$8,823.50 
$ 205.00 


■$8,618.50 


EXHIBIT  “D” 


Invoice  of  the  Property  of  the  Association, 
September  1,  1932. 

5,000  Addressograph  Plates,  completely  addressed ..  $300,00 


1 Remington  Typewriter  . . . 25.00 

1 Desk  50.00 

1 Typewriter  Chair  9.00 

1 Piling  Cabinet  . . . 64.75 

Rubber  Stamps  • 9.00 

Guide  Cards  - 5.00 

1-3  Adding  Machine  75.00 

1 Electric  Fan  • 18.00 

1 Globe  Safe  with  Fixtures  . 130.00 

2 Cabinets  for  Addressograph,  36  drawers  each, 

ta  $45.00  • 90.00 

2 Cabinets  for  Addressograph,  18  drawers  each, 

30.00  • 60.00 

1 Cabinet  for  Addressograph,  9 drawers  each, 

(S'  $15.00  15.00 

64  Drawers  (S>  95c  each  . . . 60.80 


Total  ..,$911.55 

95%  Reduction  for  Depreciation  865.95 


October,  1932] 


KENTUCKY  MEDICAL  JOURNAL 


543 


Total  Old  Property  $ 45.60 

29  Bound  Volumes  Kentucky  Medical  Journals, 

1903-1931  290.00 

1 N.  F.  Q.  Addressograph  and  Ejector $285.00 

Less  40%  Depreciation  $114.00  171.00 


1 Underwood  Typewriter  83.03 

bess  20  Vt,  Depreciation 16.60  66.43 


4,000  No.  5 2-cent  envelopes,  plain 

(fi  $21.60  per  M 86.40 

750  No.  8 2-cent  envelopes,  plain,  @ $22.34  per  M 16.75 
500  No.  5 2-cent  envelopes  Xy.  State  Medical  Asso- 
ciation @ $21.60  per  M ....  10.80 

10,250  x\o.  8 2-eent  envelopes,  Ky.  State  Medical 

Association,  @ 22.34  per  M 228.99 


Total  $915.97 


EXHIBIT  “E” 

Secretary’s  Monthly  Balance  Sheet,  Agree- 
ing With  Books. 


1931 


Sept,  1 — Balance 

on  hand  . . . 

. .$  7,086.64 

Oct.  1 

Expenses 
$ 3,449.11 

Collections 
$ 1,667.12 

Balance 
$ 5,304.65 

Nov.  1 ■.  . . , 

. 1,833.60 

1,700.69 

5,171.74 

Dec.  1 . . 

. 1.390.79 

586.03 

4,366.98 

1932 

Jan.  1 

. 1,003.22 

464.80 

3,828.56 

Feb.  1 -.  . . . 

1,231.81 

2,890.52 

5,487.27 

March  1 

1,038.20 

1,468.57 

5,917.64 

April  1 

1.1  'ti.87 

1,759.67 

6,550.44 

May  1 . . . 

1,353.43 

4,058.00 

9,255.01 

June  1 

1,131.90 

647.23 

8,770.34 

July  1 

1,0^5.28 

939,13 

8,684.19 

Aug.  1 

1,278.36 

837.55 

8,243.38 

790.00 

7,453.38 

7,453.18 

Tax  on  Checks 

.20 

$16,652.77 
Balance  on  hand  September  1, 
19oi  

$17,019.31 
. .$  7,086.64 

$24,105.95 

Balance  on  hand,  September  1, 

1932  

Total  Expenses  

. . 7,453.18 

. .$16,652.77 

$24,105.95 

EXHIBIT  “F” 


Collections  by  Secretary  on  account  of 
Kentucky  State  Medical  Association,  corre- 
sponding with  checks,  deposit  slips  and  re- 
ceipts filed. 


1931 

Oct.  1 — To  Collections  to  date  $ 340.00 

Nov.  1 — To  Collections  to  date . . . 90.00 

Dec.  1 — To  Collections  to  date  18.50 

1932 

Jan.  1 — To  Collections  to  date  ■ 20.00 

Feb.  1 — To  Collections  to  date  1,587.50 

Mar.  1 — To  Colections  to  date  . . . 995.00 

April  1 — To  Collections  to  date  1,225.00 

May  1 — To  Collections  to  date  • 3,635.00 

June  1 — To  Collections  to  date  242,50 

July  1 — To  ^.collections  to  date  . . . 320.00 

Aug.  1 — To  Collections  to  date  145.00 


Total  for  year  $8,618.50 


EXHIBIT  “G” 

Collections  by  Editor  on  account  of  The 
Journal,  corresponding  with  checks,  deposit 
slips  and  receipts  filed. 


1931 

Oct.  1 — To  Collections  to  date  $1,327.12 

Nov.  1 — To  Collections  to  date 1.610.69 

Dec.  1 — To  Collsctions  to  date  567.53 

1932 

Jan.  1 — To  Collections  to  date  444.80 

Feb.  1 — To  Collections  to  uate  1,303.02 

Mar.  1 — To  Collections  to  date  • 473.57 

April  1 — To  Collections  to  uate  1 534.67 

May  1 — To  Collections  to  date  • 423.00 

June  1 — To  Collections  to  uate  404.73 

July  1 — To  Collections  to  date  619.13 

Aug.  1 — To  Collections  to  date  692.55 


Total  for  Year  $8,400.81 


EXHIBIT  “H” 

Total  membership  by  Councilor  Districts 
and  by  Counties  for  1932  as  compared  to  that 
of  1931. 

First  District — V.  A.  Stilley,  Benton,  Councilor, 

1931 

Ballard  7 

Caldwell  

Calloway  

Carlisle  6 

Crittenden  7 

Fulton  13 

Graves  •.  . . . 25 

Hickman  6 

Livingston  5 

Lyon  . 

Marshall  

McCracken  45 

Trigg  . . . 6 


, Councilor. 

1931 

1932 

6 

8 

15 

7 

4 

« 

21 

7 

4 

4 

9 

45 

1 

161 

139 

nsboro.  Councilor. 

38 

16 

18 

6 

15 

. 6 

4 

4 

116 

107 

Daviess  37 

Hancock  

Henderson  

Hopkins  

McLean  5 

Muhlenberg  

Ohio  • 

Union  

Webster  


Third  District,  C.  C.  Howard,  Glasgow,  Councilor. 

Allen  9 g 

Barren 16  14 

Butler  3 3 

Christian  32  31 

Cumberland  6 6 

Logan  17  12 

Metcalfe  5 5 

Monroe  4 8 

Simnson  9 10 

Todd  7 7 

Warren-Edmonson  . 22  24 


Fourth  District 
Breckenrid'<e  . . . 

130  123 

— .1.  1.  Greenwell,  New  Haven,  Councilor. 

Grayson 

5 

A4.ardin  

22 

Hart  . . . .• 

6 

8 

7 

1 

Nelson  

10 

Spencer  

66 

65 

Fifth  District — 

W.  E.  Gardner, 

Louisville,  Councilor. 

Carroll  

8 

14 

3 

Henry  

* 

5 

Jefferson  ....... 

358 

8 

4 

Shelby  

17 

Trimble  

434 

415 

Sixth  District — 

R.  C.  McChord, 

Lebanon,  Councilor. 

Adair  •.  . . . 

6 

7 

9 

9 

Boyle  . . . 

11 

Green  

6 

5 

Marion  

11 

Mercer  

11 

Taylor  

9 

8 

Washington  

7 

69 

69 

Seventh  District 

— V.  G,  Kinnaird,  Lancaster,  Councilor. 

Casey  . 

4 

3 

3 

5 

10 

9 

iMcCrearv 

10 

13 

14 

5 

Russell  

6 

4 

Wayne  

3 

56 

57 

Eighth  District— 

-C,  W.  Shaw,  Aley»ndria,  Councilor. 

3 

1 

9 

8 

Campbell-Kenton  . 

106 

Fleming  

12 

Grant . . . 

12 
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17 

16 

11 

1ft 

19 

2 

10 

10 

27 

29 

6 

2 

2 

ii 

2 

188 

192 

Powell  

2 

1 

2 

41 

18 

9 

7 

1 

1 

9 

8 

Greenup  

10 

227 

231 

Johnson  

7 

Kleventh  District — W. 

M.  Martin,  Harlan,  Councilor. 

10 

Roll  

20 

4 

4 

7 

6 

2 

2 

41 

1 

2 

1 

19 

1 

Knox  

10 

10 

112 

109 

Ijaurel  

8 

Tenth  District — C.  A.  Vance, 

Lexington,  Councilor. 

1 

8 

18 

16 

15 

4 

4 

8 

7 

28 

31 

17 

5 

Whififty  . ... 

16 

6 

100 

161 

.156 

EXHIBIT  “I” 

Detailed  Statement  of  Disbursements  of  Marshall  McDowell,  M.  D.,  Treasurer,  Keu- 
tucky  State  Medical  Association,  each  made  on  a N’oucher  Check,  signed  by  J.  T.  Reddick, 
M.  D.,  President;  A.  T.  McCormack,  M.  D.,Seci’etary,  and  himself  from  September  1, 
1931,  to  September  1,  1932. 

, Sept.  30 — Voucher  Check  No.  1 $ 492.50 

A.  T.  McCORMACK,  M.  1).,  Louisville. 

To  September  salary,  Secretary  $150.00 

To  expense 325.00 

To  expense,  State  Meeting,  Lexington 17.50 


492.50 

Approved  by  Council  and  Ordered  Paid  by  House  ul  Delegates. 

Sept.  30 — Voucher  Check  No.  2 . 110.00 

L.  H.  SOUTH,  M.  D.,  Louisville. 

To  September  salary,  Lusiness  Manager  100.00 

To  expense  to  Crab  Orchard  and  Mt.  Vernon  and  return  10.00 


110.00 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Se|>t.  30— Voucher  Check  No.  3.  100.00 

J.  F.  i^uACKERBY,  Louisville. 

To  September  services  rendered  Committee  on  Public  Policy. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  4 143.95 

ELVA  GRANT,  Louisville. 


To  September  salary.  Bookkeeper  ...  ’ 75.00 

To  honorarium  25.00 

To  expense.  State  Meeting,  Lexington  13.95 

To  expense.  State  Meeting,  6 Pages  @ $5.00  each 30.00 

148.95 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept,  30 — Voucher  Check  No.  5 30.50 

C.  A.  VANCE,  M.  D.,  Lexington. 

To  expense  as  Councilor,  ,10th  District. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  6 24.98 

S.  C.  SMITH,  M.  D.,  Ashland. 

To  expense  as  Councilor,  9th  District. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  7 58.60 


B.  P.  EUBANK,  Bowling  Green. 

To  auditing  booxs  and  accounts  of  A.  T. 

McCormack,  M.  D.,  Secretary,  and  Marshall 
McDowell,  M.  D.,  Treasurer,  and  Mrs,  W.C. 

Dugan  Treasurer,  Woman’s  Auxiliary,  for 
period  September  1,  1930,  to  September  1, 

1931  50.00 

To  railroad  fare,  ^jowling  Green  to  Louisville 

and  return,  and  three  meals  8.80 


58.80 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 


Sept.  30 — Voucher  Check  No.  8 • 5.00 

GRAHAM  & LONGSTREET,  Louisville. 

To  1 day’s  attendance  and  reporting  case  Lizzie  Shawley 
vs.  Wallace  Frank,  ,M.  D. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept. 30 — Voucher  Check  No.  9 8.70 

STEPHENS  & STEELY,  Williamsburg. 

To  court  costs  in  case  of  J.  W.  Brown  vs.  S.  S Brown,  M.  D. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  10  150.00 

HDFFAKER,  HOGAN  & BERRY,  Louisville. 


To  legal  services  rendered  in  case  Shawley,  etc.  vs.  Wallace  Frank,  M.  D. 
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Approved  by  Council  and  Ordered  Paid  by  House  of  Heleeates. 

tiept.  3U — Voucher  Check  No.  11  15.75 

NLNCTBIC  BLUN  PRINT  & tSUPPLY  CO.,  LouisviUe. 

To  3UU  Prints,  Ploor  Plan  tor  State  Meeting  Lexington. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  3U — Voucher  Check  No.  12  52.00 

AMERICAN  MEDICAE  ASSOCIATION,  Chicago. 

To  12th  Edition,  American  Medical  Directory 12.00 

To  one  single  column  cut  and  2,500  inserts  of  Dr.  James  T. 

Reddick’s  picture  40.00 


52.00 

Approved  by  Council  and  Ordered  Paid  bp  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  13  

I'.  & V.  MANUEACTURING  CO.,  East  Providence,  R.  I. 


To  1,000  Emblem  Buttons  (ip  25  cents  each 250.00 

To  500  Bangles  "Eexingtou  1931”  (ffi  10c  ea 80.00 

Insured  mail  • 1.04 


331.04 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  14  

LOUISVILEE  TAXICAB  & TRANSFER  CO.,  Louisville. 

To  hauling  18  boxes  from  Kentucky  State  Medical  Association 


office  to  City  Hosptial  and  return  during  Post  Graduate  V 

Course 

Approved  by  Council  and  Ordered  Paid  bp  House  of  Delegates. 


BUSH  KREBS  COMPANY,  Louisvdle. 

To  25  cuts  for  Annual  Number  96.12 

To  1 cut  for  Dr.  K.  A.  Fischer's  paper 3.83 


99.95 

Approved  by  Council  and  Ordered  Paid  bp  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  16  

MEPFERT  EQUIPMENT  COMPANY,  Louisville 
To  3-M  4x6  No.  1 White  Cards. 

Approved  by  Council  and  Ordered  Paid  bp  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  17  

TTMESJOURNAL  PUBLISHING  COMPANY, 


To  250  Commercial  Exhibits  6.25 

To  250  Applications  for  Space  7.25 

To  500  Letterheads  and  500  Envelopes,  Eye,  Ear,  Nose  and 

Throat  Section  6.50 

To  5,000  Billheads  15.00 

To  700  Annual  Programs,  40  Pages 122.00 

To  500  Reprints — Un,ier.'ity  of  Kentucky 2.50 


159.50 

Approved  by  Council  and  Ordered  Paid  bp  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  18  

TIMES  JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 


To  2,300  88-Page  August  Issue 563.06 

Less  Credit  by  Check  No.  133.  .■ . 350.00 


To  2,500  100-Page  Sept.  Issue  693,58 

Less  Credit  by  Check  No.  139 350.00 


Approved  by  Council  and  Orda.ed  Paid  bp  House  of  Delegates. 

Sept,  30 — voucher  Check  No.  19  . 

UNIVERSITY  OF  KENTUCKY,  Lexington. 

To  room  for  5 assistants  attending  State  Meeting  at  Lexington, 
@ $4.00  each 

Approved  by  Council  and  Ordered  Paid  bj  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  20  

E.  H.  ROEDERER,  Louisville. 

To  200  Delegate  Badges. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 


Sept.  30 — Vououer  Check  No.  21  

MAYME  SULLIVAN,  Louisville. 

To  Honorarium  . • 25.00 

To  expense.  State  Meeting,  Lexington  14.05 

To  expense  for  Baggage,  Express,  Watchman  & Janitor  30.95 


70.00 

Approved  by  Council  and  Ordered  Paid  bj  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  22  


REBECCA  CASSELL,  Louisville. 

To  Honorarium 25.00 

To  expense.  State  Meeting,  Lexington  13.80 


88.80 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 


Sept.  30 — Voucher  Check  No.  23  

KHTH  FLAGG,  Louisville. 

To  Honorarium 25.00 

To  expense.  State  Meeting,  Lexington  7.80 


32.80 

Approved  by  Council  and  Ordered  Paid  bp  House  of  Delegates. 


Sept.  30 — Voucher  Check  No.  24  

EMILY  STOECrvER,  Louisville. 

To  Honorarium 25.00 

To  Expense,  State  Meeting,  Lexington  14.00 


39.40 

Approved  by  Council  and  Ordered  Paid  bj--  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  25  

J.  G.  OWSLEY,  M.  D.,  Lily. 

To  Honorarium.  • 

Approved  by  Council  and  Ordertd  Paid  b)'  House  ef  Delegate!. 


331.04 


1.50 


99.95 


6.35 
$ 159.50 


556.64 

213.06 

343.58 

556.64 

20.00 

. 15.00 

70.00 


38.80 


32.80 


39.40 


25.00 
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Sept.  30 — Voucher  Check  No.  26  

MASTER  REPORTING  COMPANY.  Chicago. 

To  reporting  Annual  Meeting  of  Kentucky  State  Medical  Asso 


elation,  Lexington : 

House  of  Delegates  . 147.90 

Scientific  Session  169.15 

Public  Meeting  • ...  54.40 

Eye,  Ear,  Nose  and  Throat  Section  97. SO 

Abridging  9 Sessions  • 90.00 

Traveling  Expenses  for  2 Persons 113.20 


671.95 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  27  • ■ 

COUNTRY  CLUB.  Lexington. 

J.0  125  Dinners  for  Woman's  Auxiliary  Annual  Dinner. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — V'oucher  Check  No.  28  

C.  C.  HOWARD,  M.  D.,  Glasgow. 

To  part  expense  as  Councilor  of  Third  District. 

Approved  by  Council  and  Orde.’ed  Paid  by  jlouse  of  Delegates. 

Sept.  30 — Voucher  Check  No.  29  ■ 

RAMSEY  SIGN  SERVICE  CO.,  Lexington. 

To  hanging  3 street  banners  for  State  Meeting,  Lexington. 

Approved  by  Council  and  Ordered*Paid  by  House  of  Delegates. 

Oct.  31 — Voucher  Check  No.  30 ■ 

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 

To  2,300  84-Page  October  Issue  

Less  personal  telephone  ■ 


To  1200  Letterheads  ■ ■ • ■ • 

To  500  Letterheads  and  500  Envs. — Dr.  Bar.x)ur 
To  500  Letterhads  and  500  Envs. — Dr.  Vance  - . ■ • 
To  500  Letterheads  and  500  Envs. — Dr.  Re^-.ci^-  ■ ■ • 

Oct.  31 — Voucher  Check  No.  31  

A.  T.  McCORMACK,  M.  D.,  Louisville.  • ■ ■ 

To  October  salary,  Secretary  

To  expense  for  K.  S.  M.  A.  . . . 


45.00 

6.50 

6.50 

6.50 


150.00 

1-25.00 


Oct.  ..1 — Voucher  Check  No.  32  

L.  H.  SOUTH,  M.  D.,  Louisville. 

To  October  salary,  Busiuess  Manager 
To  expense.  State  Meeting,  Lexington 


275.00 


100.00 

40.80 


Oct.  31 — A^oucher  Check  No.  33  

J.  E.  BL.-ICKERBY,  Louisville. 

To  October  services  rendered  Committee  on  Public  Poliev 

Oct.  31 — A'oucher  Check  No.  34  '. 

ELV’A  GRANT,  Louisville. 

To  October  salary,  Bookkeeper. 

Oct.  31 — A’oucher  Check  No.  35  . 

V.  A.  STILLEY,  M.  D.,  Benton. 

To  expense  as  Councilor,  First  District. 

Oct.  31 — ^Voucher  Check  No.  36  

D.  M.  GRIFFITH,  M.  D.,  Owensboro. 

To  expense  as  Councilor,  Second  District. 

Oct.  31 — Voucher  Check  No.  37  

W.  M.  MARTIN,  M.  D.,  Harlan. 

10  expense  as  Councilor,  Eleventn  District. 

Oct.  31 — Voucher  Check  No.  38  

SAMUEL  D.  HINES  & CO.,  Bowling  Green. 

To  premium  on  Bond  for  Treasurer,  MarshallMcDowell  M.  D., 
for  1 vear. 

Oct.  31 — Voucher  Check  No.  39  

WILL  DUNN  DRUG  COMPANY,  Lexington. 

To  24  Decks  Playing  Cards  for  Woman’s  Au,xiUary  Annual 
Dinner  at  State  Meeting. 

Oct.  31 — Voucher  Check  No.  40 

LE.XINGTON  COUNTRY  CLUB,  Lexington.  

To  7 Guest  Fees  for  Woman’s  Auxiliary  Dinner 

f'«-t.  31 — Voucher  Check  No.  41 

WM.  J.  RUEFF,  Louisville.  

To  2 3’xl2’  Canvas  Banners. 

Oct.  31 — Voucher  Check  No.  42 

KOEHLER  STAMP  & STENCIL  COMPANY,  LouisVil'le. 

To  2 Signature  Stamps  and  Cut. 

Oct.  31 — Voucher  Check  ixo.  43  

KENTUCKY  DIVISION,  WHITE  HOUSE  CCNfeRENCE,'  '-Wiimore. 
To  promoting  Work  of  White  House  Conference  on  Child 
Health  and  Protection. 

Oct.  31 — ^Voucher  Check  No.  

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling 'Green. ' 


To  2,300  72-Page  November  Issue  472.20 

Nov.  30 — Voucher  Check  No.  45  

A.  T.  McCORMACK,  M.  D.,  Louisville. 

To  November  salary.  Secretary  150.00 

To  expense.  Meeting  of  State  Secretaries,  Chicago 60.69 

Less  amount  paid  by  American  Medical  Association  ....  49.10 


541.98 

1.80 

540.18 

64.50 

604.68 


11.59 

To  general  expense 125.00  136  59 


Nov.  30 — Voucher  Check  No.  46  

L.  H.  SOUTH,  M.  D.,  Louisville. 

To  November  salary.  Business  Manager. 

Nov.  30 — Voucher  Check  No.  47  *. 

J.  F.  BLACKERBY,  Louisville. 

To  November  services  rendered  Committee  on  Public  Policy. 


671.95 


155.00 

21.50 

12.50 
604.68 


275.00 
140.80 

100.00 

75.00 

35.00 
20.42 

27.00 
12.50 

9.00 

7.00 

25.00 

5.00 
25.00 

472.20 

286.59 


100.00 

100.00 
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Nov.  30 — Voucher  Check  No.  48  

h;LVA  GRANT,  Louisville. 

To  November  salary,  Bookkeeper. 

Nov.  30 — Voucher  Check  No.  49  

L.  B.  HANDLEY,  Attorney,  Hodgensville. 

To  fee  in  case  Virginia  Blanche  Oldham,,  vs.  Hr.  Leigh  Maupin. 

Nov.  30 — Voucher  Check'No.  50 

BUSH-KREBS  CO.,  Louisville. 

To  6 cuts  for  Journal. 

Nov.  30 — Voucher  Check  No.  51 

CLARENCE  NEIGHBORS,  r.  M.,  Bowling  Greeu. 

To  postage  on  Journal. 

Nov.  30 — Voucher  Check  No.  52 

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 

To  2350  December  Issue,  104  Pages  661.71 

Less  Envelopes  not  ordered  15.00 

Less  by  36  errors  @ 25c  each  9.00  24.00 


To  500  Letterheads  and  500  Envelopes,  President . . . 6.50 

To  500  Letterheads  and  500  Envelopes,  Chairman  Council  6.50 

To  500  Letterheads  and  500  Envelopes,  Presidnit-Elect  6.50 


Dec.  22 — Voucher  Check  No.  53  

A.  T.  McCORMACK,  M.  D.,  Louisville. 

To  December  salary,  Secretary. 

Dec.  22 — Voucher  Check  No.  54  

L.  H.  SOUTH,  M.  D.„  Louisville. 

To  December  salarv.  Business  Manager. 

Dec.  22 — Voucher  Check  No.  55  

J.  P.  BLACKERBY,  Louisville 

To  December  salary,  Rendered  Committee  on  Public  Policy. 

Dc.  22 — -Voucher  Check  No.  56 ■ • 

ELVA  GRANT,  Louisville. 

To  December  salary,  Bookkeeper. 

Dec.  22 — Voucher  Check  No.  57 • 

FORESTER  & SMITH,  Attorneys,,  Harlan. 

To  services  rendered  in  case  Moreland  vs.  Dr.  E.  W.  Miracle. 

Dec.  22 — ^Voucher  Check  No.  58  

BUSH-KREBS  CO.,  Louisville. 

To  1 Zinc  Etching. 

Dec.  22 — Voucher  Check  No.  59  

LOUISVILLE  POSTMASTER,  Louisville. 

To  postage  for  Journals. 

Dec.  22 — Voucher  Check  No.  60 

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 

To  account  of  January  Journal. 

1932 

Jan.  30 — Voucher  Check  No.  61  

A.  T.  McCORMACK,  M.  D.  Louisville. 

To  January  salary.  Secretary. 

Jan.  30 — Voucher  Check  No.  62 

L.  H.  SOUTH,  M.  D.,  .Louisville. 

To  January  salary.  Business  Manager. 

Jan.  30 — Voucher  Check  No.  63  

J.  P.  BLACKERBY,  Louisville. 

To  January  salarv,  Rendered  Committee  on  Public  Policy. 

-Tan.  30 — Voucher  Check  No.  64 - 

ELVA  GRANT,  Louisville. 

To  January  salary,  Bookkeeper. 

Jan.  30 — -Voucher  Check  No.  65  

L.  R.  CURTIS,  Attorney.  Louisville. 

To  services  rendered  to  January  1.  1932. 

-Tan.  30 — Voucher  Check  No.  66  

BUSH-KREBS  CO.,  Louisville. 

To  1 cut. 

Jan.  30 — Voucher  Check  No.  67  

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 


To  2300  Januarv  Issue.  72  Pages  466.24 

Less  Credit  by  Check  No.  60  350.00 


Telephone  Call  to  Dr.  Simpson  . . . 
To  2350  February  Issue,  84  Pages 


637.771 


19.50 

657.21 


116.24 

3.40 

652.12 

532.48 


652.12 


76.00 

100.00 

21.99 

50.00 
657.21 


150.00 
100.09 

100.00 

75.00 
200.00 

3.22 

25.00 

350.00 

150.00 

100.00 
100.00 

75.00 
150.00 

4.69 

652.12 


Feb.  29 — Voucher  Check  No.  68 . . 150  00 

A.  T.  McCORMACK,  M,  D.,  Louisville, 

To  Februarv  salary.  Secretary. 

Feb.  29 — Voucher  Check  No.  69 - 100  00 

L.  H.  SOUTH,  M.  D„  Louisville. 

To  Februarv  salary.  Business  Manager. 

Feb.  29 — Voucher  Check  No.  70  100.00 

J.  P.  BLACKERBY.  Louisville. 

To  February  services  rendered  Committee  on  Public  Policy. 

Feb  20 — -Voucher  Check  No.  • 75.00 

ELVA  GRANT,  Louisville. 

To  February  salary.  Bookkeeper. 

Feb.  29 — Voucher  Check  No.  72  5 >0 

W.  M.  HOWARD,  C.  C.  Clerk,  Harlan. 

To  court  costs  in  case  Elisa  Moreland  vs.  E.  W.  Miracle.  M.  D. 

Feb.  29 — Voucher  Check  No.  73 50.00 

CLARENCE  NEIGHBORS,  P.  M . Bowling  Green. 

To  Postage  on  Journals. 
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Feb.  29 — Voucher  Check  No.  74  

TIMES  JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 


To  2350  March  Issues,  92  Pages  576.64 

Less  5%  Discount  28.74 


545.90 

Less  40  Errors  @ 25c  each  . 10.00 

535.90 


To  1000  Letterheads  and  1000  Envelopes,  Sec- 
retary Eye,  Ear,  Nose  and  Throat  Section  9.00 
To  500  Letterheads  and  500  Envelopes,  Presi- 
dent, Eye,  Ear,  Nose  and  Throat  Section.  . 6.50 
To  500  Letterheads  and  500  Envelopes,  Treas- 
urer, Eye,  Ear,  Nose  and  Throat  Section.  . 6.50  22.00 


557.90 

Mar.  31 — Voucher  Check  No.  75  

A.  T.  McCORMACK,  M.  D.,  Louisville. 

To  March  salary.  Secretary  . 150.00 

To  expense  150.00 


Mar.  31 — Voucher  Check  No.  76 

L.  H.  SOUTH.  M.  D.,  Louisville. 

• To  March  salary.  Business  Manager. 

Mar.  31 — Voucher  Check  No.  77  

J.  P.  BLACKERBY,  Louisville. 

To  March  services  rendered  Committee  on  Public  Policy. 

Mar.  31 — Voucher  Check  No.  78  ■ 

ELVA  GRANT,  Louisville. 

To  March  salary.  Bookkeeper. 

Mar.  31 — Voucher  Check  No.  79  

MEFFERT  EQUIPMENT  CO.,  Louisville. 

To  1-M  4x6  Plain  Cards  Punched. 

Mar.  31 — •Voucher  Check  No.  80  

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 

To  2375  April  Issues,  96  Pages  

Less  5%  Discount  ■ 


300.00 


577.60 

28.88 


548.72 


Apr.  30 — Voucher  Check  No.  81  

A.  T.  McCormack,  M.  D.,  Louisville. 

To  April  salary,  Secretarv.  $150.00,  less  10%  reduction. 

Apr.  30 — Voucher  Check  No.  82  

L.  H.  SOUTH.  M.  D.,  Louisville. 

To  April  salary.  Business  Manager,  $100,  less  10%  reduction. 

Apr.  30 — Voucher  Check  No,  83 • 

J.  F.  BLACKERBY,  Louisville. 

To  April  services  rendered  Committee  on  Public  Policy, 

$100.00  less  10%  reduction. 

Apr.  30 — Voucher  Check  No.  84 

ELVA  GRANT,  Louisville. 

To  April  salary.  Bookkeeper. 

-April  30 — Voucher  Check  No.  85  

W.  E.  GARDNER,  M.  D.,  Louisville. 

To  expense  as  Councilor,  5th  District. 

-Apr.  30 — Voucher  Check  No.  86  

P.  F.  BAKAOUR,  M.  D.,  Louisville. 

To  expense  to  Washington  in  interest  of  Maternal  and  Child 
Health  Work. 

Apr.  30 — Voucher  Check  No.  87  . . 

WOODWARD,  HAMILTON  & HOBSON,  Attorneys,  Louisville. 

To  fee  for  services  rendered  in  re:  Funeral  Directors  of  Fall  Cities, 
et  al.  V.  J.  F.  Blackerby,  .et  al. 

Apr.  30 — Voucher  Check  No.  88 

FORCHT  & CURTIS,  Attorneys,  Louisville. 

To  services  in  re:  Wm.  Rosenfield,  Admr.,  etc.,  vs.  Frank  T.  Fort, 

M.  D.,  et  al. 

-Apr.  30 — ^Voucher  Check  No.  89  . . 

BUSH-KREBS  Co.,  Louisville. 

To  1 cut. 

-Apr.  30 — Voucher  Check  No.  90  

K ENTUCKY  BOOK  MFG.  Co.,  Louisville. 

To  binding  1 book. 

Apr.  30 — Voucher  Check  No.  91  

NEW  CAPITAL  HOTEL,  Frankfort. 

To  expense  of  A.  T.  McCormack,  M.  D. 

Apr.30 — Voucher  Check  No.  92  • 

TIMES-JOURNAL  PUBLISHING  COMPANY,  Fowling  Green 

To  2300  May  Issue,  92  Pages  572.64 

Less  5%  Discount 28.63 


544.01 


May  31— Voucher  Check  No.  93  

A.  T.  McCORMACK,  M.  D.,  Louisville. 

To  Mav  salary.  Secretary,  ,$150.00,  less  10%  reduction. 

May  31 — Voucher  Check  No.  94  

L.  H.  SOUTH,  M.  D.,  Louisville. 

To  May  salary.  Business  Manager,  $100.00,  less  10%  reduction. 

Mav  31 — Voucher  Check  No.  95 

J.  F.  BLACKERBY,  Louisville. 

To  May  services  rendered  Committee  on  Public  Policy,  $100.00,  less 
10%  reduction. 

May  31 — Voucher  Check  No.  96  

ELVA  GRANT.  Louisville. 

To  May  salary.  Bookkeeper. 

May  31 — Voucher  Check  No.  97  

RAY  C.  LEWIS,  Attorney,  London. 

To  attorney  fee  in  case:  Sparks  vs.  J.  D.  Miller,  M.  D. 

May  31 — Voucher  Check  No.  98 

J.  B.  LUKINS,  M.  D.,  Louisville. 

To  stationery,  stamps  and  supplies  used  in  Medico  Legal  Division  for  2 years 


557.90 


300.00 

100.00 
100.00 

75.00 
3.15 

548.72 

135.00 

90.00 

90.00 

75.00 
3.09 

75.32 

150.00 

100.00 

4.28 

1.50 

85.23 

544.01 

135.00 

90.00 

90.00 

75.00 

150.00 

15.00 
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May  31 — Voucher  Check  No.  99 • 7.23 

BUSH-KEEBS  COMPANY,  Louisville. 

To  2 cuts. 

May  31 — Voucher  Check  No.  100  . 50.00 

CLARENCE  NEIGHBORS,  P.  M.,  Bowling  Green. 

To  postage  for  Journal. 

May  31 — Voucher  Check  No.  101 519.67 

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 


To  2250  June  Issue.  84  Pages 508.60 

Less  5%  discount 25.43 


483.17 

To  2000  Post  Graduate  Course  rrograms  . . 30.00 
To  500  Letterheads  and  500  Envelopes,  Secre- 
tary Third  District  Medical  Society 6.50  36.50 


519.67 


June  30 — Voucher  Check  No.  102 135.00 

A.  T.  McCORMAi.K,  M.  D.,  Louisville. 

To  June  salary,  Secretary,  $150.00,  less  10%  reduction. 

June  30 — Voucher  Check  No.  103  90.00 

L.  H.  SOUTH,  M.  U.,  Louisvilic. 

To  June  salary,  Business  Manager,  $100.00  less  10%  reuuction. 

June  30 — Voucher  Check  No.  104  90.00 

J.  F.  BLACKERBY,  Louisville. 

To  June  services  rendered  Committee  on  Public  Policy,  $100.00, 
less  10%  reduction. 

June  30 Voucher  Check  No.  105  75.00 

ELVA  GRANT,  Louisville. 

To  June  salary.  Bookkeeper. 

June  30 — Voucher  Check  No.  106  28.75 

P.  P.  Barbour,  M.  D.,  Louisville. 

To  expenses  as  President-Elect. 

June  30 — Voucher  Check  No.  107  . 12  00 

ELECTRIC  BLUE  PRINT  & SUPPLY,  CO.,  Louisville. 

To  300  blue  prints  for  Louisville  meeting. 

June  30 — Voucher  Check  No.  108  3.79 

BcSH-KREBS  CO.,  Louisville. 

To  1 cut. 

June  30 — Voucher  Check  No.  109  100.00 

N.  R.  PATTERSON,  Attorney,  Pineville. 


To  services  in  the  United  States  District  Court  for  the  Eastern  Ken- 
tucky District  in  suit  of  Dewey  Davidson  vs.  The  Middlesboro 
Hospital  et  al. 

June  30 — Voucher  Check  No.  110  45  00 

HARRY  S.  SMITH,  Louisville. 

To  reporting  annual  meeting  of  the  Eye,  Ear,  Nose  and  Throat 
Section  at  the  Kentucky  Hotel,  Louisville,  May  16,  17,  1932. 

June  30 — Voucher  Check  No.  Ill  445.74 

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 

To  2200  July  Issue,,  76  Pages  469.20 

Less  5%  Discount  23.46 

445.74 


July  30 — Voucher  Check  No.  112  

A.  T.  McCORMACK,  M.  D.,  Louisville. 

To  July  salary.  Secretary,  $150.00,  less  10%  reduction 

July  30 — Voucher  Check  No.  113  

L.  H.  SOUTH,  M.  D.,  Louisville. 

To  July  salary.  Business  Manager,  $100.00  less  10%  reduction  90.00 
To  expense  to  Pineville,  May  16  and  17 18.33 

108.33 

July  30 — Voucher  Check  No.  114  

J.  F.  BLACKERBY,  Louisville. 

To  July  services  rendered  Committee  on  Public  Policy, 

$100.00,  ,less  10%  reduction. 

July  30 — Voucher  Check  No.  115  

ELVA  GRANT,  Louisville. 

To  July  salary.  Bookkeeper. 


July  30 — Voucher  Check  No.  116  

U.  R.  CURTIS,  Attorney,  Louisville. 

To  legal  services  in  case  Rose  vs.  Dr.  Moren,  et  al 104.48 

To  legal  services  January  1,  to  July  1,  1932 150.00 


254.48 


135.00 

108.33 


90.00 


75.00 

254.48 


July  30 — Voucher  Check  No.  116-A  75.00 

CHaFT  & STANFILL,  Attorneys,  Hazard. 

To  services  rendered  in  case,  Sam  Combs  vs.  Drs.  Hurst  & Snyder. 
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July  30 — -Voucher  Check  i.o.  117  

RUTH  FLAGG,  LouisviUe. 

To  expense  incurred  during  Post  Graduate  Course,  6:6-10,32. 

July  30 — Voucher  Check  No.  118  

REBECCA  R.  CASSELL.  Louisville. 

To  expense  incurred  during  Post  Graduate  Course,  6:6-18,32. 

July  30 — Voucher  Check  No.  118-A  

MAYME  SULLIVAN,  ,Louisville. 

To  reimbursement  for  express  charges  on  Journal  material. 

July  30 — Voucher  Check  No.  119  

BUSH-KREBS  CO.,  Louisville. 

To  1 cut. 

July  30 — Voucher  Check  No.  120  

KENTUCKY  BOOK  MFG.  CO.,  Louisville. 

To  sewing  and  binding  10  copies  of  Medical  Pionneers  of  Kentucky. 

July  30 — Voucher  Check  No.  121  

Woman’s  Auxiliary,  Kentucky  State  Medical  Association,  Louisville, 
xO  25%  Commission  on  Advertisements  amounting  to  $79.64. 

Julv  30 — Voucher  Check  No.  122  

TIMES  JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 


To  500  Letterheads,,  Chairman  Medico-Legal  Division 4.00 

To  300  Applications  for  Space  • 7.50 

To  300  Commercial  Exhibits  6.50 

Postage  26 


1.94 

7.56 

3.92 

3.96 

10.00 

19.91 

493.26 


To  2250  August  Issue,  80  Pages  

Less  5%  Discount  - 

481  80 
24.10 

18.26 

To  Envelopes  

To  Printing  j^nvelopes 

457.70 
15.00 
2.30  . . 

475.00 

493.26 

Aug. 

1 — Voucher  Check  ino.  12o  • 

A.  T.  McCORMACK,  M.  D.,  Louisville. 

To  August  salary.  Secretary,  $150.00,  less  10% 

reduction. 

-4ug. 

L.  H.  SOUTH,  M.  D„  Louisville. 

To  August  salary.  Business  Manager,  $1-00.00, 

less  lk-% 

reduction. 

.\ug. 

J.  F.  BLACKERBY,  Louisville. 

To  August  services  rendered  Committee  on  Public  Policy, 
$100.00,  less  10%  reduction. 

Aug. 

ELVA  GRANT,  Louisville. 

To  August  salary.  Bookkeeper. 

Aug. 

TIMES-JOURNAL  PUBLISHING  COMPANY,  Bowling  Green. 
To  account  of  September  Journal. 


Total  - $16,652.57 

Government  Tax  on  Checks  . .20 


Grand  Total 


..$16,652.77 
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ORIGINAL  ARTICLES 

PKEMATURE 

AND  IMMATURE  INFANTS. 

Vitality  Statistics  of  538  Patients  Weigh- 
ing Between  1000  and  2500  Grams  With 
A Discussion  of  Their  Care  and 
Treatment 

T.  Cook  Smith,  M.  D.,  H.  S.  Andrews,  M.  D., 
AND  Margaret  Limper,  M.  D. 
Louisville. 

Introduction. 


tics,  which  will  be  given  for  the  group  in- 
cluded in  this  study. 

Table  III  records  538  infants  within  a 
weight  group  from  1,000  to  2,500  granrs.  The 
first  group,  those  weighing  between  1,000 
and  1,500  grams,  had  a vitality  of  18  per- 
cent. In  the  next  group  of  1,500  to  2,000 
grams,  there  were  147  with  a vitality  rate 
of  55  percent.  In  the  larger  group,  some  of 
whom  were  not  prematur?,  bu'  ail  wrigbing 
lc.ss  than  five  and  a ha  if  pounds,  theie  were 
32s,  with  a vitality  rate  of  85  jiercent. 


In  Louisville,  there  are  born  alive  each 
year  between  five  and  six  thousand  infants. 
Five  thousand  four  hundred  and  nine  were 
reported  in  1931.  In  that  year,  423  infants 
died,  and  twenty-five  percent  of  ihe.se  deaths 
were  ascribed  to  prematurity  by  the  physi- 
cians signing  the  death  certiticitfS.  Prema- 
ture birth  repx’esents  about  7 percent  of  all 
births.  Martin  of  Eberfeld  (1)  in  a total 
of  16,000  deliveries  found  7 percent  prema- 
ture, and  of  these,  83  percent  were  live  births 
and  17  percent  still-born. 

The  United  States  birth  I'ar.c  has  been 
falling  steadily  since  colonial  times  (2).  In 
this  city,  the  colored  birth  rate  has  fallen 
more  rapidly  than  the  white;  both  are  less 
that  half  their  former  rates.  Birth  control 
activities  may  be  partly  responsible,  but 
many  other  factors  seem  to  be  at  work  at  the 
same  time.  It  would  seem  highly  necessary 
that  we  conserve  living  births  to  the  best  of 
our  abilities,  and  the  premature  infant 
should  be  conserved  as  conscientiously  as  may 
seem  proper  in  the  treatment  of  any  other 
patient.  They  are  so  often  the  most  wanted 
and  cherished)  infants  that  are  born  and 
come  frequently  to  an  otherwise  childless 
marriage. 

Table  1 shows  the  death  rate  of  living  new- 
born infants  as  determined  in  a private  hos- 
})itai  of  this  city.  In  a six  year  period,  there 
were  2,137  living  births  with  a mortality 
rate  of  2.8  per  cent.  In  Table  II  are  the  re- 
sults obtained  in  6,526  living  deliveries  at 
the  Louisville  City  Hospital  on  both  the  out- 
side and  inside  services.  This  group  had  a 
mortality  rate  of  4.9  percent.  The  colored 
rate  was  4.7  per  cent,  and  the  white  rate  was 
5.0  percent.  These  figures  are  shown  in  order 
that  we  may  contrast  them  with  the  statis- 


*Prom 

Louisville. 

Society. 


the  Pediatric 
Read  before 


Department  of  the  Universit.v  of 
the  Jefferson  County  Medical 


Contrasting  these  figures  in  a diiferent 
way  they  are  divided  into  those  infants 
weighing  from  1,()()0  to  2, (id',)  grams  4-16 
to  4 8-16;  j all  of  whoiu  were  premature, 
having  a vitality  rate  of  46  percent,  cud  the 
larger  group  from  2,000  to  2,500  grams  for 
which  the  vitality  rate  was  85  percent. 
This  demonstrates  the  increasing  margin  for 
safety  as  the  infant  appi-jachei  full  term. 

TABLE  I. 

New-Born  Mortality  in  a Private  Hospital  for  a 
Six  Year  Period.  (Still-Births  are 
not  included)). 


Year 

No.  Births 

No.  New-born  Deaths 

1925 

296 

9 

1926 

281 

7 

1927 

263 

10 

1928 

313 

13 

1929 

370 

5 

1930 

319 

7 

1931 

295 

9 

Total 

2137 

60 

Mortality  2.8  pei'cent. 

TABLE 

II 

Mortality  Record  New-Born  Infants 

in  a Public 

Hospital 

Service  for  a 

Six  Year 

Period. 

Year 

Total 

Total 

Total 

Deliveries 

Died 

Died 

1926 

728 

42 

5 7 

1927 

938 

38 

4.0 

1928 

988 

^9 

5.9 

1929 

1132 

50 

4.4 

1930 

1305 

47 

3.6 

1931 

1435 

87 

6.0 

1926-1931 

6526 

323 

4.9 

I 
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TABLE  III 

Six  Year  Summary  of  Infants  of  Weights  1000 
to  2500  Grams  (2-4  to  5-8  Pounds) 

Weight  in  grams  Total  Lived  Died  Lived  Died 
(pounds) 

1000-1500  63  11  52  18%  82% 

(2  4-16  to  3 5-16) 

1500  - 2000  147  80  67  55%  15% 

(3  6-16  to  4 8-16) 

2000  - 2500  328  276  52  85%  15% 

(4  8-16  to  5 8-16) 

Totals  538  367  171  69%  31% 

Colored  318  228  90  72%  28% 

White  220  139  81  63%  37% 

1000  - 2000  210  91  119  46%  54% 

4-16  to  4 8-16) 

2000  - 2500  328  276  52  85%  15% 

(4  8-16  to  5 8-16) 

Luetic  (born  alive)  85  50  35  59%  41% 

Mothers  with  posi- 
tive Wass.  treated 
once  or  more  pre- 

natally  26  16  10  62%  38% 

Untreated  59  34  25  5o%  42'^ 


This  table  also  demonstrates  our  experi- 
ence with  both  colored  ana  white  infants  of 
this  class.  The  colored,  ccmprising  318,  had 
a vitality-  rate  of  72  percent,  whereas  the 
white  group  of  220  showo-l  a vitality  rate  of 
G3  per  cent.  This  is  a marked  contract  with 
the  greater  vitality  of  the  white  infant 
throughout  the  first  year. 

Luetic  infants,  of  whom  there  were  85,  had 
a vitality  rate  of  59  percent.  We  find  that 
infants  born  of  mothers  with  posiclvc  Was- 
sermann  tests,  who  were  treated  once  or 
mor'  prcnatally,  had  a vitality  rate  of  62 
per  cent,  while  the  vitality  rate  of  those  whose 


luetic  mothers  were  untreated  was  53  per- 
cent. 

We  have  not  given  separate  vitality  rates 
for  infants  who  lived  beyond  the  first  day 
of  life.  Every  infant  who  was  considered 
alive  at  birth  is  included.  Also,  among  the 
mortalities  are  some  infants  who  lived  in  the 
Lcspiial  as  long  as  ,h-  c months,  but  who  died 
uffore  discharge.  Then;  are  included  ai.>o 
a few  infants  who  were  discharged  from  the 
l.oi:  dal  against  advice,  hut  who  had  been 
tiiaied  for  severil  weeks.  Tlds  does 

n;).  include  a history  of  these  infants  after 
di'C.tprge. 

In  Table  IV  are  figures  recently  published 
by  Hess  (3).  They  are  not  directly  com- 
parable to  ours,  inasmuch  as  our  patients 
were  born  within  our  own  service  and  did 
not  require  transportation.  His  patients 
came  largely  from  outside  of  the  premature 
station.  This  works  to  both  favorable  and 
unfavorable  ends,  inasmuch  as  those  infants 
who  died  very  quickly  in  the  first  few  hours 
of  life  would  not  have  been  admitted  to  his 
mortality  figures,  while  many  infants  who 
were  poorly  treated  on  the  outsUe  were  ad- 
mitted to  his  hosiptal  and  enL  red  into  his 
death  statistics. 

Hess’  figures  for  761  infants  show  a gen- 
eral vitality  rate  of  62  percent.  In  our  group 
the  1‘ate  was  69  percent.  Grouping  his  pa- 
tients, we  find  that  those  between  1,000  and 
1,500  grams  showed  a survival  rate  of  35 
percent.  Infants  of  the  same  weight  groups 
with  us  showed  only  18  percent.  His  groups 
from  1,500  to  2,000  grams  survived  at  the 
rate  of  68  percent  and  ours  at  the  rate  cf  55 
percent. 

In  our  study,  the  death  rate  for  infants 
weighing  less  than  2,000  grams  (4  1-2 
pounds)  is  almost  four  times  as  great  as 
that  for  infants  weighing  from  2000  to  2500 
grams  (4  1-2  pounds  to  5 1-2  pounds).  The 


TABLE  IV  * 
DATA  OF  VITALITY 


Surviving  Surviving  Graduated 

Total  first  firit  Graduated  infants 

Birth  weight  in  grams  Admissions  24  hours  96  hours  V I Z ~ surviving 

Number  Percent 


Less  than  1000.  . . . 
From  1000  to  1500. 
From  1500  to  20  0 
From  2000  to  2500 
From  2500  o 3000 

Over  30<  0 

Unknown  

Totals 


42 

18 

148 

92 

280 

242 

197 

183 

42 

39 

4 

4 

48 

46 

761  626 


14 

4 

91 

52 

239 

193 

181 

157 

39 

38 

4 

2 

40 

29 

594 

475 

9.6 

22.2% 

35.1 

56.6% 

68.9 

79.7% 

79.7 

85.7% 

90.5 

97.4% 

50 

50% 

60 

63% 

62.4  75.88% 


*TIis.s — Prpmatiire  Infants.,  Penn,  Med.  Jonr.,  April,  1930. 
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group  of  more  premature  infants  weighing 
less  than  2000  grams  with  a mortality  rate 
of  54  percent  emphasizes  the  fact  that  they 
should  be  handled  earefuxly  and  uuderstand- 
ingly. 

The  Care  and  Treatment  op  the  Pre- 
mature Infant 

Points  of  emphasis  may  be  outlined  as 
follows ; 

1.  Maintenance  of  immial  temperature  in 
a heat  labile  organism  without  restriction  of 
exercise. 

2.  Food:  beginning  with  small  amounts 
and  given  in  the  best  way  for  each  child. 

3.  Precaution  against  infections. 

4.  Special  precautions  for  the  prevention 
of  vitamin  deficiency. 

We  are  forced  daily  to  the  opinion  that 
the  premature  baby  is  very  greatly  neglected 
in  most  instances.  There  is  a peculiar  at- 
titude toward  very  small  infants.  This  brings 
about  a state  of  affairs  in  which  the  pre- 
mature infant  is  born  and  must  be  eared  for 
by  some  one  other  than  the  physician.  It  is 
necessary  that  the  physician  turn  his  atten- 
tion to  this  child  as  a problem  both  for 
diagnosis  and  treatment.  It  seems  very 
strange  that  a gToup  of  patients  with  a high- 
er mortality  rate  than  almost  any  condition 
which  we  care  for  in  our  medical  experience 
should  be  left  in  the  hands  of  nurses  without 
a definite  outline  of  treatment. 

Heat  Regulation 

The  first  attention  of  the  physician  in 
care  of  the  premature  or  immature  child 
should  be  the  control  of  body  temperature. 
This  may  be  done  by  the  use  of  many  con- 
trivances now  available.  Most  of  the  patients 
mentioned  in  this  paper  have  been  treated 
by  the  use  of  wooden  boxes  measuring  18x 
12x12  inches.  These  boxes  have  no  bottoms 
and  are  placed  over  the  babies  as  they  lie  in 
ordinary  infant  beds.  The  box  has  a hinged 
top,  a sliding  glass  window  in  the  top,  and 
sliding  glass  windows  in  the  sides.  A ther- 
mometer  is  inside  and  can  be  seen  through 
the  window.  These  “brooders”  are  not  ex- 
pensive, costing  less  than  ten  dollars  each. 
They  are  heated  by  an  electric  light  which 
may  be  of  40  watts  in  most  cases,  but  can  be 
used  in  both  larger  and  smaller  sizes.  These 
boxes  are  in  a room  which  is  kept  at  a tem- 
perature of  80  degrees  Fahrenheit.  The  baby’s 
chart  records  thg  temperature  of  the  room 
and  also  of  the  box.  We  have  made  no  at- 
tempt as  a rule  to  control  humidity  accur- 
ately. The  comparative  temperatures  of  the 
baby’s  b6x  and  room  are  watched  very  care- 
fully until  it  is  found  how  much  ventilation 
is  necessary  for  the  child  in.  question.  It  is 
ocnsidered  better  to  have  the  infant’s  tem- 
perature as  high  as  101  degrees  rather  than 


to  have  it  remaining  very  long  as  low  as  97 
degrees.  Infants  who  have  been  at  a low 
temperature  for  any  considerable  period  of 
time  react  poorly  to  treatment.  Very  high 
temperatures  above  104  and  105  degrees  are 
dangerous,  producing  cyanosis  and  other 
difficulties.  An  understanding  nurse  will 
he  able  to  keep  the  baby’s  temperature  with- 
in safe  limits  in  a contrivance  such  as  this. 
The  infants  are  entirely  unclothed  and  are 
kept  clean  by  means  of  oil.  They  have  great 
freedom  of  motion,  and  we  have  been  quite 
surprised  after  the  first  few  days  to  find 
them  moving  about  as  much  as  they  do.  We 
believe  that  there  is  some  value  in  the  pro- 
vision for  this  exercise  on  the  nart  of  the 
premature,  child. 

Food 

A second  point  of  importance  is  the  choice 
of  food.  We  use  boiled  breast  milk  entirely 
and  feel  that  nothing  should  be  substituted 
for  it  if  it  is  available.  We  bend  every  effort 
to  secure  it,  and  consequently,  feed  all  of  our 
patients,  at  least  through  the  early  stages 
of  our  care,  on  this  food.  It  is  important  to 
know  how  much  to  feed,  when  to  begin  feed- 
ing, and  in  what  manner  to  administer  food. 
For  a period  of  6 to  12  hours  after  birth,  we 
offer  no  food  whatsoever.  If  the  baby  seems 
to  react  well  after  6 hours,  we  give  by  medi- 
cine dropper  5 c.c.  of  sterile  water.  If  this 
is  well  taken  and  swallowed  efficiently,  water 
is  given  every  2 hours.  If  water  is  well 
taken  during  the  first  12  hours,  the  first 
feeding  of  breast  milk  may  be  offered.  This 
is  5 c.c.  in  qua-^tity,  an  I it,  too,  is  given  by  a 
medicine  dropper  if  the  baby  swallows  well. 
Water  is  given  half  way  between  most  of  the 
feedings.  It  is  found  very  frequently  that 
the  medicine  dropper  or  nipple  method  of 
aiving  water  and  food  causes  too  much,  fa- 
tigue, and  consequent  cyanosis.  Therefore, 
many  infants  do  best  if  fed  entirely  by  gav- 
age  for  the  first  few  days  of  life.  An  asepto 
syringe,  one-half  ounce  in  capacity,  with  a 
pointed  tip  which  will  fit  into  a No.  10 
catheter,  is  satisfactory  for  this  purpose.  The 
catheter  should  be  passed,  according  to  the 
method  described  by  Hess,  through  the  mouth 
for  a distance  equal  to  the  measurement 
from  the  bridge  of  the  infant’s  nose  to  the 
xyphoid  process.  The  5 c.c.  amount  of  food 
is  increased  on  the  following  day,  if  all  is 
well,  to  10  c.c.  at  each  feeding.  We  cannot 
emphasize  too  much  the  necessity  for  judg- 
ing carefully  when  to  increase  or  decrease 
food.  If  there  is  any  regurgitation,  disten- 
tion, or  production  of  cyanosis  go  ver^"  gin- 
gerly about  the  increments.  Increase  the 
food  under  judgment  slowly  until  the  infant 
is  getting  sufficient  calories  to  gain  in 
weight.  In  Table  V the  patient  gained  nicely 
when  the  calories  reached  60  per  pound. 
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There  is  no  rule  iii  this  matter,  but  many 
do  well  and  will  ^ain  when  receiving  50  cal- 
ories per  pound.  Mcst  prematures  handle 
small  amounts  of  food  at  a time,  and,  there- 
fore, many  will  need  regular  feedings 
throughout  the  night. 


Infection 

Too  much  cannot  be  said  about  the  neces- 
sity for  having  these  infants  out  of  contact 
with  people.  The  premature  infant  is  a cyno- 
sure and  often  fatally  so.  Friends  leaning 
over  to  see  the  curicsity  and  talking  all  the 
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while  seem  to  be  a great  source  of  spray  iu- 
iectiou.  Haudirug  sliould  be  by  nurses  who 
care  tor  no  other  patients.  They  sdould 
never  Oe  doused  in  association  witd  the 
cniidren  s ward,  nor  sdould  nurses  trom  the 
children  s ward  relieve  the  nurses  in  charge 
ot  them.  We  have  seen  premature  inlanis 
introduced  into  the  children's  wal'd,  gain 
nicely  tor  a week,  and  then  suddenly  show  a 
sharp  tall  in  weight  with  metabolic  disturb- 
ances accompanied  by  pharyngitis  and  otitis 
media.  When  diarrhoea  occurs  in  the  pre- 
mature, infection  should  be  thought  of. 

Vitamin  llEiuciENCY. 

More  thoughtful  attention  must  be  given 
to  vitamin  necessities  at  this  time  of  life  than 
at  any  other.  Special  p/ecautions  to  guard 
against  rickets  must  be  taken  by  the  use  of 
cod  liver  oil  with  additional  Vitamn  D. 
A satisfactory  routine  may  be  established  by 
using  cod  liver  oil  and  viosterol  combined. 
This  may  be  done  by  giving  2 c.c.  of  cod  liver 
oil  and  20  drops  of  viosterol  daily  for  the 
first  three  months.  It  is  a great  mistake  to 
put  oils  in  the  infant's  milk  as  much  of  it 
IS  found  sticking  to  the  inside  of  the  bottle. 
Orange  juice  must  be  begun  early,  usually 
after  the  first  2 weeks,  and  may  be  given  to 
the  larger  prematures  as  one  teaspoonfil  of 
orange  juice  in  one-half  ounce  of  water.  In 
the  smaller  ones,  we  sometimes  begin  by  add- 
ing 5 to  10  drops  of  orange  juice  to  the  daily 
breast  milk  feedings.  In  transferring  the 
infant  from  breast  milk  feedings  to  formula 
feedings,  it  is  well  to  use  gradual  substitu- 
tions. The  formulas  which  we  use  for  the 
full-term  new-born  infant  seem  apjjlicable 
to  the  premature  infant  after  he  is  one  or 
two  months  old.  We  use  cooked  formxilas 
entirely,  and  have  noted  very  little  differ- 
ence in  the  various  types,  but  they  must  be 
adapted  to  the  child ’s  calorie  needs  and  must 
be  concentrated. 

Anemia 

This  must  be  thought  of  early  in  the  pre- 
inature  child,  and  the  prevention  of  rickets 
probably  plays  some  part  in  its  prophylaxis. 
We  have  the  impression  that  some  premature 
infants,  in  spite  of  all  methods  of  feeding 
with  which  we  are  familiar,  will  develop  an 
anemia  toward  the  end  of  the  first  year. 
Some  of  these  respond  quickly  to  iron  and 
ammonium  citrate  and  some  to  egg  feeding. 
Some  have  developed  anemia  in  the  presence 
of  adequate  amounts  of  iron,  egg,  vegetable 
puree,  liver  and  other  meat  feedings.  It  may 
be  possible  to  prevent  some  of  these  anemias 
by  the  use  of  that  form  of  liver  extract  which 
is  devised  for  secondary  anemia. 

The  Treatment  of  Untoward  Symptoms 

Cyanosis 

It  is  well  to  emphasize  the  fact  that  cyan- 
osis is  caused  more  commonly  in  the  prema- 


ture or  full-term  infant  by  conditions  other 
tnan  congenial  heart  disease.  It  might  seem 
unnecessary  to  mention  this,  but  we  find 
congenital  heart  disease  so  commonly  on  death 
certificates  of  the  new-born  that  we  feel  an 
expresssion  of  opinion  may  be  of  some  bene- 
fit. In  the  presence  of  cyanosis,  we  must 
think  of  several  causes.  Among  them  are  in- 
tracranial damage,  atelectasis  with  or  with- 
out intracranial  damage,  abdominal  disten- 
tion, gastric  distention,  overheating,  refrig- 
eration, respiratory  infection,  and  obstruc- 
tion to  breathing  caused  by  mucus  in  the 
nasopharynx.  Rhinitis  alone  in  infants  who 
do  not  breathe  through  their  mouths  reflexly 
will  cause  grave  cyanosis.  Careful  examin- 
ation and  analysis  must  be  done  in  each  case 
before  treatment  is  instituted.  In  distention, 
the  passing  of  a catheter  very  gently  into 
the  stomach  will  often  give  great  relief  as 
will  the  passing  of  a rectal  catheter  at  times; 
reduction  of  the  child’s  temperature  to  a 
more  normal  level  if  here  is  overheating,  and 
removal  of  mucus  from  the  pharynx  in  some 
cases.  For  atelectasis,  inhalation  of  carbon 
dioxide  5 percent  and  oxygen  95  percent  will 
often  restore  a better  color.  Some  infants 
are  benefited  by  the  inhalation  of  carbon 
dioxide  and  oxygen  mixtures  after  feedings 
which  have  produced  fatigue  and  consequent 
cyanosis.  When  cyanosis  is  caused  by  in- 
tracranial pressure,  the  treatment  resolves  it- 
self into  the  use  of  several  measures.  Such 
patients  should  be  thought  of  as  in  a similar 
condition  to  older  patients  with  head  in- 
juries. Changing  the  child’s  position  from 
prone  to  15  degrees  while  lying  in  bed  will 
help  some.  Lumbar  puncture  is  occasionally 
helpful.  Some  patients  seem  benefited  by 
hypodermic  injections  of  2 grains  of  caffein 
sodium  benzoate  every  6 hours.  This  has 
been  shown  by  Denker  (4)  to  reduce  spinal 
fluid  pressure  definitely  over  considerable 
periods  of  time  in  older  patients.  When 
convulsions  accompany  birth  injury,  there  is 
some  value  in  the  use  of  sedatives,  such 
as  luminal  in  large  doses  (grs.  ss)  and  at 
times  by  the  administration  of  olive  oil  one- 
half  ounce  and  ether  one-half  dram  by  rec- 
tum. The  control  of  twitching  and  light 
convulsions  will  often  restore  more  normal 
respiratory  rhythm.  Fluids  should  not  be 
entirely  restricted  in  birth  injury,  but  there 
is  some  value  in  moderately  restricted 
amounts. 

Diarrhoea 

Diarrhoea  must  be  carefully  judged.  Fre- 
quency of  stools  may  be  seen  in  Table  V, 
where  there  were  seven  or  eight  movements 
a day.  This  may  be  normal  in  some  babies 
who  are  gaining  and  doing  well.  In  a true 
diarrhoea  with  excoriation  of  the  skin,_  ap- 
parent illness  in  the  child,  loss  of  weight, 
and  regurgitation  of  food,  it  is  well  to  give 
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nothing  but  sterile  water,  sterile  normal  sa- 
line, or  weak  tea  solutions.  When  food  has 
been  restricted  for  12  hours,  begin  again 
using  small  amounts  as  advocated  in  the 
plan  suggested  for  the  feeding  of  the  first 
two  days  of  life  in  the  premature  child.  A 
blood  transfusion  seems  to  give  benefit  to 
some  of  these  children  in  the  early  stages  of 
their  treatment.  Intraperitoneal  saline  may 
be  used  if  necessary,  but  never  in  the  pres- 
ence of  distention.  It  sometimes  causes 
shock  and  difficult  breathing  in  the  small 
infant.  Boiled  breast  milk  seems  to  us  the 
best  type  of  food  for  the  premature  infant 
with  diarrhoea.  , 

Nursing 

In  caring  for  all  these  difficult  situations, 
the  greatest  success  will  be  obtained  by  hav- 
ing a nurse  constantly  in  attendance  who 
has  had  wide  experience  in  the  care  of  pre- 
mature infants.  She  should  confer  with  the 
doctor  in  charge  daily.  There  are  many 
critical  moments  when  the  difference  be- 
tween failure  and  success  in  the  care  of  the 
premature  baby  may  depend  upon  doing  the 
correct,  even  though  trivial  thing,  at  the 
right  time. 

Congenital  Syphilis 

This  is  a very  large  subject  and  will  only 
be  touched  upon  lightly  at  this  point.  We 
suggest  that  the  infant  born  of  a syphilitic 
mother  be  established  as  well  as  possible  in 
his  regular  premature  routine  before  begin- 
ning anti-syphilitic  therapy,  unless  there  are 
frank  symptoms  and  signs  of  syphilis  when 
first  seen. 

Care  of  the  Skin. 

It  is  our  opinion  that  these  infants  have 
a more  normal  skin  when  placed  undressed 
in  the  electrically  lighted  box.  They  are 
cleaned  with  oil  at  birth  and  are  kept  clean' 
with  oil  in  most  eases  for  the  first  two  or 
three  weeks  of  life.  It  is  possible  to  bathe 
them  carefully  in  a warm  place  with  or 
without  oil,  but  in  this  group  most  of  them 
have  been  oiled  throughout  the  first  half 
of  their  stay  in  the  hospital. 

Summary 

1.  Neonatal  -mortality  in  a public  hospital 
for  a period  of  six  years  has  been  shown. 

2.  The  colored  infant  showed  a lower 
■mortality  rate  for  the  new-born  period  than 
did  the  white  infant. 

3.  Mortality  rates  are  given  for  538  pre- 
mature and  immature  infants  weighing  be- 
tween 1,000  and  2,500  grams.  The  rates  are 
given  for  the  group  as  a whole  and  also  in 
three  divisions  according  to  weight. 

4.  The  mortality  rate  for  infants  whose 
weights  are  less  than  2,500  gra-ms  was  seven 


times  that  of  the  general  neonatal  mortality 
rate  for  this  hospital.  Infants  weighing  be- 
tween 1,000  and  1,500  grams  had  a mortality 
rate  three  times  as  high  as  those  weighing 
between  1,500  and  2,500  -grams. 

5.  The  colored  premature  infant  had 
greater  vitality  '.inder  the  same  conditions 
than  did  the  white  premature  infant. 

6.  Recommendations  for  routine  prema- 
ture care  are  given. 

7.  Treatment  in  complications  commonly 
arising  in  premature  care  is  discussed. 
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DISCUSSION 

J.  H.  Pritchett.  I wish  that  every  mem- 
ber of  the  Jefferson  -County  Medical  So- 
ciety could  have  heard  this  paper.  I con- 
sider it  one  of  the  most  important  .and  in- 
structive we  have  ever  heard.  This  paper 
represents  a great  amount  of  work,  personal 
thought,  research  and  study. 

For  sake  of  discussion,  we  may  say  that  pre- 
maturity is  of  two  types:  First,  the  normal 

premature,  that  is,  the  infant  who  presents  no 
evidence  of  injury  or  disease.  Second,  the 
pathological  premature  in  which  not  only  is 
there  prematurity  but  also  evidence  of  some 
pathology  as  intra-cranial  hemorrhage,  atelec- 
tasis, syphilis  or  some  such  disorder.  In  the 
latter  type  the  mortality,  as  would  be  expected, 
is  extremely  high.  Fortunately  prematurity  is 
the  exception,  therefore,  no  hard  or  fast  rules 
can  be  laid  down.  Age  and  weight  alone  will 
not  determine  th©  requirements  and  tolerance 
in  the  premature.  Stage  of  development  is  a 
more  important  factor  in  establishing  the  func- 
tional capacity  of  the  gastro-intestinal  system. 
In  other  words,  each  premature  is  a law  unto 
itself.  However,  certain  cardinal  principles  are 
most  essential,  such  as,  first,  maintenance  of 
body  heat,  second,  to  produce  a suitable  and 
sufficient  food.  Breast  milk  is  the  Sine  Qua 
Non  and  can  in  the  majority  of  cases  be  pro- 
cured. We  should  obtain  it  from  whatever 
source  possible,  and  if  in  doubt  as  to  its  purity, 
boil  it.  Lactic  acid  milk  can  be  used  since  it  af- 
fords a food  rather  high  in  caloric  value  to  a 
small  amount  of  fluid  intake.  By  that,  I mean 
we  can  give  a much  stronger  formula  as  re- 
gards the  food  and  protein  ratio,  thus  assuring 
more  calories  to  the  ounce  than  would  be  other- 
wise possible.  The  feeding  interval  calls  for 
some  consideration.  Provided  the  infant  can 
take  either  by  botlle,  feeder,  or  tuoe  (and  many 
must  thus  be  fed)  a sufficient  amount  and  re- 
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tain  it,  the  four  hour  interval  is  the  best,  as  it 
allows  complete  stomach  emptying  and  disturbs 
the  infant  the  least  and  gives  more  rest.  If 
the  infant  is  unable  to  take  or  retain  such 
amounts  of  food  as  needed*  on  the  four  hour 
schedule  then  the  two  or  three  hour  interval 
must  be  tried.  The  important  question  is  that 
they  must  have  a definite  amount  of  food  in 
twenty-four  hours. 

A third  cardinal  principle  is  the  prevention  of 
infection.  This  can  best  be  done  by  having 
some  intelligent,  responsible  person  to  have  en- 
tire charge  of  the  infant.  A nurse  trained  in 
the  care  of  prematures  will  be  of  immense 
value  along  this  line.  If  possible,  such  cases 
should  be  cared  for  in  hospitals  where  special 
apparatus,  as  Dr.  Smith  has  shown  us,  can  be 
used. 

Such  symptoms  as  cyanosis,  vomiting  and 
diarrhoea  are  bad  signs  and  certainly  increase 
the  worry  of  all  concerned.  It  is  well  to  remove 
the  infant  from  the  incubator  as  soon  as  com- 
patible with  the  progress  made.  Bearing  in 
mind  the  fact  that  these  infants  have  a very 
low  calcium  and  phosphorus  content,  the  factor 
of  rickets  and  anemia  becomes  an  important 
one.  The  early  use  of  vicsterol  and  cod  liver 
oil,  and  even  at  times  blood  transfusions,  are 
important.  The  inference  from  Dr.  Smith  is 
that  the  incidence  of  prematurity  is  on  the  in- 
crease. Regardless  of  the  usual  etiological 
factors,  the  fact  remains  that  the  stress  and 
strain  and  mental  worry  produced  by  the  pro- 
longed economic  situation  will  further  increase 
the  problem  of  those  of  us  who  care  or  attend 
such  infants. 

S.  Ht  Starr:  The  treatment  of  the  prema- 

ture baby  immediately  after  the  delivery 
deserves  special  emphasis.  This  treatment  con- 
sists principally  in  maintenance  of  tempera- 
ture; immediately  after  birth  cover  the  baby 
with  a towel,  clamp  and  cut  the  cord  and  place 
the  infant  in  a warm  bed  with  the  least  possible 
delay. 

The  prevention  or  prophylactic  treatment  is  an 
extremely  important  matter.  Syphilis  and  tox- 
emias are  the  most  frequent  known  causes  of 
prematurity.  By  instituting  intensive  anti- 
leutic  treatment  the  premature  incidence  ap- 
proaches that  of  non-luetics.  Of  course  the 
proper  management  of  toxemia  reduces  those 
cases  to  a minimum  of  prematurity.  It  may  be 
well  to  mention  however,  that  approximately 
half  of  the  prematures  at  the  City  Hoispital 
have  undetermined  causes. 

Generally  speaking,  the  prognosis  of  prema- 
ture babies  due  to  morbid  conditions  in  the 
mother,  such  as  ante-partum  hemorrhage,  tox- 
emias, and  syphilis  is  much  worse  than  in  those 
children  whose  mothers  are  apparently  her.Ithy. 

James  W.  Bruce:  This  certainly  has  been  a 
most  interesting  paper  of  Dr.  Smith’s  and  rep- 


resents a tremendous  amount  of  work  on  his 
part. 

I would  like  to  mention  one  more  cause  of 
prematurity;  that  is,  “shot-gun  marriages.” 

Regarding  the  matter  of  the  type  of  food  for 
the  premature  baby:  Breast  milk  is  an  essential 
food.  Every  premature  infant  snouid  positively 
receive  breast  milk;  one  should  go  to  any 
amount  of  trouble  to  obtain  breast  milk.  In 
some  cities  there  are  Breast  Milk  Dispensaries. 
It  is  a rather  pathetic  sight  to  see  the  father 
of  a premature  infant  going  around  from  one 
hospital  to  another  begging  breast  milk  for  his 
baby.  I had  a case  recently  where  the  parents 
made  arrangements  with  some  people  in  Cin- 
cinnati to  send  a pint  of  breast  milk  to  them 
every  day  over  the  B.  & 0. 

Now,  as  to  the  manner  in  which  a premature 
baby  should  be  fed.  Of  course,  they  should  be 
fed  from  a bottle  if  they  will  take  their  milk 
that  way:  but  usually  the  premature  infant  is  so 
weak  that  he  uses  too  much  energy  and  vitality 
to  swallow  his  food.  The  premature  should  not 
be  fed  longer  than  10  minutes  at  a time.  The 
use  of  a medicine  dropper  often  chokes  a baby 
and  one  is  liable  to  get  food  into  the  larynx,  so 
this  can  be  a dangerous  thing.  I believe  the 
method  of  feeding  the  premature  baby  by 
gavage  is  the  preferable  way.  This  takes  a 
minimal  amount  of  time  and  energy.  It  is  the 
better  way  to  feed  a premature,  especially 
during  the  first  few  days  of  life.  Give  5 c.c. 
of  milk  every  three  or  four  hours,  increasing 
5 c.c.  every  day  until  you  get  up  to  the  caloric 
requirement. 

Carbon  dioxide  and  oxygen  mixtures  are  help- 
ful in  getting  the  respirations  of  premature 
babies  under  way.  Use  90  to  95  percent  oxygen 
and  5 to  10  percent  carbon  dioxide.  Carbon 
dioxide  stimulates  respirations  and  makes  them 
deeper  and  fuller,  expands  the  lungs  more  com- 
pletely and  prevents  atelectasis.  You  will  notice 
from  Dr.  Hess’  statistics  that  atelectasis  is  the 
chief  cause  of  death  in  prematurity.  Atelectasis 
may  cause  death  by  itself  or  may  become  in- 
fected and  give  rise  to  bronchopneumonia.  You 
will  see  that  bronchopneumonia  ranks  high  as 
cause  of  death  in  jirematurity.  I believe  the 
routine  use,  every  three  or  four  hours  for  5 or 
10  minutes  at  a time,  of  carbon  dioxide  and 
oxygen  mixtures  is  a good  thing  in  premature 
babies. 

Premature  babies  are  very  susceptible  to 
rickets  and  should  be  given  antirachitic  treat- 
ment as  early  as  possible.  Cod  liver  oil  does 
not  stay  on  the  stomach  very  well  and  ultra 
violet  lamps  are  impractical  for  most  prema- 
tures. This  is  a splendid  field  for  viosterol. 
It  should  be  given  in  large  doses,  about  20  drops 
a day.  T have  never  seen  it  do  any  harm  and 
have  been  able  to  prevent  rickets  in  several 
veiy  small  prematures. 

Why  does  the  premature  baby  require  so 
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much  food?  We  ordinarily  say  that  food  energy 
is  used  in  four  ways: 

1.  Basal  metabolism. 

2.  Activity. 

3.  Excretion. 

4.  Growth. 

Now  we  know  that  basal  metabolism  is  low 
in  prematurity.  We  also  know  what  activity  is 
practically  nothing.  Excretion  can  be  estimated 
at  10  percent  the  same  as  with  older  children. 
Therefore,  we  are  forced  to  the  conclusion 
that  rapid  growth  is  the  way  this  food  energy 
is  largely  used.  The  rapid  rate  of  growth  of 
the  premature  bears  this  out.  Where  the  full 
term  baby  doubles  its  weight  in  five  months 
and  triples  it  in  a year,  the  premature  may 
double  its  weight  in  three  months  and  increase 
four  or  five  times  its  birth  weight  in  a year. 

The  question  always  arises,  is  the  oaby  worth 
saving.  Statistics  vary  on  the  outlook  for  pre- 
mature babies.  Some  figures  show  that  pre- 
matures do  as  well  as  full  term  habit  j.  Others 
show  that  the  incidence  of  subnormal  mentality, 
paralysis  and  defects  of  various  kinds  is  higher 
in  prematuic?  than  in  full-term  babies.  How- 
ever, as  Doctors,  it  is  up  to  us  to  do  the  best 
>ve  can. 

AUc)c  N.  Pickett:  In  this  hospital 

the  babies  are  put  under  the  care  of  the 
pediatric  department  as  roon  as  they  leave  the 
delivery  room.  The  oostetricians,  however,  have 
the  opportunity  of  watching  the  treatment  of 
all  babies  and  of  course  we  have  been  especially 
interested  in  the  prematures.  In  spite  of  thirteen 
years  of  such  opportunities,  I do  not  yet  feel 
capable  of  taking  care  of  premature  babies. 
More  and  more  I come  to  realize  that  each 
premature  baby  is  a law  unto  itself  requiring  the 
most  meticulous  care  ol  an  experienced  pedia- 
trician. 

For  several  years  now  I have  been  following 
a plan  which  I can  heartily  recommend  to  every 
geneiral  practitioner  and  O'blstetrician  present 
here  this  evening.  Whenever  one  of  my  patients 
goes  into  premature  labor  I ask  a pediatrician 
to  be  present  in  the  delivery  room  at  the  time 
of  the  delivery.  The  baby  is  turned  over  to 
him  as  soon  as  the  cord  is  cut  and  the  full  re- 
sponsibility for  the  neonatal  care  is  laid  upon 
him.  It  is  not  fair  to  the  baby  or  to  the 
pediatrician  to  call  in  the  consultant  after  the 
care  given  by  the  obstetrician  has  proven  a 
failure  and  valuable  time  has  been  lost.  Nor  is 
it  fair  and  honest  to  turn  over  the  care  of  the 
baby  to  the  nurses  who  must  “bootleg”  ex- 
perienced advice  from  the  pediatrician  who  may 
be  visiting  patients  in  the  nursery.  I feel 
that  the  premature  baby  is  safer  in  the  hands  of 
the  pediatrician  than  he  is  in  mine.  He  cer- 
tainly deserves  all  the  help  that  the  medical 
profession  can  give  him.  You  have  been  listen- 
ing to  the  distressing  mortality  rates  prevalent 
among  premature  babies.  Surely  none  of  us 
could  be  criticized  for  asking  for  help  when 
we  are  caring  for  a condition  which  results  in 


a mortality  rate  ol  40,  60  or  60  percent. 

W.  T.  McConnell:  I think  Dr.  Smith  has  con- 
vinced Us  of  the  fact  that  much  depends  upon 
the  prenatal  care  of  the  mother.  If  the  mother 
who  is  not  well  gives  birth  to  a premature  baby 
because  of  her  devitalized  condition,  the  infant 
is  in  grave  danger.  A premature  of  7%  months 
bom  of  a healthy  mother  has  a tetter  chance 
than  a 8%  months’  child  born  of  a diseased 
mother.  Especially  is  this  true  when  the  mother 
has  a disease  such  as  syphilis  or  toxemia.  If  we 
are  going  to  do  our  part  as  obstetricians,  we 
have  to  see  to  it  that  our  mothers  are  kept  in 
the  very  best  condition.  If  she  does  get  this 
care,  even  though  the  baby  is  premature,  it  has 
a much  better  chance.  We  have  to  look  out  for 
early  signs  of  toxemia  in  our  patients.  If  we 
can  do  this,  we  can  contribute  our  part  as  obstet- 
ricians. 

Dr.  Smith  gave  us  a very  valuable  paper  and 
brought  to  my  mind  the  thought  that  if  we  do 
the  best  for  the  premature,  we  must  see  that 
the  mother  is  taken  good  care  of  before  the 
birth  of  infant,  then  when  the  baby  arrives 
secure  a good  pediatrician  and  a good  nurse  to 
see  that  baby  is  well  taken  care  of. 

J.  J.  Glaboff:  Quoting  the  statistics  of  Dr. 
Crawford,  published  in  1931,  concerning  the 
number  of  births  at  the  Philadelphia  Lying  In 
Hospital,  I -wish  to  state  that  out  of  4,495  de- 
liveries there  were  231  prematures,  or  a per- 
centage of  5.2.  In  91  cases  the  c.auses  for  pre- 
maturity were  as  follows:  31  due  to  S3rphili&;  26 
to  twins;  12  to  toxemia;  other  causes  accounted 
for  the  remainder.  Of  these  231  prematures,  82 
died,  or  a mortality  rate  of  35%.  This  was  ac- 
counted for  as  follows:  Prematurity,  50%;  lues 
23.2%;  intracranial  injury,  pulmonary  atelec- 
tasis and  pneumonia  each  5%.  The  average 
age  of  the  mother  in  this  series  was  21  years. 
She  had  had  2-mos.  prenatal  care  and  91.8% 
were  in  perfect  health.  The  average  weight  of 
these  prematures  was  4-lbs.  There  was  a 7-oz. 
loss  during  the  first  five  days.  Birth  weight 
regained  on  the  11th  day  and  weight  on  the  21st 
day  was  4-lbs.  and  14-oz. 

Gertrude  Griess  at  the  Cologne  Children’s 
Clinic,  stated  that  out  of  383  prematures  bom 
within  the  past  ten  years,  55%  died.  Pneumonia 
was  one  of  the  largest  causes  of  this. 

I also  want  to  mention  that  in  Von  Russ’ 
statistics  taken  from  a period  of  4%-yrs.,  as  re- 
ported in  1930,  that  none  of  the  prematures 
under  1500-grams  survived. 

Infants  under  28-weelcs  have  a bad  prognosis 
and  over  32-weeks  the  prognosis  as  to  life  is 
better. 

I wish  to  thank  Dr.  Smith  for  his  wonderful 
presentation  of  this  subject. 

Max  L.  Garon:  In  Dr.  Hess’  Vitality  tables 
there  is  a group  of  prematures  weighing  6-6  %- 
lbs.  Dr.  Smith  very  aptly  brought  out  the  fact 
that  many  full  term  children  are  born  weigh- 
ing, 10,  11  and  even  12-lbs.  and  that  it  would 
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be  logical  to  expect  these  mothers,  should  they 
be  toiced  to  premature  labor,  to  deliver  a fetus 
of  6-lbs.  at  7 or  7 -mos.  In  a case  of  this 
scrt,  I would  like  to  kno’v  what  criteria  are  em- 
ployed in  determining  the  prematurity? 

Leon  L.  Solomon:  I arise  to  pay  public  trib- 
ute to  the  fine  paper  presented  this  evening  by 
Ur.  Smith.  I am  impressed  by  the  enormity  of 
statistics  referred  to  by  the  essayist,  which  in- 
cludes more  than  7,000  cases  of  premature  in- 
fants recorded  in  this  hospital,  and  some  15,000 
recorded  elsewhere,  also  reviewed  by  the  essayist. 

Medicine  has,  indeed,  become  daily  more  ac- 
curate. I recall  that  there  were  only  four  pre- 
mature births  in  the  City  Hospital  during  the 
year  in  which  I served,  ending  March,  1894. 
Two  of  these  cases  were  seen  in  my  service — 
one  was  a spontaneoi.^-  delivery,  in  which  the  in- 
fant was  expelled  into  the  toilet.  The  young 
mother  seized  with  severe  cramps,  which  she 
interpreted  as  being  in  the  bowels,  left  her  bed 
before  she  had  been  taken  to  the  delivery  room. 
The  baby,  a six  months’  fetus,  was  placed  in  just 
such  a constructed  box  as  the  one  shown  by  Dr. 
Smith  tonight.  This  home-made  incubator  was 
the  property  of  Dr.  K.  B.  Gilbert,  Professor  of 
Pediatrics  in  the  University  of  Louisville.  It 
was  heated  by  a coal  oil  lamp. 

The  mortality  among  premature  babies  was, 
in  those  days,  exceedingly  high.  As  a matter 
of  fact,  the  baby  under  seven  months  was  con- 
sidered as  hardly  worth  an  effort  to  save. 

Though  medicine  is  not  a mathematical  science 
notwithstanding  the  many  strides  recently  made, 
and  other  refinements  and  advances  which  will 
come  with  time,  and  though  it  may  never 
achieve  mathematical  precision,  slowly,  but  cer- 
tainly, we  march  ahead,  there  being  in  no  de- 
partment moie  worthwhile  to  advance  than  that 
which  has  been  recorded  in  the  lowering  of 
mortality  ra'^e  during  mfancy  and  early  child- 
hood. I congratulate  the  society  on  having  been 
permitted  to  he.ar  Dr.  Smith’s  paper. 

Dr.  T.  Cook  Smith  (in  closing)  ; I wish  to 
thank  you  gentlemen  and  Dr.  Pickett  for  your 
kind  discussions. 

I am  unable  to  date  the  antiquity  of  such  con- 
trivances as  this  premature  box.  Dr.  Rotch  had 
a box  which  was  a good  deal  like  the  one  which 
I have  shown  this  evening.  I believe  also  that 
it  was  arranged  so  that  the  baby  could  be  weigh- 
ed without  taking  him  from  the  box.  It  was 
heated  by  a metal  flue  passing  through  the  box 
and  leading  to  a little  burner.  The  questions  as 
to  the  criteria  for  determination  of  prematurity 
are  many.  If  course,  weight  is  not  the  only 
consideration.  The  condition  of  the  skin  is 
especially  important.  In  the  prematuie,  it  is  red, 
wrinkled,  lacking  in  subcutaneous  fat,  and  cov- 
ered with  fine  lanugo  hair;  lack  of  growth  of 
the  nails;  the  type  of  reaction  to  various  stimuli; 
the  failure  to  maintain  a normal  temperature; 
all  of  these  are  important.  In  regard  to  the  men- 
tal growth  of  the  premature,  recent  observa- 
tions would  suggest  that  after  eliminating  the 


syphilitic  and  those  oi  known  Pirth  injury,  tests 
lui  iiiLenigence  give  reactions  lor  prematures 
quite  simuar  to  tne  reports  on  otner  cniiuren 
Lxie  same  me  strata.  Statistics  are  available 
tnis  year  irom  a stuuy  made  ;oy  Monr  in  v^nicago. 
Ill  regard  to  tne  diagnosis  ol  birtn  injury,  i 
tninK  we  can  depend  more  on  cyanosis,  twitch- 
ing, mild  lorms  oi  convulsions  anu  pecuii;  • types 
lesijuaimii  uiaii  on  anyfiing  else, 
iviein  01  Gmcago  has  made  a great  many  stud- 
ies OI  tne  spinal  iiuid  oi  premature  infants, 
ine  premature's  spinal  fiuid  is  xanthochromic 
normally,  it  is  practically  impossible  to  detect 
the  diiieience  between  traumatic  iresh  blood 
in  tne  spinal  lluid  and  that  follov/ing  the  birth 
iiemorrhage. 

i^et  me  reiterate  that  we  must  bear  in  mind 
that  cyanosis  is  caused  more  commonly  by  birth 
injury  than  by  congenital  heart  disease.  Many 
iniants  with  congenital  heart  disease  will  be 
cyanotic,  but  in  most  instances  they  are  not  of 
abnormal  color.  Alpha-iobelin  is  of  some  value 
in  restoring  respirations,  but  nas  its  dangers 
in  over-dosage.  1-40  gr.  is  the  correct  dose,  and 
it  should  not  be  repeated  frequently.  A mixture 
of  carbon  dioxide  and  oxygen  is  helpful  in  pro- 
moting respirations. 

Let  me  again  thank  this  Society  for  their  kind 
attention  in  the  presentation  of  this  paper. 

SYMPOSIUM:  LOBAR  PNEUMONIA 

THE  DIAGNOSIS  OE  LOBAR  PNEU- 
MONIA* 

J.  Murray  Kinsman,  M.  D. 

Louisville. 

The  problem  of  diagnosis  in  lobar  pneu- 
monia naturally  divides  itself  into  tlir.=ie  parts : 
(1)  The  determination  of  the  fact  that  the 
patient  has  lobar  pneumonia  rather  than  some 
other  disease;  (2j  the  identification  of  the 
cau.sative  organism  is  order  that  proper  spe- 
cific treatment  may  be  instituted,  if  avail- 
able, and  (3)  the  recognition  and  evaluation 
of  certain  factors  upon  which  ,i  reasonable 
prognosis  can  be  based. 

We  are,  all  of  us,  only  too  familiar  with 
the  classical  picture  of  lobar  paciir.onia  lo 
benefit  from  a mere  discussion  and  elaboration 
of  the  symptoms  and  signs  of  that  ubiqui- 
tous disease.  Even  the  most  ignorant  man- 
in-the-street  fears  pneumonia  wiwn  he  sud- 
denly develops  a pain  in  the  side  of  his  chest, 
a chill,  feverishne.ss  and  cough — eipecia  iy  if 
he  has  hac]  a cold  for  a few  days  previously. 
And  if  he  begins  to  expectorate  thick,  bloody 
sputum,  his  worst  fears  are  confirmed.  When 
we  first  see  this  patient,  he  is  apt  to  appear 
very  ill,  with  a worried,  drawn  expression, 
perhaps  with  herpes  on  his  lips,  dilatation  of 
the  alae  nasi  with  respiration,  and  possibly 

*Read  before  the  Jefferson  County  Medical  Society. 
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fyanosii>.  His  tempei'atui’e,  pulse  aaid  res- 
pirations will  De  elevated.  And,  upon  exani- 
iniiig-  his  chest,  we  will  probably  find  decreas- 
ed expansion  of  one  side  with  a dull  note, 
increased  vocal  fremitus  and  blowing  or  tubu- 
lar breathing'  with  perhaps’  a few  crepitant 
rales.  (Jur  aiagnosis  is,  oi  course,  conlirmed 
ai  once,  for  that  is  tlie  typical  picture  of  lo- 
bar pneumonia. 

in  a public  hospital,  where  the  patient  is 
usually  brought  in  only  when  tue  condition 
IS  luiiy  developed,  it  is  this  typical  condition 
that  is  usually  seen.  But  in  priva.e  praciiie, 
me  doctor  usually  sees  the  patient  very  early 
in  the  illness,  or  perhaps  he  has  been  treating 
him  in  the  meantime  ior  his  cold  and  he  has 
suddenly  developed  a chill,  it  is  in  such  cases 
belore  consolidation  has  fully  developed,  that 
diagnostic  acumen  is  needed,  it  may  not  be 
amiss,  therefore,  to  go  into  somewhat  more 
detail  concerning  the  signs  and  symptoms  to 
be  elicited  at  this  stage: 

The  age,  sex  and  race  of  the  patient  are  of 
no  help  whatsoever,  for  pneumonia  is  no  re- 
specter of  persons. 

it  will  be  noted  that  in  general  the  figui-es 
from  the  two  sources  agree  fairly  closely,  the 
greatest  discrepancy  appearing  in  the  age 
groups,  where  the  City  Hospital  series  showed 
a large  proportion  of  cases  occurring  in  mid- 
dle life.  Turee-quarters  of  the  cases  occurred 
in  males  and  one-quarter  in  females  two- 
thirds  were  colored  and  one-third  white. 

•Symptoms:  The  mode  of  onset  of  symptoms 
is  of  great  importance,  in  1,276  collected 
cases,  SO  per  cent  began  suddenly  and  20  per 
cent  insidiously.  The  initial  symptoms  are 
of  importance  because  of  their  relative  con- 
stancy. 

A chill,  either  a true  rigor  or  a feeling  of 
chilliness,  occurs  in  over  50  per  cent  cf  cases. 
The  temperature,  of  course,  rises  during  the 
chill. 

Pain  in  the  side  of  the  chest  is  extremely 
common,  occurring,  according  to  one  writer, 
in  90  per  cent  of  cases.  The  pain  is  caused 
by  the  co-incidental  pleurisy  anl  i-  -'1  the 
"stitch  in  the  side”  type.  Paradoxically,  the 
pain  may  be  located  on  the  contralateral  side 
from  the  pneumonic  co'jQSolidatdon.  More- 
over, it  is  not  infrequently  located  in  the 
upper  abdomen  (7.7%  in  658  cases — Chat- 
ard)  and  more  rarely  in  the  lower-  so  that  as 
common  knowledge  shows,  these  patients  are 
occasionally  operated  on  for  some  acute  intra- 
abdominal lesion.  The  detection  of  a friction 
rub  over  the  affected  area,  the  increase  in 
pain  by  moderate  pressure  and  its  ameliora- 
tion or  cessation  by  pressure  firm  ■ v i" 
immobilize  that  portion  of  the  chest,  as  by 
the  application  of  adhesive  strips — these  are 
important  points  in  helping  to  establish  that 
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Uie  pajn  is  pleural  and  not  peritoneal  in 
origin. 

.spnea  makes  its  appearance  early,  chief- 
ly as  a result  of  toxemia,  but  exaggerated  by 
tne  necessity  for  shallow  breathing  occasioned 
oy  me  pleural  pain. 

H mere  has  been  a bronchitis,  cough  will 
have  been  present  before  the  onset  of  the 
pneumonia ; if  not,  it  usually  develops  very 
quickly — sometimes  as  soon  as  the  paroxysm 
or  rigor  is  over.  At  first  it  is  dry  and  un- 
productive, anti  extremely  painful;  later,  ex- 
pectoration appears  and  the  cough  may  par- 
tially abate.  But  it  is  to  be  emphasized  that 
in  the  beginning  it  may  be  en*-irely  unpro- 
ductive. 

The  sputum  is  at  first  scanty,  frothy,  white 
or  streaked  faintly  with  blood,  in  a few 
hours  it  becomes  frankly  blood-streaked  and 
rusty.  It  is  thick,  viscid  and  tenacious,  and 
difficult  to  cough  up.  Cecil  (2) says  th  rusiy 
sputum  occurs  only  in  lobar  pneumonia  and 
js  ])athognomonic  of  that  condition,  but  other 
authors  and  my  own  observations  lead  me 
to  believe  that  it  can  occur  also  in  broncho- 
pneumonia, and  that  the  finding  of  rusty 
.sputum,  while  very  strong  evidence  that  we 
are  dealing  with  a case  of  lobar  piie  ^mouia, 
docs  not  establish  the  diagnosis  beyond  ques- 
tion. it  is  of  interest  to  inquire  as  to  what 
percentage  of  patients  with  lobar  pneumonia 
liave  rusty  or  bloody  sputum. 

Analysis  of  i25  cases  admitted  to  the 
Louisville  City  Hospital  for  yen’  illdO--.' 
shows  that  75%  of  them  have  rusty  or  bloody 
sputum.  This  is  a little  higher  percentage 
that  usually  given. 

Signs:  Now,  what  are  the  earliest  physical 
signs  of  lobar  ijneumonia  1 The  patient  usual- 
ly appears  quite  ill  early  in  the  disease,  al- 
though many  patients,  especially  among  the 
negroes,  may  never  exhibit  the  characteristic 
prostration.  The  respiratory  rate  is  apt  to 
be  increased  and  “catchy”  in  character. 
Herpes  occurs  in  about  one  case  in  five  (21.2 
jier  cent  of  4,447  collected  cases — Norris  & 
Farley).  Cyanosis  does  not  develop  until 
consolidation  has  set  in. 

During  the  early  stage  ‘1  disease,  the 
patholoigical  picture  in  tn'"*  lun,rs  is  om-  of 
congestion,  with  loss  of  elasticity  of  the  alve- 
olar walls  and  consequent  dilatation  of  the 
alveoli,  which  may  contain  some  serum  and 
blood  cells.  During  this  stage,  there  may  be 
noticed  some  lagging  or  impairment  of  motion 
on  the  affected  side.  The  percussion  note  at 
this  time  is  not  dull  or  impaired,  but  is  apt 
to  be  hyper-resonant  or  even  almost  tym- 
panitic, due  to  the  “resonance  chamber” 
effect  of  the  stretched  alveolar  sacs.  The 
increase  in  resonance  may  be  so  marked  that 
the  site  of  consolidation  may  be  thought  to 
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be  on  the  sound  side;  aue  to  the  relatively 
less  resonance  on  that  side.  Dullness  does  not 
develop  until  true  consolidation  becomes  def- 
inite. 

On  auscultation  the  earliest  definite  sign  is 
not  bloiving  breathing,  but  suppression  or 
diminution  of  the  normal  vesicular  murmur, 
which  becomes  more  and  more  bronchial  in 
character  and  gradually  louder  as  consolida- 
tion develops.  The  suppresii)'!  oi  the  breath 
sounds  at  the  beginning  is  very  common  and 
occasionally  persists  throughuiit  ^te  attack. 

Vocal  resonance  and  fremitus  parallel  the 
breath  sounds,  being  present  when  they  are 
tubular  in  character  and  absent  when  they 
are  suppressed. 

The  most  constant  and  most  suggestive  sign 
of  early  pneumonia  is  the  hearing  of  fine 
crepitant  rales.  These  rales  were  first  de- 
scribed by  Laennac  and  although  not  patho- 
gnomonic of  pneumonia,  are  yet  very  sugges- 
tive, especially  if  they  are  heard  at  the  bases. 
They  occur  toward  the  end  of  inspiration  and 
are  apt  to  occur  in  sliowers.  Later,  as  the 
breath  sounds  assume  a tubular  quality,  they 
tend  to  disappear,  and  during  the  stage  of 
consolidation  are  usually  not  heard  at  all. 

One  other  sign  frequently  heard  on  auscul- 
tation is  the  friction  rub  (mentioned  above) 
which  so  frequently  accompanies  the  dry 
pleurisy  of  the  onset.  This  may  be  present  at 
a very  early  stage. 

There  are  certain  cases  of  pneumonia  in 
which  no  physical  signs  can  be  elicited  at  all, 
because  of  the  fact  that  it  is  the  central  por- 
tions of  the  lung  which  are  involved.  To 
this  is  given  the  name  of  “Central  Pneu- 
monia.” The  diagnosis  may  be  suspected  be- 
cause of  the  typical  symptoms  and  the  ab- 
sence of  physical  signs,  but  x-ray  evidence  is 
necessary  to  establish  the  diagnosis.  As  a 
matter  of  fact,  it  is  quite  generally  accepted 
that  all  pneumonias  begin  centrally  and  ex- 
tend toward  the  periphei’y.  A central  pneu- 
monia, then,  simply  represents  a condition 
where  the  involvement  has  been  arrested  be- 
fore the  inflammatory  reaction  reaches  the 
periphery  of  the  lung,  and  differs  from  the 
usual  form  in  no  other  important  respect. 

A diagnosis  of  lobar  loneumonia,  then,  may 
be  made  shortly  after  the  onset,  upon  a his- 
tory of  a sudden  chili,  with  fever,  a dry 
cough,  pain  in  the  chest  and  prostration ; and 
upon  the  finding  on  examination  of  an  acute- 
ly ill  patient,  with  some  dyspnea  or  a rapid 
respiratory  rate,  slight  impairment  of  mo- 
tion of  one  side  of  the  chest,  slight  to  moder- 
ate hyper-resonance  on  percussion,  distant 
breath  sounds,  fine  crepitant  rales,  and  per- 
haps a friction  rub. 

Of  course  there  are  many  other  factors 
which  may  help  to  corroborate  the  diagnosis. 


such  as  tachycardia,  nose  bleed,  leukocytosis 
of  the  polymorphonuclear  type,  etc.,  but  since 
these  occur  in  many  other  types  of  infection, 
their  diagnostic  value  is  rather  incidental. 
They  do  help,  however  in  distinguishing 
pneumonia  from  such  infections  as  typhoid 
lever  and  influenza,  for  example. 

Tuberculosis  may  be  confused  with  pneu- 
monia, but  its  less  sudden  onset,  its  tendency 
to  involve  the  upper  rather  than  the  lower 
portions  of  the  lung,  and  its  lower  white 
count  with  a lymphocytic  tendency,  help  in 
ruling  it  out. 

Pleural  effusion  is  probably  the  one  con- 
dition which  presents  the  greatest  difficulty 
in  differential  diagnosis.  Although  theoretic 
ally,  the  two  conditious  have  quite  different 
symptoms  and  signs,  yet  in  practice  one  finds 
atypical  cases  of  both  which  simulate  the 
other  almost  exactly.  X-rays,  the  leukocyte 
count  and  exploratory  tap  may  be  of  value, 
but  the  most  important  factor  is  the  finding 
of  pneumococci  in  the  sputum.  Of  physical 
signs  1 am  convinced  that  the  percussion  note 
is  the  only  one  to  be  relied  upon,  the  flat 
note  of  fluid  with  the  feeling  of  resistance  it 
imparts  to  the  finger  being  sometimes  quite 
easily  distinguishable  from  the  dullness  and 
non-resistance  of  consolidation. 

It  must  be  noted,  though,  that  not  infre- 
quently a correct  differential  diagnosis  can 
be  arrived  at  only  by  observing  the  course  of 
(lie  disease,  or  by  an  examination  of  the 
sputum. 

The  diagnosis  in  lobar  pneumonia  is  not 
completed  only  by  establishing  that  the  pa- 
tient has  pneumonia  and  by  designating 
which  portions  of  the  lungs  are  involved.  For 
purposes  of  rational  treatment,  the  determi- 
nation of  the  causative  organism  is  also  nec- 
essary. Although  a not  inconsiderable  num- 
ber of  cases  of  pneumonia  arc  caused  by  the 
streptococcus,  a few  by  such  organisms  as  the 
staphylococcus,  Friedlander’s  bacillus,  etc., 
and  especially  during  epidemic  periods, 
many  by  the  influenza  bacillus,  yet  in  the 
great  majority  of  cases,  the  pneumococcus  is 
the  offending  agent.  And,  although  the 
treatment  of  the  former  kinds  is  largely  symp- 
tomatic, yet  because  the  treatment  of  the 
l)neumococci  kind  is  specific  for  certain  types 
of  the  organism,  an  effort  should  be  made  to 
determine  not  only  the  organism  present,  but 
its  type,  if  it  is  a pneumococcus.  Now,  there 
is  a septicemia  in  many  of  the  cases,  and  the 
organisms  can  be  cultured  from  the  blood- 
stream. But  this  requires  considerable  time, 
during  which  the  patient  might  have  been  re- 
ceiving the  valuable  effects  of  appropriate 
serum.  A more  rapid  and  the  more  usual 
method  is  to  use  the  sputum-  as  soon  as  any 
appears.  This  is  injected  into  the  peritoneal 
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cavity  of  a wiiite  mouse  from  which,  after  six 
or  eight  hours  a pure  culture  of  pneumo- 
cocci ca  u bft  obtained.  This  can  then  ue  typed 
w’lthin  an  hour,  so  that  the  type  may  be 
known  within  :.even  to  nine  hours  after  ine 
sputum  is  first  collected.  ]\fauy  laboratories 
wait  ten  or  twelve  hours  before  killing  the 
mouse,  but  six  hours  is  usually  quite  long 
enougn,  and  many  of  the  mice  die  within  this 
time  anyway. 

fvecently  two  other  methods  have  been  de- 
veloped to  shorten  the  time  required  for  typ- 
ing. Ut  these,  the  more  rapid  is  tbe  Kruni- 
wiede  method  (d)  which  involves  the  prepara- 
tion ot  the  specific  antigen  direct  from  the 
pneum'ococci  present  in  the  sputum  itself.  The 
sputum  IS  treated  with  certain  reagents  until 
a clear  solution  is  obtained.  This  solution  is 
supposed  to  contain  the  antigenic  portions  of 
the  pneumococci  present  in  tiie  sputum.  This 
solution  is  then  added  direct  to  the  appropri- 
ate sera  and  the  reaction  is  obtained  within 
a few  minutes.  Obviously  this  method  will 
give  positive  results  011I3’  if  the  sputum  eon- 
laiiis  a relative  large  number  of  pneumococci. 
The  total  time  required  may  be  less  than  one 
liour. 

The  other  rapid  method  is  known  as  the 
Sabin  method,  (-f.j  In  this,  drops  of  peri- 
toneal exudate  are  taken  from  the  peritoneal 
cavity  of  the  injected  mouse  from  two  to  five 
houji’s  after  injection  aaid  mixed  with  the 
appropriate  sera  and  the  reaction  noted  mi- 
croscopically. Cecil  and  llusseil  have  recently 
reported  the  results  of  the  use  of  these  two 
methods  in  the  typing  of  their  Type  11  pneu- 
monia cases  at  the  Bellevue  Hospital  for  the 
hospital  year  193U-1931.  During  this  time 
there  were  58  cases  of  the  Tyjie  11  pneumonia 
as  determined  by  the  typing  of  the  organism 
obtained  from  the  heart’s  blood  of  the  inject- 
ed white  mouse.  Their  procedure  was  to  in- 
ject the  mouse  routinely,  then  to  try  the 
Ivrnmwiede  method  direct  on  the  sputum  and 
then  to  'check  it  with  the  Sabin  method.  The 
results  are  as  follows : Of  the  58  eases,  28 
were  positive  with  the  Krumwiede  method, 
and  of  these  25  were  sharply  positive;  there- 
fore, 43%  of  the  58  cases  were  definitely 
typed  in  less  than  one  hour.  Of  the  58  cases, 
52,  or  90%  were  positive  with  either  the 
Krumwiede  or  the  Sabin  method  within  five 
liours.  The  Krumwiede  method  gave  no  false 
reactions  and  the  Sabin  method  only  two. 
Therefore,  it  is  apparent  that  by  the  use  of 
these  methods  the  type  of  infecting  organism 
should  be  known  within  five  liours  in  about 
nine-tenths  of  the  cases. 

Cecil  and  Russell  (5)  also  point  out  that 
if  the  patient  is  unable  to  raise  sputum,  typ- 
ing may  still  be  done  in  most  eases  by  swab- 
bing the  ’^harvnx,  culturing  in  broth  for  two 


hours  and  then  injecting  1 re.  into  a mouse, 
following  which  the  microscopic  or  macro- 
scopic agglutination  tests  may  be  done  in  the 
usual  manner. 

A more  rapid  but  less  certain  method  of 
typing  lies  in  the  employment  of  the  precip- 
itin reaction  on  the  patient’s  urine.  The  urine 
contains  certan  bodies  which,  when  present 
in  sufficient  concentration,  may  be  precipi- 
tated iby  the  addition  of  serum.  The  test  is 
too  inconstant  to  be  of  great  value,  being  def- 
inite only  in  very  severely  ill  cases. 

(3)  The  diagnosis  is  finally  completed  only 
when  the  factors  upon  wdiich  a reasonable 
l)i‘ognosis  can  be  based  are  obtained  and  eval- 
uated. Of  these  there  are  many,  some 
important,  some  less  important.  Of  the  im- 
portant factors  there  are  three  which  stand 
out  above  the  others.  These  are  (1)  the 
]>resencc  or  absence  of  bacteremia.  The  im- 
j)ortanee  of  this  factor  in  pi’ognosis  has  per- 
haps not  been  fully  realized. 

In  a recent  paper  by  Cecil  and  Russell  (5), 
they  state  that  of  their  Type  I cases  there  was 
a bacteremia  in  29.7%,  with  a corresponding 
mortality  rate  of  28.2% ; wdiereas  in  their 
Ty|)e  II  cases  there  wms  a bacteremia  in 
si.1%  and  a mortality  rate  of  48.8%. 

The  close  relationship  betw’een  the  percent- 
age figures  for  bacteremia  and  mortalRy  rate 
is  quite  evident.  They  also  present  figures 
to  illustrate  the  separate  mortality  rates  in 
comparison  with  bacteremia  in  Types  I and 
II  which  received  no  serum.  These  are  as 
follows : 

Type  I Type  II 


No,  Cases 

Mortality 

% 

No.  Cases 

Mortality 

% 

Bacteremia  . . . 

. 45 

66.7 

64 

87.5 

No  bacteremia 

. . 80 

22.5 

71 

8.5 

This  show’s  even  more  strikingly  than  the 
first  table  the  tremendous  effect  upon  the 
outcome  of  the  presence  of  a bacteremia. 

The  type  of  pneumococcus  causing  the  in- 
fection is  of  very  great  importance  also.  It 
has  been  recognized  for  years  that  the  mor- 
tality rate  is  much  higher  for  pneumococcus 
of  the  Type  III  variety  than  for  any  of  the 
other  tyjies.  The  least  dangerous  are  Types 
I and  iV. 

The  extent  of  the  consolidation  plays  a def- 
inite part  in  the  outcome.  The  greater  the 
extent — that  is,  the  more  the  number  of  lobes 
involved — the  graver  the  prognosis.  This  is 
shown  in  Table  V.  A progressive  or  “jump- 
ing pneumonia”  wdiere  the  consolidation 
s]n’eads  as  the  disease  advances  is  a serious 
feature.  There  appears  to  be  no  special  sig- 
nificance attached  to  the  involvement  of  any 
one  individual  lobe,  however. 
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Mortality  Rates  According  to  Extent  of 
Involvement 

L.  C.  II.  Norris  As  Farley  (1)  Cecil 


Cases 

Mortality 

Cases 

Mortality 

% 

% 

One  Lobe  . . 

. . 74 

39.2 

590 

31.00 

Two  Lobes 

. . 29 

58.6 

233 

38.2 

Three  Lobes 

18 

44.4 

99 

59.0 

Pour  Lobes 

. . 1 

100.0 

8 

62.5 

Five  Lobes  . 

, . . 0 

0 

1 

100.0 

One  Lobe  . 

. . 74 

39.2 

590 

31.0 

— 20.9 

More  than 

One  Lobe  . 

. . 48 

54.2 

341 

—40.0 

A factor  of  somewhat  lesser  importance  is 
the  age  of  the  patient.  The  extremes  of  life 
are  generally  supposed  to  b&  the  more  clan- 
geous  age  periods  for  pneumonia.  The  Louis- 
ville City  Hospital  figures  do  not  bear  this 
fact  out.  Other  figures  are  not  immediately 
available  for  comparison.  The  statistics  for 
race,  however,  rather  surprisingly  show  only 
a slightly  greater  imortality  rate  among  the 
negroes  than  among  the  whites.  Of  other  fac- 
tors of  more  or  less  importance,  the  height  of 
the  temperature,  the  white  blood  count,  and 
the  respiratory  rate  in  themselves  may  have 
little  significance,  acoording  to  the  Louisville 
City  Hospital  analysis.  One  reading  of  the 
blood  pressure  or,  for  that  matter,  of  the  pulse 
rate  is  not  in  itself  sufficient  upon  which 
to  base  a reasonable  prognosis.  Rather,  the 
trend  of  these  factors  is  much  more  important. 
A rising  pulse  rate  and  a falling  blood  pres- 
sure have  for  many  years  been  considered 
to  be  a bad  prognostic  sign. 

In  general,  prognosis  in  lobar  pneumonia 
is  always  at  best  a rather  hazardous  proced- 
ure and  while  certain  things,  such  as  the  type 
of  organism,  the  presence  or  absence  of  bac- 
teremia, and  tbe  extent  of  involvment  are, 
in  themselves,  of  definite  significance,  yet 
there  are  so  many  factors  to  be  taken  into 
consideration  that  it  is  almost  impossible  to 
foretell  with  certanty  whether  or  not  a given 
case  will  recover  or  die.  After  all,  until  the 
crisis  has  occurred,  no  one  can  be  quite  sure 
what  will  happen. 

BIBLIOGRAPHY 

(1)  Qsler’s  Modern  Medicine,  Vol.  I;  Lea  and  Fibiger, 
Philadelphia;  1925. 

(2)  Cecil’s  Text-book  of  Medicine;  Ed.  -i,  Saunders  & 
Co.,  Philadelphia;  1931. 

(3)  .-^run^wieae,  Charles,  Jr.  and  Noble,  W.  C.;Journ- 

Immunology,  3:3  1918. 

(4)  Sabin.  A.  B.;  .Tonrn.  Infect.  Dis.  46:469,1930. 

(5)  Cecil,  Russell  L.  and  Norman  Plummer,  Jourii. 
Ainer.  Med.  Assn.  98:779,  1932. 

(6)  Cole,  R.,  Nelson’s  Loose  Leaf  Living  Medicine,  Vol. 
I,  p.  203. 


AN  EVALUATION  OF  SOME  NEWER 
METHODS  IN  THE  TREATMENT 
OF  LOBAR  PNEUMONIA* 

Hugh  R.  Leavell,  M.  D. 

Louisville. 

The  mortality  rate  in  lobar  pneumonia  is 
such  that  any  measures  offering  prospects  of 
reducing  the  number  of  deaths  must  be  con- 
sidered seriously  and  without  prejudice.  Lord 
Dawson  of  Penn  (1)  quotes  Fox  as  saying 
seventy  years  ago  that  the  question  of  the 
treatment  of  pneumonia  is  the  “field  of  bat- 
tle between  the  advocates  on  the  one  side 
of  ‘heroic’  measures,  and  the  supporters  of  a 
‘rational’  or  ‘expectant’  treatment  on  the 
other”;  and  a similar  conflict  is  being  waged 
at  present. 

It  will  be  impossible  to  discuss  all  the  newer 
ideas  of  pneumonia  treatment  in  this  paper, 
and  attention  will  be  directed  chiefly  to 
diathermy,  oxygen  and  serum  therapy.  How- 
ever, the  more  recent  work  on  the  use  of  dig- 
italis is  interesting.  Roentgen  studies  (2) 
have  shown  cardiac  dilatation  in  62%  of  pa- 
tients with  lobar  pneumonia  : and  dailv  elec- 
troeardiographie  studies  on  45  eases  (3')  re- 
vealed transient  changes,  considered  indica- 
tive of  myocardial  involvment  in  93%.  These 
changes  might  be  considered  as  indications 
for  digitalis,  but  the  work  of  Wycoff  and  his 
associates  ('4')  in  digitalizing  alternate  eases 
show’ed  a higher  mortality  in  the  patients 
given  digitalis,  even  in  the  presenee  of  auri- 
cular fibrillation.  In  spite  of  these  figures 
they  recommend  the  use  of  digitalis  when  in- 
rated  in  the  individual  case.  The  use  of 
ethvlbydrocnpreine  and  of  various  bile  salts 
which  have  selective  action  on  pneumoeoeci 
in  the  laboratory  mint  be  further  studied  in 
their  application  to  pneumonia.  Pneumococ- 
cus vaccines  have  by  no  means  been  entirely 
east  into  the  discard,  and  merit  additional 
study. 

Diathermy 

Diathermy  has  been  widely  used  in  pneu- 
monia, and  a great  many  men.  both  in  this 
country  and  in  England  particularly,  have 
reported  good  results.  None  claim  it  to  be 
snedfie,  and  its  beneficial  action  is  presumed 
to  lie  in  the  production  of  hyperemia  at  the 
site  of  the  pathological  process,  resulting  In 
looal  concentration  of  serum  antibodies,  and 
of  in  creased  local  heat  which  will  aocelerate 
enzyme  activity  in  liquifyiing  the  exudate  (5) 
The  current  between  two  electrodes  on  oppo- 
site sides  of  the  body  does  not  take  the  short- 
est path,  hut  a o^ood  deal  travels  near  the  sur- 
face. not  traversing  the  uneumonic  area.  As 
it  is  at  nresent  not  feasible  to  introduce  one 
electrode  into  a bronchus  and  produce  local 
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concentration  of  enrrent  the  best  that  can  be 
done  is  to  nse  the  smaller  of  two  electrodes 
directljr  over  the  consolidated  area  and  bring 
about  a convergence  of  current  from  the 
larger.  The  customary  strength  of  current  is 
60-70  milliamperes  per  square  inch  of  elec- 
trode, given  for  twenty  to  forty  minutes  every 
four  to  twelve  hours.  Treatments  are  best  be- 
giin  early,  and  in  this  stage  are  said  by  their 
proponents  to  abort  the  disease  in  many  in- 
stances, though  reliable  statistics  tx)  support 
this  claim  are  lacking.  Clement  (6)  advises 
agcdnst  starting  diathermy  after  forty-eight 
hours  in  most  cases.  Freeland  (7)  strongly 
recommt'uds  intensive  treatment  dui’ing  the 
stage  of  congestion,  but  during  hepatization 
suggests  that  the  consolidated  area  be  avoid 
ed,  as  absorption  may  be  increased  and  the 
chances  of  bacteremia  enhanced.  At  this  time 
treatment  may  be  given  over  the  normal  lung, 
and  when  resolution  begins,  again  directed  to 
the  pneumonic  portion.  This  concept  is  not 
entertained  by  all,  however;  and  most  of 
those  experienced  with  diathermy  ri^gard 
( mpyema  as  the  chief  contraindication. 

The  reported  cases  treated  by  diathermy 
constitute  a heterogenous  group  of  various 
types  of  ]meumonia,  making  it  difficult  to 
determine  whether  mortality  has  been  reduced 
by  this  form  of  therapy.  There  seems  to  be 
no  doubt  that  in  proper  hands  it  can  do  little 
liarm,  and  does  make  the  iiatients  more  com- 
fortable. Pleuritic  pain  is  usuallv  relieved 
without  the  use  of  constrietng  binders  or  large 
doses  of  opiates,  and  a soporific  action  is 
('xerted.  It  may  be  used  in  conjunction  with 
other  forms  of  treatment,  and  there  is  no  nec- 
essity for  delay  in  typing  or  fear  of  allergic 
reaction  as  with  serum  therapy.  Stewart  (8) 
reports  the  fall  of  temperature  by  lysis  in 
97%  of  570  cases,  and  Robinson  (9)  had  a 
mortality  of  only  11.2%  in  89  cases  given 
diathermy.  Seybold  noi  givec  a mortality 
rate  of  16.4%  in  105  cases  of  pneumonia  re- 
sulting from  “exposure”  as  distinguished 
from  a series  of  post-operative  cases  with 
14.8%  death  rate. 

The  oxygen  treatment  of  pneumonia  is 
based  on  a series  of  observations  beginning 
with  a study  of  mountain  sickness  produced 
by  atmospheres  of  low  oxygen  tension,  with 
cyanosis,  restlessness,  increased  breathing, 
dizziness  and  cerebral  symptoms  not  unlike 
those  seen  in  severe  pneumonia.  Study  of 
arterial  blood  in  pneumonia  (11)  revealed 
60-90%  utilization  of  oxygen  capacity  instead 
of  the  normal  95%.  It  was  ponted  out  by 
Stadie  that  the  degree  of  oxygen  unsatura- 
tion is  of  prognostic  value  and  proportional 
to  the  degree  of  t.vancsis.  He  stated  that  pa- 
tients with  an  unsaturation  greater  than  20% 
rarely  survived.  It  was  found  possible  by 
proper  methods  of  adiainistration  to  restore 


the  oxygen  saturation  to  nearly  normal  levels 
in  many  eases,  though  some  did  not  respond. 
(12)  Barach  (13)  determined  that  oxygen 
concentrations  of  inspired  air  below  70% 
were  liarmless  even  for  long  periods,  and  that 
concentrations  beloAv  30%  were  practically 
useless  therapeutically. 

All  who  have  had  wide  experience  with 
oxygen  note  definite  symptomatic  relief  fol- 
lowing its  use.  Cyanosis  is  often  dramatically 
relieved,  i^atients  are  less  restless,  and  breathe 
easier.  The  pulse  is  slowed  and  blood  pres- 
sure is  better  maintained.  However,  '■he  ef- 
fect on  the  mortality  rate  is  by  no  means 
striking.  An  important  reason  for  this  is 
that  in  the  past  only  the  most  serious  cases 
have  been  given  oxygen.  It  can  in  no  way 
be  considered  specific,  but  is  a palliative, 
which  may  take  enough  load  from  the  pa- 
tient’s cardio-respiratory  system  to  allow  him 
to  survive  to  develop  or  be  given  antibodies 
enablng  him  to  successfully  fight  the  pneu- 
mococcus. Haldane  (14)  pointed  out  that  the 
body  is  not  like  a machine  when  damaged,  but 
tends  to  revert  to  normal,  and  any  respite 
offered  is  utilized  for  recuperation. 

An  important  observation  in  favor  of  oxy- 
gen therapy  is  that  frequently  made  when 
a patient  comfortable  in  high  oxygen  concen- 
tration is  suddenly  put  into  normal  air,  with 
rapd  development  of  cyanosis,  dyspnoea  and 
collapse,  and  subsequent  relief  on  being  re- 
turned to  oxygen. 

The  methods  of  oxygen  administration  are 
familiar.  The  funnel  has  fallen  into  well- 
deserved  disuse,  as  it  does  not  perceptibly 
increase  the  oxygen  in  the  nasopharvnx.  The 
nasal  catheter  serves  a useful  function  in  rel- 
ativelv  mild  cases  and  as  an  emercency  meas- 
ure. "With  the  catheter,  the  ins-nired  air  mav 
bo  made  to  contain  80%  ovvoren  n51  at  a 
flo-w  of  t-wo  liters  ■per  minuTc,  and  the  -per- 
centace  is  cTeater  when  a Y-tuhe  and  two 
ratheters  are  used.  The  catheter  «should  have 
several  perforations  near  the  tin.  and  be  fre- 
nuentlv  cleansed  to  prevent  accumulation  of 
mucous.  Patients  not  infreouently  object  to 
the  catheter,  and  if  delirious,  mav  pull  it  out 
of  the  nose.  Various  masks  and  tvpes  of  re- 
breathing  apparatus  have  been  demsed  by 
Haldane  and  others  which  give  satisfactory 
oxvsren  concentrations,  hut  produce  a sense  of 
suffocation. 

The  pneumonia  tent  was  first  suggested 
by  Leonard  Hill  (16)  and  further  developed 
by  Baraach  and  Binger  (17),  Cecil  and  Plum- 
mer (18)  and  others  in  this  country.  The  pa- 
tient’s head  and  shoulders  are  enclosed  in  a 
tent  of  rubberized  fabric  tucked  between  the, 
bedclothes  to  diminish  leakage.  A circulation 
of  air  shmdd  be  maintained  to  keej)  the  hu- 
midity 35-50%  (19)  and  allow  the  patient  to 
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lose  heat  hy  evaporation.  Circulation  may 
be  kept  up  by  the  inflow  of  oxyg'en 
under  pressure  as  in  the  Cecil-Plummer  tent, 
or  by  a motor  as  in  the  Barach  type.  One  ob- 
jection to  the  motor  has  recently  been  re- 
moved by  encasing  it  in  a sound-proof  box. 
By  allowing  the  air  to  pass  over  ice  it  is  kept 
at  a temperature  of  63-68  degrees  F.  and  a 
good  deal  of  the  moisture  is  condensed.  The 
use  of  soda-lime  to  absorb  carbon  dioxide  ex- 
creted by  the  patient  has  recently  been  aban- 
doned. IJnlike  oxygen,  CO'2  diffuses  rapidly 
tlirougb  the  rubberized  fabric ; some  is  ab- 
sorbed by  the  waater  from  tb'.-  melting  ice, 
and  a great  deal  is  washed  out  by  the  con- 
stant inflow  and  resultant  leakage  of  oxygen. 
Rosenbluth  and  Block  (20)  found  that  care- 
ful nursing  was  required  to  keep  the  oxygen 
in  a tent  at  45%  with  an  inflow  of  less  than 
8 liters  per  minute,  and  with  that  amount  of 
flow  the  CO2  level  did  not  rise  above  1-1.5% 
which  apparently  did  no  barm. 

Barach  (21)  has  also  devised  a portable 
oxygen  chamber  which  admits  two  beds,  and 
is  really  nothing  more  than  a large  tent.  Tt 
has  the  additional  advantasres  of  an  air  fil- 
ter which  will  remove  pollen  and  bacteria 
from  the  air  making  the  tent  useful  in  the 
treatment  of  pollen  sensitization-  and  mini- 
mizing the  ichanees  of  cross  infection  between 
two  patients  in  the  same  tent.  Several  large 
oxygen  chambers  in  the  country  are  heinsr 
con.stantlv  used,  and  giving  Amry  satisfactory 
results. 

Tn  experimental  pneumonia  specnfic  im- 
mune serum  is  effective  therapeutically,  as 
shown  by  Cecil  and  Blake  (22)  in  monkeys, 
and  Goodner  (23)  in  rabbits.  The  serum 
contains  agglutinins,  precipitins  op.sonins  and 
other  protective  antibacterial  antibodies, 
rather  than  antitoxin  as  in  the  case  of  tetamas. 
However-  it  has  a neutralizing  effect  on  the 
specific  soluble  carbohydrate  rhown  hy  Avera^ 
and  Heidelherger  (24)  to  he  elaborated  in  the 
capsule  of  the  pneumococcus  and  re.sponsihle 
for  its  virulence.  Bull  (25)  found  that  se- 
rum caused  clumpinsr  of  pneumococci  present 
in  the  blood  stream  within  five  minutes  after 
injection,  and  that  clumps  were  later  removed 
from  the  blood  and  phagoeytized  in  the  lungs, 
liver  and  spleen.  Another  important  obser- 
vation was  that  if  too  large  a dose  of  serum 
was  sriven,  enormous  clumps  of  cocci  formed, 
resulting  in  emboli  to  the  Itings  and  brain. 
Antibodies  may  he  demonstrated  in  the  blood 
stream  after  serum  is  given  in  amoiint  suffi- 
cient to  over-neutralize  the  toxic  products  of 
the  pneumococcus : these  are  the  same  anti- 
bodies found  bv  Hoehez  (26)  in  patients  at 
the  time  of  crisis,  and  usually  absent  in  fatal 
cases. 

The  type  of  pneumococcus  producing  the 


disease  is  of  primary  importance  from  the 
standpoint  of  prognosis  and  treatment.  Neu- 
feld  and  Handel  (27)  recognized  that  various 
types  existed,  but  Doehez  and  Gillespie  (28) 
made  the  first  real  progress  in  separating 
Types  T,  TT,  and  TTI  from  the  heterogenous 
Group  TV.  Cooper  (29)  and  her  associates 
have  recently  been  able  to  differentiate 
twenty-one  or  more  well  defined  sub-types 
in  Group  IV. 

Typing  is  usually  done  from  sputum,  which 
should  he  obtained  at  the  earliest  opportunity. 
Palfrey  (30)  suggests  carrying  a sterile  bot- 
tle to  be  left  for  c.^'llection  of  sputum  at  the 
first  vi.sit.  Tf  no  sputum  is  obtained,  pharyn- 
geal swabhings  may  he  mulsified  in  saline. 
Lung  puncture  has  been  successfulh^  used  to 
obtain  a culture  hy  Stewart  (31).  The  mate' 
rial  obtained  may  be  inoculated  on  Avery’s 
medium  or  preferably  injected  into  the  peri- 
toneal cavity  of  a mouse.  Peritoneal  exudate 
may  he  remOA'ed  3-6  hours  after  injection  for 
microscopic  agglutination  by  the  methods  of 
Sabin  (32)  or  Calder  (33),  both  of  which 
have  checked  up  quite  satisfaetorih-  Avith  the 
test  tube  reactions  don  after  the  death  of  the 
mouse.  Blool  culture  should  he  routine  to 
confirm  the  sputum  typing,  as  well  as  for 
urosrnostic  reasons.  Baldwin  and  Cecil  (34) 
report  a 78.3%  mortalitv  in  cases  with  r-osi- 
tiAm  blood  culture,  and  10%  with  sterile  blood 
Cruickshank  (35)  typed  his  cases  hv  inject- 
in.<r  pohwmlent  Types  T and  TT  serum,  and 
later  determininor  if  agarlutinins  for  either 
tvpe  had  been  absorbed  hy  toxic  material 
from  organisms  of  that  type. 

TTnconeentrated  immune  horse  serum  has 
been  sriAmn  a thorough  trial  in  lobar  uneumo- 
uia.  and  some  o-ood  results  bave  been  obtained, 
esnecially  bv  Cole  (36)  at  the  Rockefeller  Tn- 
stitute.  He  found  the  serum  most  satisfac- 
tnvA'  in  Ta^po  T cases,  less  so  in  Tvpe  TT  and 
of  little  or  no  avail  in  the  other  tvues.  The 
oninion  is  unanimous  that  earlv  administra- 
tion offers  the  best  chances  of  success-  and 
Wadsworth  (37)  and  Locke  (381  consider  it 
nraoticallA-  useless  when  sriven  later  than  the 
+hird  dav.  The  statistics  presented  showino- 
thp  -results  of  treatment  with  unconcentrated 
serum  are  interestinsr.  but  in  the  majority  of 
instances  not  well  controlled. 

Wadsworth’s  cases  were  collected  from  all 
over  the  country,  treated  hA^  a number  of  dif- 
ferent men,  though  with  known  potent  New 
York  State  semm.  Cole’s  cases  were  all  treat- 
ed in  the  Rockefeller  Hospital  and  his  opin- 
ion Avas  that  the  mortalitv  had  been  reduced 
almost  to  the  minimum,  which  mitrht  he  rea- 
sonahlv  expected,  due  to  comnlications  and 
other  sA'stematic  concurrent  disease;  unfor- 
tunately, he  had  no  controls.  Tjocke’s  series 
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TABLE  I 

TYPE  I PNEUMONIA  TREATED  WITH  UNCONCENTRATED  SERUM. 

Treated  Controls  Treated  72  hours  Controls 


Author 

Date 

No. 

Deaths 

% 

No. 

Locke 

1923 

145 

30 

> 

17.2 

71 

Civil 

yy 

353 

68 

19.3 

. * 

Military 

yy 

358 

35 

9.6 

. . 

Wadsworth 

1924 

445 

57 

12.8 

362 

*Misc. 

>> 

151 

33 

21.9 

218 

♦One  City 

yy 

126 

17 

13.6 

126 

♦Military 

if 

168 

7 

4.2 

18 

Cole 

1929 

371 

39 

10.5 

Litchenstein  (39) 

1929 

21 

2 

9.5 

at  the  Boston  City  Ihospital  seein  to  have 
been  adequately  controlled. 

The  average  dosage  of  unconcentrated  se- 
rum uhich  maj"  be  relied  on  to  leave  an  ex- 
cess of  antibodies  in  the  blood  is  200-800cc, 
given  in  lOOcc  amounts  intravenously.  The 
introduction  of  this  amount  of  foreign  protein 
creates  the  danger  of  immediate  and  delayed 
allergic  reaction,  and  though  death  is  infre- 
quent, the  severity  of  the  reaction  may  be 
such  as  to  turn  the  tide  in  the  wrong  direc- 
tion in  a patient  who  is  gravely  ill.  Serum 
sickness  occurs  in  53-95%. 

For  a number  of  years  efforts  have  been 
made  to  concentrate  the  serum,  lluntoon 
(40)  developed  a method  of  extracting  the 
antibodies  based  on  the  work  of  Chickering 
and  Gay  (41)  by  combiiung  them  with  pneu- 
mococci of  the  same  type,  and  later  disasso- 
ciating this  combination.  Cecil  and  Larsen 
(42)  re])orted  results  with  Huntoon’s  anti- 
body solution  which  were  comparable  to  those 
with  uneoncentrated  serum,  but  severe  re- 
actions Avere  frequent  and  sometimes  fatal 
Avhen  a dose  large  enough  to  be  efficacious 
was  given.  Tt  has  been  thought  by  many  that 
the  good  results  obtained  with  Huntoon ’s  solu- 
tion-were  due  to  the  non-specific-protein  type 
of  reaction  so  frequently  induced.  One  fact 
in  favor  of  this  contention  is  that  the  mor- 
tality in  Group  IV  eases  was  reduced,  even 
though  there  were  no  specific  anti-bodies  for 
this  group  in  the  solution. 

Felton  (43)  has  produced  a .satisfactory 
concentrate,  and  Banzhaf  (44)  did  successful 
Avork  along  the  same  lines  at  the  NeAv  York 
Board  of  Health.  Felton  found  that  the  spe- 
cific antibodies  are  almost  AA^holly  in  the  wa- 
ter-insoluble iglobulin  fraction  of  the  serum, 
and  could  be  separated  by  diluting  the  serum 
Avith  10-15  volumes  of  water,  and  re-dissolving 
the  precipitate  in  salirie.  Modifications  in 
technique  have  been  introduced,  the  late.st  be- 
ing the  precipitation  by  alcohol  at  a low  tem- 
perature (45).  Felton  also  demonstrated 
that  the  portion  of  serum  causing  reactions 


Deaths 

% 

No. 

Deaths 

% 

No. 

Deaths 

% 

12 

16.9 

12 

0 

0 

13 

4 

30.8 

57 

7 

12.3 

72 

19.8 

41 

18.8 

24 

19.0 

7 

39.0 

Avas  not  identical  Avith  the  fraction  containing 
the  antibodies,  and  separated  the  fractions  by 
acid  precipitation.  By  these  methods  of  puri- 
fication and  concentration,  a material  of  re- 
markable potency  has  been  developed.  Its 
antibody  content  is  at  least  ten  times  that 
of  uneoncentrated  serum  (46)  and  in  mice 
its  protective  action  against  pr-^umococci  is 
100,000  times  that  of  optochin,  and  1,000,000 
times  that  of  quinine. 

One  of  the  di.sadvantages  of  Felton’s  serum 
is  its  cost,  part  of  which  goes  to  pay  for  its 
.standardization,  by  measurement  of  protec- 
tive action  against  virulent  pneumococci  in 
lai-ge  numbers  of  mice.  Felton  (47)  and  oth- 
ers (48)  have  recently  found  that  the  anti- 
body content  may  be  as  accurately  measured 
by  agiglutinati'on  and  other  immune  reactions 
le.ss  expensh'ely  performed  than  mouse  pro- 
tection tests.  Drying  of  the  concentrate  has 
also  been  found  possible  without  loss  of  po- 
tency and  may  be  used  to  facilitate  transpor- 
tation and  diminish  contamination. 

Potent  sera  have  been  produced  by  Fel- 
ton’s method  against  Types  1 and  II  pneu- 
mococci, and  against  several  of  the  types  com- 
posing Group  IV.  A polyvalent  I and  II 
serum  is  satisfactorily  \ised  before  typing  is 
complete  to  obtain  the  adAmntage  of  early 
treatment.  After  typing  is  reported,  shift 
niav  be  made  to  the  specific  tA'pe  serum.  No 
satisfactory  serum  has  yet  been  produced 
against  Type  III,  though  hopeful  Avork  is  in 
progress. 

Precautions  must  be  taken  before  injection 
of  either  whole  or  concentrated  serum  to 
avoid  unfortunate  allergic  reactions.  Pa- 
tients must  be  questioned  as  to  history  of 
bay  fever,  asthma,  urticaria  or  previous  horse 
serum  injections,  and  onhtbalmic  and  intra- 
cutanef)us  tests  made  Avith  1 ;10  dilutions  of 
senun  to  determine  sensitivity.  If  history  or 
te.sts  suggests  aii  alleree  background,  serum 
must  be  Avitblield,  oi-  given  Avitb  caution.  In 
suspicious  cases,  adrenalin  is  be.st  given  Avith 
serum  (Waldbott.  49) instead  of  waiting  to 
see  if  a reaction  develops. 
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The  usual  serum  dosage  is  20,000  -100,000 
units  in  the  first  twenty-four  hours,  in  di- 
vided doses  every  2-8  hours,  depending  on 
the  reaction  of  the  patient,  and  further  treat- 
ment is  determined  in  the  same  way.  Due  to 
the  remarkable  concentrations,  the  average 
individual  dose  need  be  only  lO-lOcc.,  simpli- 
fying the  procedure.  It  has  recently  been 
suggested  tliat  serum  be  given  until  an  ejx- 
cess  of  specific  antibody  can  be  demonstrated 
in  the  blood  (50 j showing  that  heutralization 
of  the  specific  soluble  substance  of  the  invad- 
ing pneumococcus  is  complete. 

Reactions  with  concentrated  antibody,  im- 
mediate or  delayed,  occur  in  only  5-20%  of 
cases  and  with  greater  purification  the  per- 
centage is  rapidly  diminishing.  The  earlier 
serum  is  given,  the  more  effectual  it  will  be. 
As  Cecil  remarks : “There  is  no  more  striking 
effect  in  the  whole  domain  of  specific  therapy 
than  that  which  frequently  follows  the  early 
administration  of  h'elton's  serum  in  Type 
i pneumonia.” 

Though  reduction  in  the  mortality  of  Type 
I cases  is  most  striking,  it  is  important  to  note 
the  frequency  Avith  which  blood  stream  infec- 
tions in  Type  II  pneumonia  are  cleared  up. 
Cecil,  Baldwin  and  Larsen  (51)  in  326  cases 
found  the  blood  cultures  positive  in  26.4%  f 
Type  I,  and  in  39.7%  of  Type  II;  the  latter 
percentage  being  greater  than  in  any  other 
type.  Cecil  and  Plummer  (66)  report  a mor- 
tality of  88%  in  their  septic  control  group, 
and  69%  in  serum  treated  cases  Avith  positive 
blood  culture.  They  also  noted  that  the 
treated  cases  which  recovered  had  shoAvn  an 
average  colony  count  of  35  per  ce.,  while  the 
recovered  controls  averaged  only  11  colonies 
per  cc.,  demonstrating  the  serum  to  be  effec- 
tive even  in  some  cases  of  marked  bacteremia. 
Fleming  (52)  of  Glasgow  considers  the  main 
value  of  serum  to  be  that  of  keeping  the  blood 
culture  sterile. 

All  careful  observeis  who  have  used  Pel- 
ton’s  serum  have  found  it  to  shorten  the 


course  of  the  disease  from  1-2  days  at  least, 
and  that  extension  of  the  pneumonic  process 
IS  infrequent  following  the  administration  of 
serum.  The  effect  on  the  incidence  of  com- 
plications is,  however,  very  little. 

The  folloAving  tables  illustrate  the  results 
obtained  with  Felton’s  serum  in  Types  1 and 
11  pneumonia  in  essentially  all  the  reported 
series  that  are  Avell  studied  or  controlled.  One 
of  the  most  important  conclusions  to  be  drawn 
from  the  figures  is  tlie  benefit  of  early  sero- 
therapy. 

In  evaluating  the  results  of  serotherapy, 
several  facts  must  be  borne  in  mind.  Lobar 
pneumonia  is  a self -limited  disease,  frequent- 
ly ending  by  crisis,  with  virulence  varying 
from  year  to  year,  and  mortality  affected  by 
age,  alcoholism  and  . omplicating  diseases.  In- 
fection produced  by  diiferqnt  types  of  pneu- 
mococci runs  different  courses.  It  is  prob- 
able that  mortality  is  affected  by  the  charac- 
ter of  nursing  and  medical  care,  and  by  the 
use  of  oxygen  and  other  supportiAm  measures. 
Control  groups  for  comparison  must  be  care'- 
fully  selected,  preferably  by  the  alternate 
case  method. 

In  contemplating  the  use  of  serum,  diffi- 
culties and  possible  delay  in  bacteriologic 
diagnosis  must  be  considered.  This  can  be 
partly  offset  by  using  polyvalent  serum  in 
all  cases  of  definite  lobar  pneumonia  as  early 
as  diagnosis  is  made,  as  over  50%  will  fall 
into  Types  I or  II  and  Avill  derive  benefit 
from  the  mixed  serum.  Potency  of  the  serum 
must  be  known,  and  the  definite  though 
slight  difficulties  of  frecpient  intravenous  in- 
jections Aveighed.  In  a patient  with  preAdous 
allergic  manifestations,  the  use  of  serum  may 
be  contraindicated. 

8;  hottmuller  (62)  suggested  the  use  of  con- 
valescent serum  in  the  treatment  of  pneumo- 
nia because  of  the  diminished  clanger  of  re- 
action, and  because  Tibet  (63)  shoAved  that 
honologous  .'Drum  in  animals  Avas  more  ef- 
fectiAO  than  that  obtained  from  some  other 


TABLE  II 


TYPE  I PNEUMONIA  FET/fON'S  SERUM 


TREATED 

CON 

I’ROLS 

TREATED  72 

HRS. 

CONTROLS 

72  HRS. 

Cases 

Deaths 

% Cases 

Deaths 

% 

Cases  Deaths  % 

Cases 

Deaths  c/„ 

Parki  Bullowa  Rosenblutb 

(53)  109 

18 

17.0 

105 

Ti- 

31.0 

29  6 

21.0' 

28 

10 

36.0 

Cecil  & Plummer  (54)  . . . 

239 

48 

20.1 

234 

16 

31.2 

103  12 

11.7 

97 

26 

26.8 

Finland  (55) 

80 

17 

21.3 

70 

22 

31.4 

,2  4 

9.5 

10 

0 

37,5 

Edinburgh  (56) 

12 

0 

0 

17 

5 

29.4 

Glasgow  (57) 

15 

1 . 

0.6 

.Sutliff  and  Finland  (58). 

28 

7 

25.0 

31 

10 

32.2 

Lord  (59) ■ 

20 

20.4 

93 

23 

24.7 

32  3 

9.3 

Bigelow  (61)' 

86 

18 

20.9 

— Baldwin  (01) 

19 

1 

5.2 

20 

r> 

25.0 

667 

130 

19.4% 

570  171  i. 

0.0%  - 

06  25 

12.1% 

141 

29.8% 

568 
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TKKATEI)  72  lIRS.  CONTROLS  73  HRS 
('uses  Deaths  % Cases  Deaths  % 


TABLE  III 

TSIT'  II  PNEUMOM  \ — EELTON'S  SERUM 
TREATED  CONTROLS 


Cases 

Deaths 

% 

Cases 

Deatlis 

% (’uses 

Fiiilaiul  (55) 

39 

11 

28.2 

32 

11 

34. 1 

l*ark,  Jiiillowa 

Kosenblutli 

(53)  56 

13 

23.0 

61 

IS 

30,0 

liuldvvin  (01) 

9 25.7 

29 

15 

51.7 

( -ecil-Pluminer 

(66) 

. . . 252 

102 

40.5 

253 

1 1 () 

45.8  21 

382  135  35.3%  375 

kiud  of  Ruimal.  Beebe  and  Sutliff  (64) 
used  eouvaleseeut  serum  in  two  eases  of  Type 
11  and  one  of  Type  ill  pneumonia  on  the 
tliird  and  fourth  days  without  demonstrable 
effect,  and  Barach  and  Soroka  (65)  trans- 
fused lUUU-16UUee.  of  antibody  containing 
blood  from  donors  immunized  with  pneumo- 
eoeei  without  effect  in  eight  patients. 
Conclusions 

1.  Digitalis  should  not  be  given  routinely, 
but  only  for  specific  indications. 

2.  Diathermy  and  oxygen  properly  admin- 
istered in  lobar  pneumionia  frequently  give 
symptomatic  relief  and  may  reduce  mortality. 

;i.  Concentrated  antipi.eumococcus  serum 
given  early  and  in  adequate  dosage  in  Type  1 
and  11  and  some  group  IV  cases  is  of  proven 
value  in  shortening  the  disease  and  reducing 
mortalitj'  by  approximately  one-third. 
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COMPLICATION  OF  LOBAR  PNEU- 
MONIA* 

Walter  Bogjees,  *M.  J3, 

Louisville. 

In  our  handling  of  the  Pneumonias,  we  are 
dealing  with  one  of  the  most  acute  problems 
in  acute  infectious  diseases.  There  are  few, 
if  any,  acute  infectious  diseases  in  which  the 
physician  feels  his  responsibility,  and  I might 
say  helplessness,  as  he  does  in  pneumonia. 
Even  with  all  our  newer  knowledge  of  bac- 
teriological findings  and  with  our  constant 
endeavor  to  develop  a worthwhile  depend- 
able serum  or  bacterine,  we  have  made  but 
little  progress,  although  by  the  use  of  Felton’s 
Serum  or  Huntoon’s  Pneumococci  Anti-Body 
Solution  of  the  various  types  of  Pneumococci, 
tlie  death  rate  of  all  types  has  been  reduced 
from  39  per  cent  to  24  per  cent.  The  va- 
rious types; 


Type  1 26  to  17  per  cent. 

Type  2 55  to  38  per  cent. 

Type  3 47  to  57  per  cent. 

Type  4 25  to  17  per  cent. 


As  you  will  notice,  the  death  rate  increased 
in  type  3. 

The  above  prologue,  while  not  falling  with- 
in the  title  of  my  paper,  is  given  to  impress 
the  seriousness  of  any  type  of  Pneumonia 
with  or  without  complication  i.  In  addition, 
there  is  a v/ell  based  opii.i'iri  that  the  use  of 
Felton’s  Serum  or  Hunloon’.^  Anti-Body  So- 
lution not  only  lowers  mortality  to  a certain 
degree’  but  also  lessens  the  incidence  of  the 
more  serious  complications. 

The  true  complications  of  pneumonia’  as 
shown  by  Mussev  and  Norris,  are  leaily  ex- 
pressions of  the  pneumococci  infection  in 
other  organs  and  tissues  than  in  the  hiugs.  It 

*Read  before  the  Jefferson  County  Medical  Society, 


is  interesting  to  give  you  their  report  of  the 
freipiency  or  complications  from  clinical  ob- 
servations. 


Complicaticiis. 

Total  Cases 

No.  with  Pet. 

Albuminuria  

. 4,792 

2,184 

45.58 

Pleural  effusion  . . 

.24,511 

1,635 

0.26 

Chronic  Nephritis  . 

. 7,080 

193 

2.73 

Empyema  

. 13,500 

303 

2.2 

Jaundice  

.22,544 

373 

1.65 

Acute  Nephritis  . . 

. .30,042 

307 

1.22 

A’bscess  of  Lung  . . 

.12,030 

70 

0.63 

Acute  Arthritis  ■ . . 

.28,645 

15i) 

0.50 

Acute  Endocarditis 

. .32,349 

144 

0.44 

Acute  Meningitis  . 

. .49,028 

206 

0.42 

Other  clinical  complications  that  are  f re- 
el uently  met  with  are  Acute  Dilitation  of  the 
8itoinach,  which  is  a serious  complication  of 
pneumonia’  and  a souixie  of  great  danger. 
When  it  arises  suddenly  during  the  height  of 
the  disease  it  may  promptly  lead  to  death.  An- 
lOther  frequent  lomplication,  usually  at  the 
height  of  the  disease  and  sometimes  following 
the  febrile  period,  is  hiccough.  This  is  a dis- 
tre.ssing  complication  but  is  ordinarily  suc- 
cessfully handled.  I have  seen  a number 
of  these  cases. 

Another  complication  that  we  see  not  in- 
frequently is  the  so-called  “Delayed  Resolu- 
tion’’ or  “Un-resolved  Pneumonia.’’  I have 
I’ecently  seen  a very  interesting  case  of  this 
type. 


It  is  also  interesting-  to  give  you  Musser  & 
Norris  Autopsy  Records  of  other  series. 


Complications. 

Total  Cases. 

No. 

With  Pet. 

Pleural  effusion  . . 

. . . 974 

405 

41.58 

Nephritis  (acute) 

. . .7,020 

1,334 

19.00 

Nephritis  (chronic) 

. .2,218 

573 

25.83 

Acute  pericarditis  . 

. . .2,128 

|207 

12.6 

Otitis  media  

. . . 54 

4 

7.41 

Acute  endocarditis 

. . .2,693 

157 

5.8 

Gangrene  of  lung  . 

. . .1,914 

100 

5.2 

Empyema  

. . . 973 

50 

5.1 

Acute  Meningitis  . 

. . .-.,833 

180 

3.5 

Abscess  of  lung  . . . 

. . .1,294 

28 

2.1 

Acute  Peritonitis  . 

...  971 

21 

2.1 

Acute  Arthritis  . . 

. . . 698 

4 

0.58 

Pulmonary  Thrombosis  1,830 

5 

52.9 

Many  of  the  compiivtinons  of  pneumonia 
are  the  result  'Of  the  pneiimococcns  septicenna, 
the  infection  carried  either  by  the  lymphatics, 
or  the  blood  stream.  We  will  consider  here 
only  a few  of  the  most  common  and  .serious 
complications. 

Of  course,  the  severe  toxemia,  oxygen  hun- 
ger and  heart  failure  (cardiac  asthenia)  and 
the  serious  aspect  of  the  crisis  are  a part  and 
parcel  of  the  original  disease,  and  are  not 
to  be  considered  in  the  discussion  of  the  eom- 
})lications. 

1.  PnlHJRISY. 

Every  case  of  Pneumonia  has  more  or  less 
circumscribed  Pleurisy.  In  one  hundred  and 
twenty  autopsies  in  Pneumonia’  Norris  found 
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Pleuritis  59  times  [46.4  per  cent) ; fibrinous 
23,  serous  5,  fibrous  11,  purulent  20.  This 
coiupiication  does  not  seem  to  mtlueuee  the 
prognosis  very  markedly.  We  occasionally 
liiiu  the  pleuretic  exudate  on  the  opposite 
side  on  wiiieh  the  pne^anonia  existed.  1 have 
seen  a number  of  these  eases. 

2.  Empyejia. 

(Jut  of  the  many  thousand  cases  collected. 
Empyema  occurred  clinically  in  2.2  per  cent, 
and  at  autopsy  it  ^vas  found  in  5.1  per  cent. 
It  is  curious  that  the  pneumococcus  in  the 
lungs  rarely  produces  suppuration — it  does 
with  great  frequency  when  it  attacks  the  se- 
rous membrane,  such  as  the  pleura  or  the 
serous  membranes  of  the  joints.  Outside  of 
the  lung  pneumococcus  might  be  considered 
a suppurative  germ,  and  often  times  certain 
strains  show  positive  hemolytic  powers.  Dur- 
ing the  epidemic  of  Elu  in  1918  and  1919  Ave 
all  saAv  a high  per  cent  of  empyema  Avith  our 
pneumonias,  and  Ave  soon  learned  that  if  these 
cases  Avere  operated  on  early  they  all  died,  and 
if  Ave  delayed  several  Aveeks  longer  practically 
ail  of  them  got  Avell. 

3.  Abscess  and  Gangkene  of  the  Lung. 

Abscess  of  the  lung,  to  cpiote  Norris  statis- 
tics atgain,  occurred  clinically  in  76  among 
i.i.(;3U  cases  [U.lKl  per  cent,  and  at  autopsy 
AAcis  found  in  28  of  i,l^94  cases  [2.1  per  cent; 
a frequency  which  by  no  means  can  be  ig- 
nored. Holt  states  that  in  7 per  cent  of  the 
autopsies  upon  infants  and  young  children 
tlying  of  nneumonia  abscesses  are  found.  In 
the  past,  abscess  of  the  lung,  and  empyema 
have  been  frequently  confused  and  reason- 
ably enough,  for  the  symptoms  of  the  tAvo 
I onditions  may  be  similar,  especially  if  the 
former  is  situated  near  the  surface  of  the 
lung,  rulmonary  abscess  deA'elops  insiduous- 
ly,  producing  no  symptoms  Avhich  are  charac- 
teristic at  first.  The  sputum  is  increased  in 
amount  and  yelloAv  in  color,  later  becoming 
greenish.  At  times  it  may  contain  a blood 
pigment,  or  assume  a green  or  blue  color  by 
virtue  of  chromogenic  micro-organisms.  In 
Norris  autopsy  records,  as  abo\"e  shoAvn.  gan- 
grene in  the  lungs  occurs  at  autopsy  at  5.2 
per  cent  of  the  eases.  When  Gaugrene  begins 
Ave  find  in  the  sputum,  in  addition  to  various 
pyogenic  micro-organisms  different  sapro- 
phytic bacteria  through  the  agency  of  Avhich 
necrosis  of  the  pulmonary  tissue  rapidly  oc- 
curs. The  first  symptom  is  an  alteration  in 
the  character  of  the  expectoration,  which  be- 
comes broAvnish,  more  liquid  and  finally 
prune-juice  or  chocolate  colored.  Mv  first 
diagnosis  of  gangrene  of  the  lung  was  made 
fc’ortV  (40)  years  ago,  in  Avhich  the  Avliole 
lower  lobe  of  the  right  lung  became  gan- 
grenous. The  patient  was  radically  operated 
on  by  the  late  Dr.  Turner  Anderson,  anJ  lived 
for  many  years  aftenvards.  The  main  hope  of 


recovery  in  abscess  and  gangrene  of  the  lung 
lies  in  surgical  intervention,  for  although  pa- 
tients undoubtedly  do  get  Avell  Avithout  opei’a- 
t ion,  the  number  is  much  smaller  in  the  latter 
than  in  the  former  event. 

4.  Endocarditis  and  Eericarditis. 

Endocarditis.  As  Eouillard  first  pointed 
jut,  pneumonia  is  one  of  the  causes  of  endo- 
carditis. Since  then  acute  endocarditis  has 
been  ascribed  to  pneumonic  infection  with  the 
folloAviug  frequency ; Abraham,  1 out  of  9 ; 
Lanti,  8 out  of  22;  Desse,  14  out  of  34;  Har- 
bitz,  9 out  of  43 ; Trai^.i,  1 out  of  6 ; Kan- 
thack,  and  Tickell,  14  out  of  84;  Lenhartz,  5 
out  of  38;  Osier,  54  out  of  2U9  [ulcerative)  ; 
Jackson  1 out  of  5;  Walter  1 out  of  21;  and 
\\  eischelbaum,  6 out  of  33.  The  recognition 
of  acute  endocarditis,  as  you  can  easily  un- 
derstand, is  very  readily  and  frequently  over- 
looked, as  many  of  the  most  striking  pliysical 
signs  are  absent  and  are  so  overshadowed  by 
the  pulmonary  disease,  and  signs.  In  a great 
majority  of  cases  the  valves  at  the  base  are 
even  afiecteil ; thus,  as  'n  other  diseases,  the 
diastolic  murmurs  are  ahvays  suggestiA’e.  The 
jirognosis  in  endocarditis  is  extremely  grave. 

In  general  pneumococcic  septicemia  you 
have  seA’cre  endocarditis  in  at  least  50  per 
cent  of  the  cases.  Keferriiig  again  to  the 
statistics  of  IMusser  and  Norris,  Ave  find  acute 
pericarditis  in  12.6  per  cent  of  their  autopsy 
jveords.  This  condition  is  very  difficult  to 
diagnose  during  life.  Even  in  the  great  ma- 
jority of  cases  it  escapes  notice  un  il  found 
at  autopsy.  Infection  may  occur  through  the 
blood  or  lymphatic  streams,  but  quite  often 
results  from  direct  extension  from  the  infect- 
ed area  of  the  lung  or  pleura. 

5.  Eenal  System 

Albuminuria,  as  in  all  acute  septic  diseases, 
occurs  in  a large  per  cent  in  pneumonia  cases. 
Tlie  vast  majority  of  these  Albuminurias  are 
transient  in  character,  and  accompanied  only 
by  a feAv  hyaline  easts,  epitheliel  cells  and 
leukocytes;  occasionlly  red  cells  are  found, 
tliese  representing  a higher  grade  of  renal 
irritation.  It  is  not  possible  to  make  a sharp 
distinction  betAveen  the  so-called  “febrile  al- 
buminuria” and  mild  grades  of  nephritis.  In 
your  infectious  nephritis  the  prognosis  is 
generally  good.  Uraemia  and  Oedema  rarely 
cccur;  hematuria  is  frequently  encountered. 
These  cases  get  entirely  well  or  terminate  in 
death,  and  very  rarely,  if  ever,  terminate  in 
clironic  nephritis. 

6.  Liver. 

Again  referring  to  Musser  and  Norris  sta- 
tistics, Acute  Hepatitis  was  shown  in  52.9 
per  cent  of  the  autopsies.  Jaundice  with  en- 
largement of  the  liver  is  most  frequently  en- 
countered. Among  the  theories  that  have  been 
advanced  as  to  the  causative  factors  of  jaun- 
dice in  hepatitis  are  the  general  toxemia,  the 
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venous  statis,  stagnation  of  bile,  from  the 
lessened  motion  of  the  diaphragm,  the  push- 
ing down  of  the  diaphragm  bj  tlie  extensive 
pneumonitis  of  tlie  right  lung, — all  play  a 
part.  Jaundice  itself  is  not  a serious  compli- 
cation in  pneumonia,  it  is  like  the  albuminu- 
ria, clears  up  as  the  conditions  improve. 

7.  Acute  Dilitation  of  the  Stomach  and 
Hiccough. 

Tliese  cases,  which  are  easily  re o' 
because  of  the  associated  physical  signs,  de- 
mand immediate  washing  out  of  the  stomach, 
which  should  be  repeated  according  to  the 
urgency  of  the  symptoms.  The  tube  may  be 
used,  though  the  pa  dent  is  founi,  in  collapse. 
The  patient  may  be  turned  on  his  side  to  en- 
courage the  emptfying  of  "'he  stomach;  this 
maneuver  without  lavage  is  of  but  little  value. 
Strychnia  and  eserin  salicylate  have  been 
i-ecommended.  but  are  of  doubtful  value.  The 
tube  alone  gives  results. 

In  these  cases  in  which  we  find  hiccoughs 
the  symptom  is  exceedingly  reliellious  to  treat- 
ment. At  times  the  old  fashion  remedies,  10 
drops  each  of  Hoffinan’s  Anodyne  or  eom- 
Dound  tincture  of  cardamon,  on  sugar,  slowly 
swallowed,  are  effective.  In  many  cases,  how- 
ever, hypodermics  of  morphine  are  necessary, 
with  full  doses  of  strontium  bromide,  and  oft- 
en pheno-barbitol. 


-X-RAY  IX  DIAdNOSIS  OF  LOF>.\R 
P\RU:;IOXTA 

Sydney  E.  Johnson,  M.  D. 
Fniversity  of  Louisville  School  of  Medicine 

Louisville. 

Typical  uncomplicated  lobar  pneumonia  is 
diagnosed  clinically  without  roentgenologic 
aid.  In  such  cases  films  are  often  requested 
and  serve  a useful  purpose  in  showing  the 
extent  and  exact  location  of  the  consolidation 
and  in  furnishing  a permanent  graphic  rec- 
ord to  file  with  the  patient’s  history.  The 
roentgen  examination  is  somewhat  similar  to 
a biopsy  and  affords  certain  kinds  of  infor- 
mation which  cannot  be  obtained  in  any  other 
way  during  the  life  of  the  patient. 

A considerable  number  of  pneumonia  cases, 
however,  are  not  typical  either  as  to  distribu- 
tion of  the  lesion  or  in  clinical  manifestations. 
Central  nneumonia  or  partial  consolidation  of 
a lobe  may  give  no  physical  signs,  whereas 
x-ray  films  will  usually  show  such  consolida- 
tions very  clearly.  In  following  the  course 
of  resolution  or  the  onset  of  complications 
roentgen  examination  is  of  the  greatest  value. 

Roentgen  Findings : The  first  stage,  or 
stage  of  congestion,  is  so  transitory,  lasting 
but  a feAv  hours,  that  patients  are  not  often 
.s(>en  by  the  roentgenologist  during  this  pe- 

*Rt*aiI before  the  .Tefferson  Coiintv  Medical  Society, 
March  7.  in.rj. 


riod.  There  is  more  or  less  increa.se  in  the 
peribronchial  markings  as  seen  in  congestion 
from  any  course.  There  are  no  specific 
changes. 

In  the  second  and  third  stages  (red  and 
grey  hepatization)  the  consolidated  lung 
ca.sts  a dense  shadow.  A careful  examination 
of  the  area  of  increased  density  and  of  the 
surrounding  structures  will  usually  reveal 
certain  characteristics  which  are  specifically 
diagnostic.  In  this  connection  it  is  important 
to  recall  the  iiosition  of  the  interlobar  fis- 
sures. The  following  diagrams  will  serve  to 
show  the  essential  anatomical  relations. 


Figure  1,  Diagr.nu  of  the  lobes  of  the  lungs  to  show  the 
rebitions  of  the  interlobar  fissures.  From  Sante,  slightly 
modified. 

The  oblique  fissure  extends  downward  and 
forward  separating  the  large  lower  lobe  from 
the  smaller  upper  and  middle  lobes.  The 
transverse  fissure  intercepts  the  oblique  fis- 
sure at  the  root  of  the  lung  and  separates  the 
upper  lobe  from  the  small  middle  lobe.  In  a 
postero-anterior  film,  with  the  central  ray  of 
the  x-ray  tube  directed  through  the  chest  at 
the  level  of  the  fifth  or  sixth  thoracic  ver- 
tebra, the  shadow  characteristics  will  be  ap- 
proximatiely  as  shown  in  fig.  I (a,  b and  c). 

In  upper  lobe  consolidation  the  lower  mar- 
gin shoAvs  an  abrupt  sharp  line.  The  middle 
lobe  Avill  present  a similar  sharp  upper  mar- 
gin ; but  owing  to  the  fact  that  the  middle  lobe 
is  Avedge-shaped  with  the  apex  directed  doAvn- 
wai'd  along  the  anterior  chest  Avail,  the  lower 
)iart  of  the  shadoAv  Avill  feather  out  into  nor- 
mal lung  density.  The  loAver  lobe,  on  the 
othei-  hand,  iiresents  an  angle  both  above  and 


572 


KENTUCKY  MEDICAL  JOURNAL 


[October,  1932 


below,  and  for  that  reason  will  have  greatest 
density  in  the  central  part  of  the  shadow, 
feathering  to  normal  lung  density  above.  The 
feathering  at  the  lower  border  is  not  so  mark- 
ed, but  usually  a considerable  amount  of  light 
eomes  through  in  the  eostophrenic  angle.  The 
right  lower  lobe  is  the  one  most  frequently 
involved. 

On  the  left  side  the  upper  lobe  takes  the 
place  of  the  right  upper  and  middle  lobes. 

Owing  to  the  rapid  progress  of  the  disease, 
typical  consolidation  is  usually  seen  at  the 
first  examination.  There  is  no  change  in  the 
roentgenogi’aphic  appearance  from  this  date 
until  after  the  crisis.  Resolution  normally 
progresses  rapidly  and  the  lungs  should  be 
clear  in  one  to  two  weeks.  If  dense  shadows 
persist  longer  than  three  weeks  after  the 
crisis,  a complication  is  indicated.  If  there 
is  a dense  shadow  at  the  periphery,  it  indi- 
cates pleurisy  with  effusion  or  empyema ; if 
central,  it  indicates  lung  abscess. 

In  children,  lobar  pneumonia  most  fre- 
quently begins  as  a wedge-shaped  area  of 
consolidation  at  the  periphery  of  the  upper 
right  lobe,  extending  rapidly  towards  the 
liilus. 

Atypical  Pneumonia : Atypical  cases  occur 
most  frequently  during  the  milder  months  of 
the  year.  Such  cases  may  show  partial  con- 
solidation of  a lobe,  central  consolidation, 
which  never  extends  to  the  periphery,  and 
gives  no  physical  signs,  and  micTating  pneu- 
monia involving  one  lobe  after  another  with 
different  stages  of  the  disease  existing  simul- 
taneously in  different  lobes. 

Prognosis : X-ray  findings  are  of  no  value 
in  estimating  the  virulence  or  type  of  the  dis- 
ease. hut  will  show  the  number  of  lobes  in- 
volved which  may  be  of  some  value. 

Complications ; X-ray  examination  is  of 
first  importance  in  determining  the  presence 
of  complications.  Empyema  is  the  most  fre- 
nuent  complication.  When  the  presence  of 
fluid  is  demonstrated  the  nature  of  the  fluid 
should  be  determined  by  aspiration.  Peri- 
carditis with  effusion  is  a less  frequent  com- 
plication (about  1%).  Lung  abscess  is  shown 
by  a dense  shadow  near  the  hilus  which  per- 
sists after  the  normal  period  of  resolution. 
The  abscess  Avill  not  at  first  show  a definite 
cavity  and  the  margins  may  be  indefinite  and 
hazy.  Other  less  rare  complications  are  ate- 
lectasis, endocarditis  and  chronic  interstitial 
pneumonia. 

Differential  Diagnosis:  During  the  stage 
of  congestion  the  x-ray  findings  are  not  diag- 
Aiostic,  but  do  indicate  thait,  an  inflammatory 
lesion  is  in  progress. 

In  the  stages  of  consolidation  and  resolu- 
tion the  following  conditions  have  to  be  con- 
sidered : 


Empyema,  caseous  tuberculous  pneumonia, 
lung  abscess,  pericarditis  with  effusion,  ate- 
lectasis, neoplasm,  chronic  interstitial  pneu- 
monia, bronchopneumonia  and  bronchiectasis. 

A detailed  discussion  of  these  several  con- 
ditions is  beyond  the  scope  of  this  paper. 
Brief  mention  will  be  made  of  some  of  the 
more  important  points. 

Enipyema  is  the  most  frequent  complica- 
tion. Its  diagnosis  from  lower  lobe  consoli- 
dation cannot  always  be  made,  roentgeno- 
logieally.  The  signs  indicating  fluid  are: 
complete  opacity  to  x-rays  down  to  the  dia- 
phragm and  including  the  eostophrenic  angle, 
displacement  of  trachea  and  mediastinum,  oc- 
casionally an  abrupt  straight  line  upper  mar- 
gin, and  shifting  shadow  on  change  in  posi- 
tion of  patient.  Lateral  views  may  help  in 
showing  that  the  opacity  does  not  conform  to 
the  size  and  shape  of  the  lobes  of  the  lung. 
With  a dense  shadow  and  the  clinical  finding 
of  a flat  note  over  the  involved  area,  diag- 
nostic puncture  is  indicated. 

In  caseous  tuberculoi;s  pneumonia  the  x- 
ray  findings  may  be  identical.  The  course 
of  the  disease,  however,  is  ov'er  months  instead 
of  weeks. 

Lung  abscess  usually  begins  near  the  hilus 
and  w'ill  sooner  or  later  show  a cavity  with 
fluid  level. 

Pericarditis  with  effusion  usually  shows 
diminished  cardiac  impulse,  and  water-bottle 
(‘ontour  of  the  cardiac  shadow. 

Atelecta.sis  causes  displacement  of  the 
mediastinum,  eleA^ation  of  the  diaphragm  and 
retraction  of  the  interspaces,  all  on  the  affect- 
ed side. 

Bronchopneumonia  produces  a roentgen- 
ologic appearance  which  is  similar  to  that  of 
lobar  pneumonia  during  the  stage  of  resolu- 
tion. However,  bronchopneumonia  is  usually 
bilateral  and  does  not  conform  strictly  to  lobe 
boundries. 

This  covers  in  a very  orief  way  the  more 
important  roentgenologic  aspects  of  lobar 
pneumonia.  In  conclusion  it  should  be  em- 
phasized that  it  is  the  patient’s  physician  who 
makes  the  final  diagnosis.  In  all  chest  con- 
ditions, roentgenography  furnishes  especially 
valuable  information,  but  the  diagnosis  cov- 
ers a great  deal  more  than  can  b''  encompassed 
in  any  set  of  laboratory  findings.  While  the 
x-ray'examination  may  furnish  the  particular 
information  that  is  needed  to  complete  the 
diagnosis,  the  term  x-ray  diagnosis  is  a mis- 
nomer and  should  never  be  used. 

DISCUSSION 

J.  Rowan  Morrison;  I think  the  Program 
Committee  should  he  congratulated  for  hav- 
ing such  good  papers,  bright  papers,  on  such 
a timely  subject  and  at  such  a timely  time.  This 
has  been  most  interesting  to  me.  1 am  not  go- 
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ing  to  say  very  much,  because  it  is  getting  late. 

Dr.  Kinsman’s  paper  on  the  “Diagnosis  of  Lo- 
bar Pneumonia”  I think  was  excellent.  As  he 
stated,  the  ordinary  case  of  pneumonia  seen 
in  the  hospital  is  easy  to  diagnose  by  any  phy- 
sician who  has  ordinary  common  sense.  The 
reason  that  there  has  to  he  so  very  many  things 
mentioned  in  diagnosis  is  because  different  doc- 
tors will  make  their  diagnosis  on  one  symptom 
and  others  on  another  symptom,  just  as  a man 
living  in  the  country  and  being  used  to  handling 
peaches,  apples  and  melons  is  able  to  tell  when 
they  are  ripe  by  feeling  them,  while  someone  else 
would  have  to  plug  them  to  find  out  if  they 
were  ripe.  Some  physicians  can  tell  more  by 
listening  and  others  by  feeling. 

One  of  the  earliest  symptoms  which  is  of  im- 
portance to  me  is  hyper-resonance  rather  than 
dullness,  when  we  see  a patient  early.  In  cen- 
tral pneumonia  often  the  only  sign  is  weakness 
and  in  distinct  respiratory  sounds  not  infrequent- 
ly accompanied  by  an  inspiratory  “grunt.” 

As  regards  the  typing  of  pneumonias,  I think 
this  is  a most  excellent  thing  to  do,  although 
here  in  Louisville  we  have  not  found  it  valuable 
in  many  cases  to  use  a serum,  although  we  have 
detei-mined  the  type  of  the  pneumonia,  because 
we  are  not  able  so  far  to  obtain  the  serum  early 
enough.  I also  think  that  we  should  do  blood  cul- 
tures to  try  to  determine  whether  the  patient 
has  a bacteremia  or  not,  because  as  has  been 
shown  by  Dr.  Cecil’s  paper  in  the  last  issue  of  the 
American  Medical  Journal,  cases  of  bacteremia 
are  much  more  deadly  than  those  that  do  not 
have  this  condition.  I saw  a beautiful  diagnosis 
of  pneumonia  made  last  year  by  a surgeon.  The 
doctor  who  called  him  thought  it  was  appendi- 
citis or  gall-bladder  disease.  A laboratory  man 
made  a white  count  and  thought  that  it  was  gall- 
bladder disease  rather  than  appendicitis.  (By 
what  means  he  could  tell  this  I do  not  know). 
But  the  surgeon  being  well  trained  in  general 
observations,  believed  that  the  patient  had  a 
pneumonia,  although  the  pain  was  in  the  right 
side,  the  base  of  his  left  chest  did  not  move  as 
well  as  the  right.  He  asked  for  an  x-ray  exami- 
nation of  the  patient’s  chest  and  asked  me  to 
examine  the  patient.  I made  out  a beginning 
pneumonia  at  the  left  base,  and  when  the  x-ray 
plate  was  read  it  showed  that  there  was  a pneu- 
monia at  the  left  base;  and  patient  went  on  and 
had  a clinical  course  of  pneumonia  and  no  evi- 
dence of  appendicitis  or  gall-bladder  disease. 

The  Complications  of  Lobar  Pneumonia  have 
been  taken  up  by  Dr.  Boggess  in  a most  interest- 
ing way.  I do  not  agree  with  him,  however,  when 
he  says  that  in  an  empyema  due  to  pneumococcus 
we  should  defer  operation  for  a long  time.  I 
believe  that  Dr.  Boggess  has  probably  confused 
Pneumococcus  Empyema  with  an  Empyema  of 
streptococcus  origin. 

Dr.  Leavell  handled  the  subject  of  “Treatment 
of  Pneumonia”  most  excellently.  The  treatment 


of  pneumonia  is  probably  more  dependent  upon 
the  patient  than  it  is  on  the  doctor.  For  instance, 
in  pneumonia  of  Type  II  pneumococcus  there  is 
twice  the  mortality  than  there  is  in  pneumonia 
caused  by  Type  I pneumococcus;  therefore,  you 
are  just  twice  as  unlucky  if  ycu  happen  to  have 
a Type  II  instead  of  a Type  I.  As  Cecil  has 
shown  in  the  above  quoted  paper,  in  Type  II 
pneumonia  even  after  use  of  Felton’s  concen- 
trated serum,  his  average  mortality  was  40% 
during  the  years  in  which  he  has  made  his  ob- 
servations, against  a mortality  of  45%  in  those 
that  were  untreated.  This  is  some  advantage,  but 
still  it  is  somewhat  like  the  two  men  who  were 
talking  about  prohibition.  The  first  fellow  said, 
“This  prohibition  is  awful.”  The  second  fellow 
said,  “I  know  it  is,  but  it  is  better  than  nothing.” 

I am  greatly  interested  in  the  modem  treat- 
ment of  pneumonia  by  the  serum  method  and 
hope  that  there  will  be  as  much  improvement  in 
Ihis  within  the  next  ten  years  as  there  has  been 
r ithin  the  last  ten 

Virgil  E.  Simpson:  The  Chairman  of  your 
program  committee  asked  me  to  do  some  “pinch 
hitting”  in  the  absence  of  the  scheduled  discus- 
sant. 

The  essayists  of  the  Symposium  have,  indeed, 
brought  the  literature  on  Pneumonia  down  to 
March  7,  1932,  hence  there  remains  only  the  task 
of  briefly  summarizing  my  conclusions,  the  re- 
sult of  a fairly  close  study  of  the  literature  as 
it  has  developed,  the  experience  of  a clinical  con- 
tact covering  two  decades  and  an  appreciative 
audition  to  the  readings  just  presented. 

First  in  importance  from  the  viewpoint  of  both 
prognosis  and  therapy  stands  the  bacteriological 
ensemble.  Unique  in  the  galaxy  of  transmissable 
diseases  pneumonia  presents  a veritable  Pan- 
dora’s Box  in  its  etiological  study.  No  other 
clinical  entity  is  caused  by  such  a group  of  of- 
fenders, numerically.  We  were  sufficiently  im- 
pressed when  the  bacteriologists  carefully  separ- 
ated the  causative  organisms  in  four  groups  and 
classified  them  in  terms  of  types.  We  grew,  with 
the  lapse  of  years,  a bit  less  uneasy  in  the  pres- 
ence of  this  etiological  quadruped  and  indulged 
in  hopeful  therapeutic  speculations.  Then,  rather 
hurriedly,  the  bacteriologists  shake  Type  4 in 
their  laboratory  dice  box  and  out  rolls  more  than 
twenty  separate,  individual,  distinct,  properly 
placarded  organisms.  Ere  long  one  may  antici- 
pate a centipede  usurping  the  stall  of  the  quad- 
ruped. 

This  leads  to  the  second  conclusion.  Weichsel- 
baum  nearly  a half  a century  ago  emphasized 
the  fact  that  inflammation  of  the  lungs  could  b“ 
caused  by  many  kinds  of  germs.  That  statement 
remains  true,  but  since  then  it  has  been  found 
that  the  pneumococcus  causes  the  larger  number 
of  cases  characterized  by  lobar  consolidation. 
The  logical  outcome  of  a recognition  of  these 
clinical  and  laboratory  facts  was  the  effort  to 
limit  the  conception  of  lobar  pneumonia  to  the 
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group  caused  by  the  pneumococcus.  The  pul- 
monary inflammations  resulting  from  the  other 
organisms  should,  prcperly,  not  be  designated  as 
pneumonia.  As  yet  there  has  been  no  satisfac- 
tory concurrence  in  nomenclature. 

Thirdly,  the  facts  just  alluded  to  make  typing 
a matter  of  clinical  expedience.  Type  IV  causes 
about  20  per  cent  of  all  pneumonias  and  as  this 
group  comprises  heterogenous  strains  with  littiO 
immologic  properties  in  common  even  the  hope 
of  a practical  specific  therapy  is  well  nigh  futile. 
Further,  since  some  60  per  cent  of  all  lobar 
pneumonias  are  due  to  Types  I and  II  and  as 
Type  II  presents  many  atypical  strains,  it  must 
follow  that  specific  therapy  for  Type  II  cannot 
be  as  successful  as  for  Type  I,  notwith;  landing 
the  identity  of  Type  II  by  agglutination,  mor- 
phologic and  cultural  characteristics.  Attention  is 
also  called  to  the  fact  thaVa  reasonably  high  liter 
of  serum  in  the  immunization  of  horses  has  been 
obtained  only  with  Type  1 and  at  a recent  meet- 
ing of  the  Revision  Committee  of  the  United 
States  Pharmacopoea  we  decided  to  admit  only 
Type  I serum  as  official.  But  it  has  not  yet  been 
determined  if  the  pneumococcus  infection  can  be 
attributed  to  a true  toxin,  to  an  endotoxin  or  to 
split  bacterial  protein  products,  and  while  pneu- 
mococci, autolysates  ax’e  both  toxic  and  hemo- 
lytic, neutralization  of  these  properties  is  not 
completely  accomplished  by  specific  sera.  The 
explanation  of  the  crisis  in  pneumonia  must  be 
more  satisfactory  than  that  offered  now  before 
all  the  issues  of  specific  therapy  are  at  rest.  The 
crisis  is  not  the  result  of  pathologic  changes  in 
the  lung,  nor  can  it  be  explained  by  a rapid  loss 
of  virulency  of  the  organism.  Since  the  phago- 
cylic  activity  of  a serum  seems  to  detennine  its 
protective  action,  one  wonders  if  phagocytosia  be 
the  basis  of  both  recovery  and  of  immunity. 

P’ourthly,  I have  been  much  interested  in  the 
relationship  between  the  mortality  and  the  bac- 
teremia. As  long  as  the  pneumonia  remains  a 
lung  pathology  the  mortality  rarely  exceeds  10 
per  cent.  When  blood  cultures  are  positive  tbe 
death  rate  climbs  to  50  and  even  60  per  cent, 
the  greater  the  number  of  colonies  developing 
on  the  culture  the  graver  the  outlook.  Putting 
it  more  vividly,  one  might  state  that  as  long  as 
the  disease  remains  a local  condition  the  outlook 
is  good,  but  when  it  becomes  a bacteremia  the 
prognosis  is  grave. 

And,  finally,  I have  been  intrigued  by  the  study 
of  the  relationship  of  the  mortality  to  cyanosis 
and  hence,  indirectly,  to  oxygen  therapy.  While 
there  is  some  parallelism  between  the  cyanosis 
and  the  extent  of  consolidation  yet  the  loss  of 
aerating  space  is  practically  compensated  by 
alveolar  delitation  and  increased  respiratory  rate 
Deficient  aeration  is  not  the  explanation  of  cy- 
anosis. There  is,  however,  a diminished  oxygen- 
combining power  of  the  blood.  This  can  be 
demonstrated  in  animals,  experimentally  infected 
with  pneumococci  with  no  pulmonary  lesions. 


This  loss  of  blood-combining  power  is  due  to  the 
change  of  hemoglobin  into  methemoglobin  and  is 
the  direct  effect  of  the  pneumococcus.  On  such 
conception  of  the  cause  of  cyanosis  the  use  of 
oxygen  becomes  intelligible  and  a considerable 
of  methods  and  apparati  understandable  and  de- 
sirable. 

Siegel  C.  Frankel:  The  discussion  this  evening 
with  reference  to  the  therapy  of  Lobar  Pneumo- 
nia reminds  me  of  some  twenty  years  ago  when 
the  Jefferson  County  Medical  Society  met  at  the 
Galt  House  when  the  treatment  for  Lobar  Pneu- 
monia came  up  for  discussion.  There  were  al- 
ways two  distinct  sides  to  the  discussion;  one 
recommended  big  doses  of  digitalis  and  the  other 
no  digitalis  but  tincture  of  Aconite  Root;  each 
agreeing  and  meeting  on  the  middle  ground  that 
plenty  of  whiskey  was  absolutely  necessary  in 
all  cases. 

The  recommendation  for  treatment  this  eve- 
ning has,  as  has  been  stated,  been  brought  up 
to  the  latest  method  of  treatment.  I’his  being 
the  case,  I wish  to  speak  somew'hat  along  other 
lines  of  treatment  than  the  oxygen  tent,  serum 
therapy  and  the  latest  therapy  which  has  been 
di'cussed. 

In  lecturing  to  the  medical  students  I lay  more 
stress  upon  the  blood  pressure  readings  than  I 
do  on  the  temperature  curve,  pulse  rate  or  res- 
piratory rate.  We  expect  the  systolic  blood  pres- 
sure to  fall  about  20  mm.  of  mercury  the  first 
few  days  but  if  possible  it  should  not  be  allowed 
to  fall  below  that.  Whenever  the  systolic  blood 
j)ressure  reading  in  millimeters  falls  below  tbe 
pulse  rate  reading  per  minute,  it  is  a sign  of 
cardio  vasculur  asthenia  and.  to  my  mind,  calls 
for  strenuous  cardiac  stimulation.  For  this  pur- 
pose I rely  considerably  upon  caffeine-sodium 
benzoate,  digitalis,  pituitrin,  strychnine  and  in 
sudden  emergencies  adrenalin.  If  the  patient  is 
very  toxic  and  takes  very  little  nourishment,  50 
per  cent  glucose  intravenously  administered  ev- 
ery two  or  three  hours  for  several  days  some- 
times helps  to  sustain  the  patient  and  relieve  the 
toxic  state. 

J.  Murray  Kinsman  (in  closing):  There  is  only 
one  more  thing  I wish  to  add,  and  that  concerns 
the  method  of  typing  in  those  patients  who  can- 
not raise  sputum.  In  such  cases  a swab  from 
"he  posterior  pharyngeal  wall  may  be  in»' 
in  broth  medium  which  is  then  incubated  for  two 
or  three  hours.  Then  one  or  two  cc.  of  this 
broth  culture  may  be  injected  into  the  peritoneal 
cavity  of  a white  mouse,  and  the  typing  then 
carried  out  in  the  usual  way.  In  a certain  pro- 
portion of  cases  this  will  yield  accurate  results. 

Hugh  R.  Leavell  (in  closing)  : The  most  im- 
portant thing  is  to  lay  emphasis  on  the  use  of 
serum  early.  If  it  is  goWg  to  be  administered 
at  all,  it  must  be  given  within  the  first  three 
days  and  with  the  various  methods  of  rapid  typ- 
ing there  is  no  reason  why  a diagnosis  cannot 
be  quickly  made  and  sei'um  given  without  delay. 
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The  expense  of  serum,  which  is  considerable  at 
the  present  time,  is  an  important  consideration, 
as  it  amounts  to  about  $100.00  for  treating  the 
average  case.  A large  part  of  this  expense  is 
due  to  the  cost  of  standardization  by  measuring 
protecting  power  of  the  serum  against  virulent 
pneumucocci  in  large  series  of  mice.  Felton  re- 
cently showed  that  the  serum  may  be  just  as 
satisfactorily  standardized  by  measuring  agglu- 
tinins and  other  antibodies  m the  serum,  with 
much  less  expense. 

In  regard  to  the  use  of  morphine,  it  seems 
quite  evident  that  certain  cases  will  require  some 
sort  of  opiate  in  addition  to  diathermy  to  con- 
trol pleuritic  pain  and  relieve  apprehension.  In 
using  morphine,  its  action  on  the  cough  reflex 
may  sometimes  make  it  difficult  for  patients  to 
I'aise  sputum  satisfactorily,  and  this  must  be  con- 
sidered. Dr.  Osier  is  reported  to  have  been  very 
grateful  for  the  morphine  used  when  he  had 
pneumonia.  Another  unfortunate  effect  of  mor- 
phine is  that  of  increasing  distention.  In  the 
majority  of  cases,  codeine  works  as  well  as  mor- 
phine, and  is  usually  to  be  preferred. 

A.  Clayton  McCarty  (in  closing)  : There  are 
two  things  upon  which  I should  like  to  lay  em- 
phasis. The  first  is  the  attitude  of  physicians 
in  general  toward  pneumonia  and  the  second  is 
an  effort  to  make  the  patient  himself  “pneumo- 
nia conscious.” 

There  is  a certain  fatalistic  attitude  among 
members  of  the  profession  toward  lobar  pneu- 
monia. This  has  been  evidenced  even  in  con- 
versation with  some  of  the  speakers  on  tonight’s 
program;  and  yet  their  papers  have  shown  how 
little  justification  there  is  for  such  an  attitude. 
Too  often  newer  methods  of  diagnoses  and  treat- 
ment in  pneumonia  are  not  made  use  of  because 
the  percentage  of  good  results  with  these  newer 
methods  is  very  little  greater  than  those  obtained 
with  older  methods.  When  one  considersi  the 
great  prevalence  of  pneumonia,  an  improvement 
of  even  one  percent  in  mortality  and  morbidity 
means  many  thousands  of  cases  improved  or 
saved.  As  physicians,  let  us  therefore,  make  use 
of  the  latest  and  the  best  in  this  serious  condi- 
tion. 

As  to  the  laity,  a more  intensive  campaign  of 
education  should  be  carried  out.  People  generally 
are  frightened  enough  when  pneumonia  has  ac- 
tually set  in  but  they  are  not  sufficiently  appre- 
hensive about  the  coughs,  colds  and  general  de- 
bility which  precede  the  pneumonia.  Much  is 
said  about  the  early  diagnoses  and  treatment  of 
cancer,  tuberculosis,  heart  disease,  etc.,  but  not 
enough  concerning  rest  and  adequate  care  of 
deep  colds.  A drug  store  nostrum  is  usually  re- 
sorted to  and  the  doctor  many  times  does  not  see 
the  case  in  that  all-important  stage^ — -the  first 
three  days.  Several  years  ago  it  was  my  pleas- 
ure to  hear  another  symposium  on  the  same  sub- 
ject in  the  East.  Drs.  Solis-Cohen  and  Robertson 


spoke  on  the  general  treatment;  Drs.  Cecil  and 
Hutton  on  the  use  of  sera  and  anti  bodies;  Dr. 
Snow  on  diathermy,  and  the  late  Dr.  Joseph 
Sailor  on  the  intra-venous  use  of  mecurocnrome. 
Each  reported  uniformly  good  results  in  cases 
vv'Uen  treatment  was  begun  during  the  first  three 
days  of  the  disease;  very  poor  results  in  cases 
where  treatment  was  begun  after  the  third  day. 

Type  III  pneumonia  is  still  the  “boogie-boo,” 
but  even  here  encouragement  is  to  be  noted. 
Avery  of  New  York  is  to  report  his  very  fine 
work  on  the  enzyme  which  dissolves  the  poly- 
saccharide capsule  of  the  Type  III  pneumococcus 
at  the  College  of  Physicians  in  San  Francisco 
next  month.  And  so  the  future  is  hopeful.  Bet- 
ter tools  are  being  placed  in  our  hands  all  the 
time.  Let  us  make  the  fullest  use  of  them. 

THE  DEVELOPMENT  OP  GOOD 
CITIZENSHIP. 

By  J.  Garland  Sherrill,  M.  D. 

Loui.sville. 

My  remarks  are  addressed  to  all  the  peo- 
])le,  but  more  especially  to  fathers  and 
■mothers,  Parent-'i'eachers  Associations,  and 
all  allied  health  agencies. 

Everyone  will  admit  that  the  greatest  in- 
fluence in  the  development  of  a child  is  a 
sound  body,  and  the  next  most  important 
factor  in  this  development  is  a sound  mind. 

Ortain  diseases  and  certain  mental  and 
hodiiy  traits  are  transmitted  from  parents  to 
their  offspring.  Such  diseases  and  manv  of 
tlie  mental  obliquities  are  well  known.  Every 
person  who  contemplates  matrimony  should 
t.e  fully  informed  of  such  taint  in  his  make- 
up, and  should  decide  whether  he  desires  to 
marry  and  risk  bringing  defective  children 
into  existence. 

To  effectually  jirevent  the  propagation  of 
defectiveness,  such  persons  should  not  marry. 
The  rule  should  be,  “Stop  before  you  start.” 
Do  not  wait  until  after  marriage  and  hope 
by  methods  of  contraception  and  birth  con- 
trol to  prevent  the  birth  of  defective  child- 
ren. These  methods,  in  my  opinion,  are  det- 
rimental. The  best  advice  to  young  people 
contemplating  matrimony  is  to  be  sure  you 
are  both  well ; also  to  be  fairly  sure  that  you 
can  support  a family.  This  responsibility 
should  weigh  more  heavily  than  it  does.  Bad 
environment,  poverty  and  crime  go  hand  in 
hand.  Why  risk  handicapping  your  offspring 
at  the  start? 

At  present,  many  people  feel  that  the 
government  should  assume  iparc|ntal  duties 
and  relieve  the  parent  of  the  care  of  the 
children  to  a great  degree.  This  view  is  in 
part  the  result  of  change  in  our  manner  of 
life.  The  parental  influence  is  much  less 
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tlian  fonnerl}^  and  its  place  is  taiken  by  the 
'I'cac  her,  the  Parent-Teachers  Association, 
the  school  physician,  the  school  nurse  and 
other  social  workers. 

The  result  of  such  supervision  is  that  the 
child  loses  his  contact  with  his  parent,  be- 
comes the  ward  . f the  state,  and  instead,  of 
leaking  a self-reliant  citizen,  gradually 
drifts  into  the  charity  group. 

It  is  handier  for  many  mothers  to  give  a 
tlime  or  two  to  the  child  and  let  him  buy 
his  lunch  at  school.  It  is  easier  still  for 
others  to  let  the  child  be  fed  at  school  on 
charity.  All  this  leads  to  everyone,  in  part 
at  least,  depending  for  support  upon  the 
government.  In  other  words,  we  are  drifting 
irom  an  independent  people  who  believe  in 
our  government,  support  its  institutions,  up- 
hold its  integrity,  and  fight  its  battles,  into 
a nation  of  parasites. 

Paternalism  is  ramrant,  and  the  belief  i 
lirevalent  that  happiness,  business  success 
and  prosperity-  can  be  distributed  to  the  peo- 
ple from  the  central  government  by  legis- 
lation. 

We  have  gone  so  far  that  we  vote  millions 
of  dollars  for  farm  relief,  millions  for  relief 
of  the  unemployed,  and  immediately  vote  a 
tax  affecting  every'  person  in  the  country  to 
pay'  the  bill.  No  country  can  last  based  upon 
such  an  idea  of  econoinic.1. 

Pack  to  first  principles.  Home  govern- 
ment should  be  reestablished,  and  the  iliild 
should  be  brought  up  as  an  individual.  lie 
sliould  learn  the  duties  of  good  citizenship, 
right  living,  obedience  to  law,  respect  for 
his  financial  obligations,  temperance  and 
morality'.  He  should  be  taught  to  avoid 
hypocrisy'  and  cant,  and  should  be  -made  to 
see  the  evil  in  pretense.  In  other  words,  he 
should  learn  not  to  vote  dry  because  he  is 
afraid,  and  to  be  wet  in  practice  on  the  sly. 
So  -many"  of  our  legislators  in  Washington 
are  dry'  in  theory  and  wet  in  practice. 

This  country'  needs  to  go  back  to  first 
principles.  The  original  constitution,  as  a 
document  of  the  rights  vf  man,  is  far  super- 
ior to  the  one  now  adopted.  Centralization 
and  bureaucracy"  must  be  overcome ; the  police 
power  should  rest  with  the  state;  respect  for 
law  and  order  must  be  held  inviolable ; a 
-government  office  -must  once  more  be  a 
sacred  trust ; graft  and  favoritism  must  be 
destroy"ed ; legislation  which  takes  from  one 
man’s  pocket  and  places  in  another  must  be 
stopped ; religious  and  personal  liberty  with- 
out license  should  be  restoied.  Have  we  no 
great  leaders  who  will  head  suen  a cam- 
])aign?  Economy  in  government  of  nation, 
state,  county  and  town  is  essential  to  a res- 
toration of  our  national  and  personal  self- 
respect.  Wlio  dares  to  stand  upon  such  a 
platform?  When  such  a man  is  found,  we 
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will  be  once  more  ready  to  go  forward  as  the 
greatest  country  in  the  world. 


bOOK  REVIEWS 

I’liACTIGAL  TREATMENT  OE  SKIN 
DISEASES,  WITH  SPECIAL  KEFER- 
ENCE  TO  TECHNIQUE.  A PRACTICAL 
.AlANUAL  FOR  PRACTITIONERS  AND 
students. — By  Eduard  Ahlswede,  M.  L., 
New  York  and  Hamburg.  Formerly  Assistant 
Physician,  University"  Skin  Department,  Di- 
rection of  Prof.  Unna,  Eppendorf  Hospital, 
Hamburg;  Asst.  Physician,  Clinic  and  Re- 
search Laboratory,  Direction  of  Prof.  Unna, 
Hamburg;  Assistant  Physician,  Institute  of 
Phy'sieal  Therapy',  Direction  of  0.  Ahlswede, 
AI.  D.,  Hamburg.  Forewords  by  Howard 
Fqlx,  M.  D.,  New  York,  and  Prof.  Dr.  P.  G. 
Unna,  Hamburg,  8vo.  cloth,  798  pages,  77 
illustrations.  $12.00  net.  Paul  B.  Hoeber, 
Inc.,  Publishers,  73  Fifth  Avenue,  New  York, 
N.  Y.  Publishers  of  The  American  Journal 
of  Surgery ; Annals  of  Medical  History ; 
Annals  of  Roentgenology ; Clio  Medica,  etc. 

There  is  undoubtedly  an  urgent  need  for 
a book  in  English  on  the  practical  treatment 
of  skin  disease.  Ahlswede ’s  work  is  a thor- 
oughly ijractical  manual  which  will  be  of 
great  help  to  the  busy  practitioner,  since  it 
stresses  primarily  the  ambulatory'  treatment 
of  skin  cases  as  they  occur  in  every  day  prac- 
tice. 

The  presentation  is  strikingly  clear  and 
accurate.  The  author  tells  w ith  concise  clar- 
ity" just  what  to  do  and  how  to  do  it. 
The  technique  of  treatment  in  particular 
is  explained  in  minute  detail  so  that  it 
is  easy  to  follow",  even  for  the  inexperienced. 

While  many  methods  of  treatment,  pre- 
scriptions, etc.,  are  naturally  of  Central  Eu  ■ 
ropean  origin,  the  author  is  very  critical  of 
his  own  school  and  has  not  written  the  text 
with  any  idea  that  the  methods  pres:;nted  are 
the  only  ways  in  which  various  skin  diseases 
can  be  treated.  A large  number  of  Jhiglish, 
American  and  French  authoriti-":  have  been 
quoted. 

There  is  a minimum  of  theoretical  consi- 
derations, the  textbook  character  having 
avoided  altogether,  while  innumerable  “tips” 
are  given  to  help  treat  the  numerous  skin 
diseases  effectively  and  with  a minimum  of 
equipment  and  expense.  The  latter  point  is 
stressed  as  being  of  great  importance  since 
the  general  practitioner  is  not  always  equip- 
ped with  an  X-ray  machine,  Kromayer  lamp, 
etc. 

There  are  no  mechanical  compilations  of 
prescriptions  or  methods  of  treatment. 
Throughout  the  book  the  author  emphasizes 
the  importance  of  etiological  treeatment,  and 
relies  on  purely  symptomatic  measures  only 
in  dermatoses  of  entirely  obscure  origin. 
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COUNTY  SOCIETY  REi'ORlS 

Grant:  The  Grant  County  Medical  Society 

met  Wednesday,  August  17,  1932  at  the  olTice 
.01  tUe  Health  Department  at  7:30  p.  m. 

'ihe  following  member^  were  present:  Drs. 

N.  H.  Ellis,  A.  D.  Diaine,  J.  W.  Abernathy,  H.  E. 
Mann,  W.  J.  Zmn,  U.  M.  EcKler  and  G.  A.  ibCK- 
ler.  J 

ihe  minutes  of  the  last  meeting  were  read  and 
approved. 

AS  tbere  were  no  committees  to  report  and 
no  correspondence  to  report,  we  now  took  up 
case  reports  in  our  every  day  practice. 

Dr.  A.  D.  Blaine  reported  a case  of  a woman 
with  acute  abdominal  pain  who  stopped  at  his 
ollice  in  transit  on  the  Dixie  Highw’ay.  She 
was  so  seriously  sick  from  pain  the  doctor  had 
to  give  her  a hypodermic. 

She  was  later  moved  to  the  county  infirmary 
as  she  had  no  place  else  to  go. 

Dr.  N.  H.  Ellis'  at  this  time  exhibited  a new 
treatment  for  syphilis  for  intramuscular  use 
where  neo-saivarsan  did  not  change  tbe  Was- 
sermann. 

At  this  time  there  was  a motion  and  second 
that  Miss  Mary  PTanklin  O’Hara  be  made  an 
honorary  member  of  this  society.  Motion  was 
carried  and  we  were  very  glad  indeed  to  wel- 
come Miss  O’Hara,  Grant  County  Public  Health 
Nurse  and  we  assure  her  our  hearty  support  and 
cooperation  in  her  new  field  of  work. 

Talks  about  the  scarcity  of  typhoid  fever  in 
our  midst  was  discussed  at  length  and  it  was 
very  easy  to  account  for  it.  Ine  advances 
made  in  hygenic  measures  as  carried  out  by  our 
worthy  health  officer,  has  gone  a great  way  in 
illuminating  this  dreaded  disease. 

They  decided  that  typhoid  vaccine  was  re- 
sponsible almost  100  percent  as'  a measi’ie  in 
illuminating  this  disease. 

The  subject  for  the  evening,  “Diarrheas,” 
w'as  opened  for  discussion  by  Dr.  Harry  F. 
Mann  of  Crittenden.  Dr.  Mann  made  a most 
excellent  talk,  clear,  learned  and  forceful  and  to 
the  point.  He  showed  clearly  that  he  was 
master  of  the  subject.  He  talked  at  length  on 
pieventative  measures,  showing  the  decrease  of 
the  disease  in  improved  sanitation. 

As  to  the  treatment  of  children  especially  he 
would  use  the  colon  tube,  paregoric  alkalized 
his  patient  use  subcarbonate  of  bismuth,  and 
Pasets  remedy.  He  also  would  use  calomel  and 
plenty  of  fresh  air,  absolute  cleanliness  and 
plenty  of  sterile  water. 

Dr.  A.  D.  Blaine  reported  the  scarcity  of 
cases  of  this  nature  stating  that  when  he  first 
began  practice  there  were  numbers  of  this  dis- 
ease. He  reported  a case  of  diarrhea  in  a man 
83  years  of  age  with  a temperature  of  102 
and  a pulse  of  85.  The  diarrhea  was  uncon- 
trolled. 

Dr.  Zinn  talked  on  preventative  measures  in 
oral  hygeine. 
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Dr.  N.  H.  Ellis  says  in  the  counti’y  he  advises 
all  mothers  to  nurse  their  babies  whei-e  possible 
and  where  they  are  bottle  fed  and  use  cows 
milk  to  boil  the  milk  used  for  babies  up  to  2 
years*.. 

Dr.  C.  A.  Eckler  resorts  to  irrigation  with 
normal  saline  in  infantile  diarrheas.  He  uses 
occasional  doses  oi  phenacetin  for  fever  and 
neiwousness  early  in  the  disease  but  resorts 
to  hydrotherapy  to  control  the  fever.  He 
stressed  the  importance  of  carefully  feeding 
these  cases. 

Dr.  C.  M.  Eckler  and  J.  W.  Abernathy  also 
discussed  these  diarrheas  and  while  just  a few 
of  our  members  were  present  each  one  ex- 
pressed a belief  that  he  was  benefited  by  having 
attended  the  meeting.  Subject  for  next  time: 
“Fractures  and  Treatments  of  the  Arm.” 

Discussion  to  be  opened  by  Dr.  C.  D.  O’Hara 
of  Williamstown. 

We  now  adjourned  to  meet  the  third  Wednes- 
day in  September’. 

C.  A.  ECKLER,  Secretary. 


Harlan:  The  members  of  the  flarlan  County 
Medical  Society  held  their  regular  monthly 
meeting  in  the  basement  of  the  Christian 
Church.  After  a splendid  repast  by  the  ladies 
of  the  church,  Dr.  Bailey , Secretary  of  the 
Society,  in  the  absence  of  the  president  and 
vice-president,  called  the  meeting  to  order  at 
1 p.  m. 

After  a few  matters  of  business  had  been  dis- 
posed of  Dr.  Bailey  introduced  two  well-known 
persons  from  the  State  Board  of  Health  at 
Louisville,  Mr.  S.  Clark  Dugan,  Director  of  the 
Bureau  of  Sanitary  Engineering,  and  Mrs, 
Sarah  Vance  Dugan,  Director  of  the  Bureau  oi 
Foods,  Drugs  and  Hotels.  Mr.  Dugan  spoke 
first  and  gave  some  excellent  points  on  General 
Sanitation.  He  mentioned  four  essentials  which 
should  be  controlled  in  every  community,  viz: 
Water  Supply,  Sewage  Disposal,  Milk  Supply 
and  Nuisances.  As  Mrs.  Dugan  was  to  speak 
on  Milk  Supply,  he  omitted  that  subject. 

Mrs.  Sarah  Vance  Dugan  then  gave  a brief 
summary  of  the  methods  of  producing  clean 
milk  as  pi’acticed  in  Louisville  dairies  today,  il- 
lustrated by  a motion  picture  which  she  herself 
supervised.  It  was  most  practical  and  illumin- 
ating in  view  of  the  fact  that  the  Sanitai-y  In- 
spector from  the  State  Board  of  Health,  has  re- 
cently been  in  our  midst  and  made  a survey  of 
the  local  dairies  wnlch  he  reported  at  the  Ki- 
wanis  Club  and  the  dairymen  of  the  community 
have  organized  a Dairymen’s  League,  the  future 
for  an  enviable  milk  supply  in  Harlan  County 
seems  unusually  bright.  It  is  the  intention  of 
the  “Save  the  Children’s  Fund  of  America” 
whose  representative  has  been  in  our  midst  for 
two  months,  to  engage  a sanitary  inspector 
who  will  bend  every  effort  to  aid  the  dairies  to 


bring  up  the  quality  of  their  milk  to  the  stand- 
are  set  by  tne  state  Board  of  Health. 

A vote  of  thanks  was  extended  to  Mr.  and 
Mrs.  Dugan  for  bringing  this  message  to  us. 
The  following  was  unanimously  approved  ana 
ordered  published: 

it  na.s  ueen  caUed  to  the  attention  of  the 
members  of  the  Harlan  County  Medical  Society 
that  there  is  an  unusual  number  of  cases  of 
typhoid  fever  in  the  county  this  year.  In 
v..cier  to  combat  this  health  menace  and  prevent 
an  epidemic,  the  co-operation  of  every  person 
in  this  community  is  required.  There  are  three 
fundamental  conditions  which  should  be  met: 
General  Home  Hygiene 

1.  Every  precaution  should  be  taken  to  in- 
sure food  and  drink  free  from  infection.  Food 
should  be  thoroughly  cooked  and  eaten  hot  or 
cooled  quickly,  before  being  eaten.  Drinking 
water  known  to  be  polluted  or  to  ’‘have  a 
gei-m”  in  it  should  be  boiled  twenty  minutes. 
All  fly-breeding  places  should  be  removed  as 
far  as  possible  or  such  as  garbage  and  manure 
should  be  buried  one  foot  under  the  ground. 
Flies  should  be  “swatted”  and  no  food  con- 
taminated by  flies  should  be  eaten.  Any  person 
in  the  home  who  has  had  typhoid  previously 
may  be  a typhoid  “carrier,”  and  should  be  ex- 
amined by  his  physician  lest  he  infect  other 
members  of  the  family. 

2.  It  is  a well  known  fact  that  all  Kentucky 
rivers  are  polluted  and  should  not  be  used  for 
swimming  purposes.  Polluted  water  taken  into 
the  mouth  may  cause  not  only  typhoid  fever 
but  set  up  a sinus  infection  which  may  have 
fatal  I'esults.  A Harlan  city  ordinance  prohibits 
swimming  in  the  river  around  the  city  and  holds 
parents  responsible  for  minor  children  indulg- 
ing in  this  dangerous  past-time. 

'3.  Inoculation  against  typhoid  or  “shots”  as 
they  are  commonly  called,  should  be  taken  by 
every  person  who  has  not  been  so  treated  dur- 
ing the  past  two  years.  Do  not  delay  in  this 
matter  for  delay  is  dangerous,  but  consult  your 
family  doctor  at  once.  For  those  who  are  un- 
able to  pay,  special  arrangements  will  be  made. 

Those  concuming  in  this  warning  to  the 
public  include: 

Dr.  E.  M.  Howard,  President  of  the  State 
Board  of  Health. 

Dr.  A.  T.  McCormack,  State  Health  Officer 
for  Kentucky. 

Dr.  W.  P.  Cawood,  Health  Officer,  Harlan 
County. 

Committee  appointed  by  the  Harlan  County 
Medical  Society  at  their  regular  monthly  meet- 
ing, June  23,  1932. 

(Signed) 

H.  K.  BUTTERMORE,  M.  1'.,  Ghann.an. 

W.  M.  Martin,  M.  D. 

IVA  M.  MILLER,  'T  D. 

CLARK  BAILEY,  M.  D., 

Secretary 
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THE  LOUISVILLE  SESSION 

The  Kentucky  State  Medical  Association 
p<assed  its  Eigiity-second  mile-stone  at  its 
Louisville  Session,  and  what  a golden  mile- 
stone it  was- 

Of  course,  every  physician  in  Kentucky 
Avas  interested  in  the  meeting  and  many  of 
those  who  attended  it  made  real  sacrifices 
to  do  so.  They  all  felt  that  this  was  the  time  to 
demonstrate  to  the  people  of  Kentucky  the 
determination  of  the  medical  profession  to 
carry  on,  and  they  proved  their  faith  by  the 
registered  presence  in  Louisville  of  .more  than 
one  out  of  every  three  active  practitioners  in 
tlie  State.  From  many  counties  every  man  in 
active  practice  was  present.  The  attendance 
at  the  Scientific  Sessions  Avas  unprecedented 
and  most  of  tliose  in  attendance  remained 
throughout  each  session.  Of  course,  many 
droA^e  in  for  a day,  but  more  liotel  rooms  Avere 
occupied  throughout  the  session  hy  members 
than  at  any  previous  meeting.  • 

While  the  spirit  of  the  profession  Avas  the 
dominant  factor  in  this  successful  session, 
too  much  honor  cannot  be  paid  to  the  splendid 
preliminary  Avork  done  by  President  Barbour. 
During  the  year  he  has  been  present  at 
county  and  district  society  meetings  in  every 
section  of  the  State  and  his  splendid  spirit 
of  optimism  dominated  the  meeting. 

Every  paper  was  presented  on  schedule 
time.  The  discussions  Avere  timely  and  inter- 
esting. The  Scientific  Program,  Avhich  had 
been  so  carefully  prepared  by  Doctor  Orville 
R.  Miller,  covered  practically  every  recent 
adA'ance  in  scientific  medicine. 

The  proceedings  of  the  House  of  Delegates 
Avill  interest  every  reader  of  the  Journal 
and  indicate  the  deej)  interest  ^vhich  the  pro- 
fession has  taken  in  its  responsibilities  to  the 
people  of  Kentucky.  Especially  noteworthy 
Avere  the  report  of  Doctor  Virgil  E.  Simpson, 
on  the  last  session  of  the  House  of  Delegates 
I of  the  American  Medical  Association  at  Ncav 
Orleans,  and  the  excellent  report  on  health 
problems  in  education  Ra"  Doctor  Oscar  O. 
j Miller. 

Doctor  W.  M.  Martin,  of  Harlan,  was 
! unanimously  elected  President.  Doctor  Mar- 
1 tin’s  election  Avas  a tribute  to  his  many 
I A'ears  of  unselfish  service  to  the  profession. 

' No  other  member  of  the  profession  has  given 
; more  of  his  time  and  energy  to  organized 
i medicine.  Doctor  Martin  is  the  first  Presi- 


dent to  be  elected  from  Southeastern  Ken- 
tucky and  he  expressed  the  feeling  that  he 
was  honored  at  being  a representative  of  the 
splendid  professional  organization  in  the 
Eleventh  District,  of  which  he  has  been 
Councilor  for  many  years. 

The  next  Annual  Session  Avill  be  held  at 
Murray  in  September,  1933.  Preparations  for 
this  Session  are  already  under  A\my  and  this 
easily  accessible  and  beautiful  Western  Ken- 
tucky city  Avill  be  the  objective  tOAvards  which 
professional  activities  for  1933  will  be  aimed. 


WASSERMANNS  AT  THE  STATE 
LABORATORY 

All  Wassermans  and  Kahn  tests  for  syphilis 
are  made  at  the  Public  Seiwice  Laboratories 
of  the  Univer.sity  of  Kentucky,  at  Lexington. 
Careful  examination  of  its  records  sIioavs  that 
most  of  these  are  from  the  State  institutions 
and  part-pay  clinics  conducted  by  the  several 
county  medical  societies,  but  an  increasing 
number  are  coming  from  the  physicians  of 
the  State. 

The  State  Board  of  Health  requests  us  to 
call  to  the  attention  of  the  profession  the  im- 
portance of  sending  Wassermann  specimens 
to  the  several  splendid  private  laboratories 
of  the  State  for  patients  who  are  able  to  pay 
for  them.  It  is  manifestly  unfair  to  the  splen- 
did members  of  the  profession  Avho  have  quali- 
fied themselves  to  conduct  clinical  laboratories 
that  they  shall  not  receive  the  supp'ort  essen- 
tial to  their  successful  operation  from  the 
physicians  of  the  State  able  to  pay  for  them. 
Of  course,  this  is  a matter  that  can  only  be 
handled  by  the  individual  physician.  He  is 
the  only  person  in  a position  to  knoAv  the 
ability  ’of  his  patient  to  bear  this  expense. 

The  State  Board  of  Health  feels  that  its 
venereal  disease  program  is  one  of  the  most 
important  and  far-reaching  public  health 
procedures.  Not  only  during  the_  initial  and 
infectious  states  of  venereal  diseases,  bid 
throughout  the  course  of  treatment,  and  in 
cases  of  syphilis,  for  several  years  afterwards 
re])eated  blood  tests  are  indicated.  The  Board 
is  particularly  anxious  that  no  individual 
shall  be  deprived  of  the  safeguards  Avhich 
these  tests  throAV  around  his  treatment  or 
that  they  shall  be  left  undone  because  he 
hasn’t  the  means  to  pay  their  expense. 
IManv  of  our  physicians  have  tests  made  at 
the  Laboratory  because  they  cost  nothing,  in 
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order  to  keep  their  records  accurate.  These 
tests  are  not  made  because  of  their  importance 
to  the  patient,  but  purely  as  matters  of  scien- 
tific study  and  satisfaction  to  the  physician. 
Of  course,  that  is  one  of  the  purposes  of  a 
State  Laboratory. 

Another  use  of  the  State  Laboratory  has 
been  brought  to  the  attention  of  the  State 
Board  of  Health  which  is  so  rare  that  we 
mention  it  only  to  express  pride  in  the  al- 
truism and  high  purpose  of  the  physicians  of 
Kentucky.  It  has  come  to  tlie  notice  of  the 
Board  that  a few  physicians  have  charged 
their  patients  for  tests  made  at  the  Public 
Service  Laboratory.  Of  course,  this  is  a 
fraud  upon  the  public  that  will,  when  proved, 
result  in  the  revocation  of  the  certificate  to 
practice  medicine  of  the  offender. 

This  matter  of  a dividing  line  between 
service  by  the  State  and  private  laboratories 
is  one  that  can  be  settled  easily  in  each  par- 
ticular instance  by  the  tlioughtful  physician. 
It  cannot  be  settled  accurately  by  anybody 
else. 


THE  SOUTHEASTERN  SURGICAL 
CONGRESS 

The  Fourth  Annual  Assembly  of  the  South- 
eastern Surgical  Congress  will  be  held  in 
Atlanta,  Georgia,  March  6,  7,  8,  1933.  The 
meeting  was  so  well  attended  last  year  in 
Birmingham  that  the  members  r-  iue.sted  a 
three  day  program  which  will  jow  include 
clinics  conducted  by  the  speakers,  'riie  Exe- 
cutive Secretary,  Dr.  B.  T.  Beasley  of  At- 
lanta, is  to  be  congratulated  upon  the  suici- 
cess  of  this  Congress,  and  every  surgeon  in 
the  Southern  States  is  cordially  invited  to 
attend.  In  the  near  future  the  Journal,  will 
publish  the  program  and  list  of  speakers. 


THE  LEAGUE  OF  CHRISTIAN 
PHYSICIANS 

The  League  of  Christian  Physicians  of  the 
Kentucky  State  Medical  Association  held 
their  meeting  at  the  Warren  Memorial 
Church,  Sunday,  preceding  the  general  ses- 
sion. Doctor  Howard  A.  Kelly,  Baltimore,  the 
distinguished  surgeon,  naturalist,  and  writer, 
was  the  speaker.  Many  of  the  churches  of 
Louisville  united  with  the  League.  The  large 
auditorium,  which  seats  nearly  3,000  people, 
was  filled  and  extra  chairs  had  to  be  pro- 
vided for  the  large  crowd.  There  was  not 
even  standing  room  left  in  the  auditorium. 
IMany  physicians  and  their  families  from'  all 
sections  of  the  State  came  to  this  meeting 
and  were  fully  repaid,  for  Doctor  Kelly  is  a 
very  brilliant  speaker. 


Next  year  the  meeting  will  be  held  on  the 
Sunday  evening  preceding  the  general  ses- 
sion in  Murray,  Kentucky,  and  the  League 
hopes  to  have  an  equally  distinguished  phy- 
sician as  guest  speaker  on  that  occasion.  All 
physicians  who  are  doing  active  work  in  their 
respective  churches  are  considered  members 
of  this  League. 


HICKMAN  COUNTY 

Through  one  of  those  inexplicable  errors 
that  occur  in  every  office,  we  find  that  the 
report  for  Hickman  County  was  omitted  in 
the  Annual  Report  in  the  Journal.  We  are 
rather  glad  of  this  omission  because  it  gives 
us  an  apportunity  to  pay  a special  tribute  to 
the  loyal  and  effective  organization  which  has 
been  maintained  in  Hickman  County  for  the 
past  fifty  years. 

This  is  one  of  the  smaller  counties  of  Ken- 
tucky, but  the  character  and  attainments  of 
the  splendid  physicians  who  have  been  there 
have  placed  it  in  the  very  forefront  of  med- 
ical influence.  Two  of  the  most  distinguished 
men  in  the  State,  Doctors  George  Beeler  and 
W.  W.  Richmond,  were  residents  of  Clinton. 
Both  were  for  many  years  members  of  the 
State  Board  of  Health  and  both  were  presi- 
dents of  the  State  Medical  Association. 

Hickman  County  has  one  of  the  best  full- 
time county  health  utnits  in  the  State  and  its 
maintenance  has  been  due  to  the  loyal  sup- 
poi-t  of  the  physicians  of  the  county. 

It  is  a pleasure  to  have  the  opportunity 
of  making  this  correction  in  justice  to  the 
splendid  profession  of  this  fine  county. 


Pulmonary  Tub.erculosis  and  Diabetes  Mel- 
litus. — Holler  reports  the  case  of  a patient, 
aged  52,  with  slight  adiposity,  diabetes  mellitus, 
fibrocavernous  tuberculosis  of  the  right  lung, 
tuberculous  laryngitis,  slight  arterial  hyperten- 
sion,arteriosclerosis  and  slight  myocardiac  de- 
generation, the  most  important  diagnosis  being 
the  tuberculosis  end  the  next  in  importance  the 
diabetes.  He  calls  attention  to  the  unfavorable 
effect  of  diabetes  on  pulmonary  tuberculosis  and 
to  the  particularly  insidious  onset  of  the  tuber- 
culosis in  cases  with  diabetes;  occasional  stetho- 
scopic  examination  of  patients  with  diabetes  is 
reommended.  The  origin  of  tne  tuberculous 
infection  in  this  ca.se  is  unknown,  but  a familial 
disposition  is  pi’obable  and  the  diabetes  is 
thought  to  have  played  a part.  A familial  dis- 
position to  diabetes  is  also  likely.  In  treatment 
of  the  tuberculosis,  strict  observance  of 
the  diabetic  diet  is  urged,  with  general  hygienic 
treatment. 
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SCIENTIFIC  EDITORIAL 

OXYGEN  THEKAPy  IN  THE  TREAT- 
MENT OF  PNEUMONIA 

As  we  are  now  approaching  the  season 
when  pneumonia  is  most  prevalent,  it  is  well 
to  'oonsider  seriously  the  newer  method  of  its 
treatment  with  Oxygen  Therapy. 

In  pneumonia  the  infection  lodges  in  the 
lung  proufu'cing  consolidation  more  or  less 
extensive  filling  up  the  air  sacks  with  a re- 
sulting toxemia.  The  lessened  area  of  lung 
space  leads  to  iucreased  work  ion  the  part  of 
tne  circulatory  and  respiratory  systems  in 
order  to  maintain  the  oxygen  balance,  and 
the  increased  etfort  fatigues  the  heart  and 
respiratory  centers,  which  are  ali'eady  be- 
ing progressively  weakened  by  the  toxemia 
of  the  disease.  At  first  the  inereasedi  effort 
may  compensate  for  the  lung  impairment, 
but  soon  there  appears  actual  oxygen  want 
which  itself  produces  profound  alteration 
in  the  chemical  processes  of  the  body.  Thus 
a vicious  circle  is  established  which  in  a high 
percentage  of  eases  leads  to  a fatal  termina- 
tion. 

Wlith  Oxygen  Therapy  we  have  at  hand 
a means  of  relieving  at  once  this  important 
group  of  serious  symptoms  known  as  oxygen 
want  or  anoxemia.  With  this  important 
factor  in  the  fatality  of  the  disease  elimi- 
nated, our  efforts  may  be  directed  entirely 
to  the  means  at  hand  for  combatng  the 
toxemia. 

The  beneficial  effect  of  Oxygen  Therapy 
in  the  treatment  of  pneumonia  is  most  ap- 
parent to  those  who  have  observed  it.  There 
is  almost  an  im|niediate  decided  lessening  of 
respiratory  rate,  a slowing  of  the  pulse,  a 
clearing  up  of  cyanosis,  a relieving  of  the 
distress  of  the  patient,  and  in  many  eases  a 
lowering  of  the  temperature.  Some  eases,  if 
given  the  treatment  early  during  the  con- 
gestive stage  will  abort  and  will  not  go  on 
to  consolidation.  I saw  a piatient  of  this 
type  just^  two  weeks  ago.  Not  only  clinically 
can  the  beneficial  effect  be  so  clearly  dem- 
onstrated, but  a study  of  the  arterial  blood 
Avill  show  a return  to  the  laormal  level  of  the 
blood  saturation  with  oxygen. 

Oxygen  treatment  should  be  begun  early 
as  soon  as  the  diagnosis  is  made  or  pneu- 
monia is  suspected,  before  too  much  damage 
is  d'one  and  should  be  continued  until  the 
disease  is  terminated.  It  Avould  be  itseless 
to  give  diphtheria  antitoxin  after  the  pa- 
tient becomes  moribund  or  insulin  for  diabetic 
coma  after  the  central  nervous  system  has 
been  so  severely  damaged  by  the  acidosis  that 
it  is  beyond  the  state  of  repair.  In  pneu- 
mbnia  we  are  fighting  a disease  that  de- 
stroys life  very  quickly,  amdl  each  day  of 
delay  brings  on  less  chance  of  recovery. 


Those  who  have  had  experience  with 
Oxygen  Therapy  in  pneumonia  would  no 
more  think  of  treating  this  disease  without 
it  than  they  would  think  of  treating  diabetic 
coma  without  insulin  or  of  permitting  a se- 
vere case  of  appendicitis  to  die  without  an 
operation. 

An  argument  may  be  used  that  Oxygen 
Therapy  is  not  available  or  that  it  is  too 
expensive.  It  is  now  available  both  in  homes 
and  in  hospitals  to  every  physician,  and:  it 
is  not  too  expensive.  The  average  cost  of 
treating  a pneumonia  case  with  Oxygen 
Therapy  is  not  as  much  as  the  cost  of  an 
operation  and  if  one’s  life  is  at  stake  there 
can  always  be  arranged  the  means  of  having 
an  operation.  The  same  is  true  of  Oxygen 
Therapy,  and  there  is  certainly  no  disease 
today  that  is  more  serious  and  which  takes 
a larger  toll  in  mortality  in  all  ages,  than 
pneumonia.  As  physicians  familiarize  them- 
selves with  this  treatment,  their  use  of  it  will 
increase  in  direct  ratio. 

R.  Hayes  D.vvis. 

PRESIDENT’S  ADDRESS 

WHY  A DOCTOR* 

Philip  F.  Barbour 
LouLville. 

The  Universe  about  us  is  an  unsolved 
mystery  which  challenges  our  intelligence  to 
find  an  explanation.  The  scientist  solves 
one  little  problem  only  to  find  that  the  mys- 
tery is  greater  and  more  profound. 

The  active  human  mind  is  always  seeking 
answers  to  questions.  The  little  baby  soons 
begins  to  investigate  hands  and  feet.  The 
older  boy  runs  us  wild  with  question  upon 
question.  The  young  generation  wonders  if 
there  is  not  some  new  answer  to  life’s  quer- 
ies. It  is  the  hallmark  of  senility  when 
things  as  they  are,  are  accepted  as  final  and 
there  is  no  further  interest  only  an  unques- 
tioning acceptance  of  a settled  fate. 

But  life  is  to  mean  something  to  im  and 
how  shall  we  get  the  most  out  ot  it?  Our 
young  people  and  the  modem  psychologist 
are  stressing  self  expression.  That  self  ex- 
pression is  often  a poor  thing;  shallow,  self- 
ish, vacillating,  inconsequential.  We  should 
think  more  profoundly  of  the  things  which 
affect  that  self  within  us,  which  offer  pos- 
sibilities of  greater  self  development. 

We  have  intellect.5,  emotions,  altru..sm.  How 
shall  they  be  developed?  All  life,  business 
or  professional,  offers  opportunity  for  self 
development  but  the  results  attained!  will  be 
conditioned  by  the  choice  which  has  been 
made. 

We  have  chosen  for  ourselves  medicine  as 

*Delivered  before  the  Kentucky  State  Medical  Association, 
Louisville,  October  3,  4,  5.  6,  1932. 
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our  profession,  in  the  case  of  most  of  us, 
our  clioice  was  dictated,  by  various  considera- 
tions but  now  that  we  are  dn  it  we  must 
often  tiiink  seriously  about  what  our  pro- 
fession means  to  us.  What  does  tbe  practice 
of  me'dictiue  do  for  the  ego,  the  self  wdthin 
us,  that  other  professions  or  callings  cannot 
or  do  not  effect?  What  changes  does  it  bring 
in  our  personalities,  what  possibilities  does 
It  offer  for  the  development  of  all  those 
qualities  wdiich  go  to  make  the  ideal  man? 

All  professions  call  a man  out  from'  general 
mankind  and  set  him  apart.  Whether  he  be 
lawyer,  preacher,  doctor  or  teacher  his  is  to 
be  a life  of  service  and  with  few  exceptions 
he  will  give  more  than  lie  receives.  His 
preparation  must  be  long  and  arduous  vary- 
ing with  the  character  of  the  life  work.  But 
the  student  of  medicine  must  sta>  in  school 
longer  and  undergo  a harder  preparation 
than  any  other  of  the  professional  aspirants. 
Aside  from'  the  monetary  rewards  we  should 
say  that  there  is  a certain  compensation  in 
the  intellectual  discipline  that  >ajecrues  from 
all  studly,  in  the  w'ell  rounded  development 
of  the  emotions  from  intimate  human  con- 
tacts, and  from  the  e|xpression  of  altruism 
for  which  so  many  opportunities  arise.  But 
there  are  essential  differences  in  the  methods 
and  results  of  the  different  professions. 

The  lawyer  deals  with  the  eternal  laws  of 
j. ighteousness  and  justice.  Bueh  laws  are 
fundamental  to  human  nature  and  are  as  tar 
reaching  as  the  humian  race.  The  daily  con- 
templation of  these  abstract  principles  should 
develop  a noble  spirit  and  a high  character. 
However  low  the  pettifogging  lawyer  may 
descend  and  however  base  the  ifnscrupulous 
lawyer  may  prove  to  be,  yet  the  great  lawyers 
and  judges  illustrate  to  what  heights  this 
type  of  man  may  attain.  The  consideration 
of  the  profoundl  problems  of  law  and  govern- 
ment is  la,  great  discipline  to  the  intellectual 
abilities  and  as  a nation  we  are  indebtedi  to 
the  great  jurists  of  the  past  for  much  that 
has  been  erystalized  into  our  civic  life.  One 
limiting  factor  is  the  close  adherence  to 
precedent  andl  tradition  which  has  often 
shackled  court  action  and  perverted  justice. 
Even  lawyers  aeknowledige  the  narrowing 
effect  of  this  tendency  but  the  modern  judge 
is  becoming  subservient  less  to  the  letter  of 
the  law  and  more  to  the  underlying  principle. 

However,  Law  has  not  the  interest  in  the 
person  that  theology  and  medicine  possess  so 
greatly.  The  lawyer  imiay  protect  his  client 
from  -worry,  loss  of  finances  or  of  life  itself 
yet  it  lacks  that  man  to  man  intimacy  that 
enriches  both  lives. 

There  is  unquestioned  breadth  of  vision 
that  comes  from:  contacts  with  many  minds. 
The  undlerstanding  of  human  nature  and  the 
emotions  and  passions  which  sway  it  brings 


mental  discipline  but  it  lacks  the  exactness 
w-fLich  is  contributed  by  science.  The  facts 
or  science  may  be  u.seu  .by  law  out  tne  metnods 
are  imiostiy  loreign  to  tne  iegaf  mmtl. 

Tne  minister  nas  isupieme  autvaiuage  in 
that  the  subject  of  his  intellectual  life  is  the 
i.iord  Uod  denovan,  the  greatest,  all  emurac- 
ingl  thought  tnat  is  possible  to  tne  numan 
mind.  Tne  relation  ox  man  to  nis  iViairer  is 
or  supreme  importance  and  tnose  great  souls 
-who  nave  hefped  to  solve  this  prouiem  nave 
iniluenced  tUe  spirit  and  destiny  of  tne  nu- 
man race  to  a remarkable  degree,  ffuduiia 
and  iVfofiammedl  must  bow  only  to  Hoses  and 
raul  in  their  influence  on  world  history  and 
pliifosophy  would  be  poorer  intellectually  had 
mere  been  no  Luther  or  Calvin. 

The  altruistic  life  of  the  serf  sacrificing 
minister  is  no  mean  contribution  to  the  pro- 
gress of  the  race.  Tue  trend  of  his  tnoUjght 
and  the  active  sympatny  with  human  nature 
make  the  mjinister  s life  full  and  rich.  The 
alleviation  of  mental  ills  is  more  difficult 
and  miore  valuable  perhaps  than  the  relief  of 
physical  ills  and  the  up-to-date  alienist  will 
work  hand  in  hand  witn  the  minister  in  the 
field  of  mental  therapeutics.  It  sounds 
.captious  to  say  that  the  intellectual  life  of 
the  minister  would  be  more  wholesome  if 
science  could  be  utilized  more  frequently  as 
a control  to  pirevent  loose  methods  and  re- 
sults of  his  thinking.  It  would!  prove  a dis- 
tinct advance  if  religious  experience  and  be- 
lief could  be  tested  out  by  scientific  analysis, 
just  as  physical  or  intellectual  well  being 
may  be  measured.  We  need  more  refined 
methods  of  assay  to  evaluate  correctly  human 
beliefs.  A Binet-tSimon  test  applic/able  to 
religion  would  clear  out  a lot  of  dead  timber 
from  many  a church.  It  is  the  lack  of  such 
precision  that  allows  the  hypocrite  and  the 
charlatan  to  prey  upon  society. 

Many  have  thought  science  anti-religious 
as  if  truth  could  ever  be  antagonistic  to  it- 
self but  there  is  a quite  noticeable  trend  in 
scientific  thought  today  towards  a better  un- 
derstanding between  science  and  religion  and 
it  is  gratifying  that  a number  of  the  pre- 
eminent scientists  of  today  are  feeling  out 
after  religion  which  they  have  heretofore 
rather  looked  down  upon  as  un-wiorthy  of 
scientific  investigation.  In  this  new  rap- 
prochement the  physician  as  a scientist  and 
a humanist  takes  the  d'eepest  interest.  In 
this  connection  it  may  be  noted  that  more  than 
a fourth  of  the  scientists  listed  in  Who ’s  Who 
are  members  of  the  Church.  A large  propor- 
tion of  doctors  are  fundamentally  religious. 
Their  training  and  their  contacts  with  many 
peoples  and  many  creeds  save  them  from-  a 
narrow  bigotry  which  some  poor  souls  call 
religion. 

The  life  of  the  teacher  is  one  of  the  noblest 
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m tnat  it  is  self  sacrificing  and  idealistic, 
ine  intellectual  exercise  ot  reading,  studying, 
a.na  inipitrLing  Rnowieuige  brings 
culture  and  issues  in  a satistying  inner  liie. 
ui  course  tne  teaciung  ,ol  immature  minds 
lacks  sometnmg  of  tUe  mental  stimulus  that 
pertains  to  teacning  in  graduate  scnools;  bdt 
tnere  is  unquestioned  advantage  in  the  con- 
tact witn  active  even  if  young  minds  When 
Hippocrates  laid  upon  ins  followers  the  iduty 
anu  necessity  oi  transmitting  jnedicaf  knowl- 
euge  to  tneir  stuaents  He  probably  aid  not 
reaiixe  now  sucn  instruction  required  menial 
preparation  wnicU  was  possibly  more  valuable 
to  me  instructor  tkan  to  tlie  instructee.  The 
altruism  wnicn  enables  them  to  labor  on  and 
on  in  developing  character  and  knowledge  in 
tueir  pupils  reacts  upon  tbeir  own  cnaracter 
and  enricnes  it.  Tke  years  devoted  to  study 
anu  preparatijon  help  to  discipline  the  mental 
faculties  of  the  physician.  The  variety  of 
subjects  which  must  be  mastered  broadens 
one  s interests  and  stimulates  the  thinking. 

Tlie  intellectual  life  of  the  physician  is 
also  favored  by  the  fact  that  there  is  a 
foundation  of  exact  scientific  knowledge 
which  underlies  most  ol  his  thinking.  How- 
ever far  the  intellect  and  imagination  may 
venture  mental  discipline  accrues  from  hav- 
ing solid  scientific  facts  from  which  to  spring 
and  to  which  return  must  be  made.  This 
does  not  mean  that  all  physicians  know  all 
that  science  has  revealed  about  the  physical 
make  up  of  the  human  body.  No  human  brain 
could  learn  or  retain  all  the  minute  proven 
facts  of  medical  knowledge.  The  sciences 
which  deal  with  only  the  physical  aspects  of 
life  are  so  violulminous  that  the  chemist  does 
not  pretend  to  know  more  than  a portion  of 
chemistry.  The  biologist  dees  not  claim  com- 
plete knowledige  of  all  forms  lof  life.  The 
biochemists  and  the  physiologist  are  still  far 
from  accord  on  many  of  the  elementary  points 
in  their  fields.  This  very  lack  and  inade- 
quacy of  knowledge  furnishes  the  stimulus 
for  more  thorough  and  deeper  investigations 
such  as  have  always  challenged  those  of  a 
sdjentific  bent  of  tatind. 

This  era  is  called  the  scientific  age  because 
in  so  many  fields  lof  human  endeavor  there 
have  been  so  many  discoveries  of  the  kind  to 
add  to  human  comfort  and  efficiency.  Many 
of  these  have  helped  the  physician  in  his 
knowledge  of  badly  processes  and  in  his  recog- 
nition of  abnormal  conditions  the  result  of 
disease.  The  x-ray  for  instance  enables  us 
to  corroborate  by  sight  the  other  senses  of 
hearing  and  feeling.  The  marvelous  ad- 
vances in  surgical  methods,  the  increasing 
knowledge  of  germs  and  their  effects  upon 
the  body,  the  progress  in  the  knowledge  of 
the  chemical  living  processes  in  the  body,  the 
wonderful  developments  in  the  application  of 


new  and  pure  drugs  have  revolutionized  med- 
icine anu  auueu  to  the  health,  longevity  and 
uappiness  oi  me  race,  ticieniuic  e^act  cnecks 
to  luose  tniniiuig  maite  lor  Clearer  intenectuai 
priocesses.  'me  necessity  ot  maxing  the 
meory  tit  known  tacts  has  had  a very  salu- 
tary eiiect  upon  the  mental  processes. 

vv  e snoutoj  oe  caretul  to  guard  against 
fettering  our  intellects.  Mental  discipline 
issues  m mental  growth  and  develops  intel- 
leciuai  ability.  Hut  the  imagmation  is  also 
an  intellectual  attribute  and  many  of  the 
most  vaiuaoie  additions  to  medical  knowledge 
nave  come  by  those  flashes  of  intelligence 
which  for  want  oi  a better  name  we  may  call 
intuition  rather  than  by  the  labored  method) 
of  experiment  and  research.  Hut  such  flights 
OI  the  imlagmation  need  to  be  checked  and 
when  they  were  guarded  by  rigid  experiment 
have  resulted  in  marvelous  discoveries, 
imagination  and  cold:  reasoning  are  mutual- 
ly helpful.  Hegasus  may  not  have  made  a 
good  plow  horse  but  he  was  nevertheless 
useful. 

The  imagination  is  being  over  worked  these 
days.  There  has  never  been  a time  when  so 
mucli  pseudo — science  is  being  dumped  upon 
the  public.  The  radio,  the  magazine  and  the 
Sunday  supplement  from  mercenary  or  other 
motive  send  abroad  a mass  of  untrue  or  half 
true  misleading  statements.  Even  our  med- 
ical journals  are  full  of  undigested  articles 
proclaiming  something  as  new  and!  up-to-date 
which  six  months  further  experience  would 
have  corrected.  We  are  apt  to  be  swept  loff 
our  feet  by  these  aspirants  for  fame  or  notice 
unless  we  use  uncommon  common  sense. 

The  appeal  of  humanitarianism  brings  to 
the  intellectual  life  of  the  doctor  another  op- 
portunity for  self  expression.  James  the 
eminent  psychologist  has  stressed;  the  fact 
that  an  emotional  appeal  that  does  not  issue 
in  some  sort  of  action  will  react  to  destroy 
emotional  response.  It  is  hardly  possible  for 
a true  physician  to  lose  the  fine  sense  of 
sympathy  with  suffering  humanity.  Quite 
the  contrary.  The  larger  experience  brings 
u more  complete  understanding.  As  Dr.  John 
Brown  says  S(0i  tridy  in  Rab  and  His  Friends, 
“In  them  pity  as  an  emotion,  ending  in  itself 
or  at  best  in  tears  and  a long  drawn  breath, 
lessens,  while  pity  as  a motive  is  quickened 
and  gains  power  and  purpose.  It  is  well  for 
poor  human  nature  that  it  is  so.’’  Undoubt- 
edly the  emotional  appeal  saps  the  strength 
of  the  attending  physician.  The  physical 
labor  of  a large  practice  is  a tremendous 
drain  upon  the  vitality  and  is  increased!  by 
the  irregularity  of  life  and  the  loss  of  food 
and  rest.  But  anxiety  over  the  outcome  of 
a serious  case,  sympathy  with  patient  and 
family  in  unavoidable  sorrows,  and  sometimes 
the  despair  over  poor,  weak,  ignorant  and 
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evil  iiumiau  nature  takes  a huge  toll  out  lof 
tue  luoctor  s heart  and  strengtu. 

iius  personal  mterest  winch  the  doctor 
has  naui  in  his  patient  has  been  one  oi  the 
Mtal  lactors  m the  past  history  oi  our  pro- 
lession.  We  are  now  passing  into  the  mass 
pitoduetion  period  ol  large  clinics  which 
oiler  many  advantages  to  the  public  as  well 
as  to  the  doctor.  ±>ut  there  are  also  dis- 
auvaniages  which  are  quite  patent.  These 
changing  times  and  customs  call  tor  a real 
leadership  which  is  not  yet  in  evidence. 

Uur  knowledge  ot  the  various  inlluences 
material  or  spiritual  which  control  human 
nature  lays  a real  ciaimi  upon  the  physician 
tor  leadership  in  many  things  which  attect 
human  kind,  in  a meaure  the  doctor  ot  the 
Older  (generation  wielded  a greater  iiiUt.ence 
but  he  was  in  a sense  alone  in  his  ettorts, 
because  he  alone  understood  the  conditions 
which  were  to  be  ameliorated.  He  had  to 
work  single  handed.  Now  hosts  ot  public 
health  otticers,  trained  siocial  workers,  and  an 
enlightened  people  secure  a cooperation  that 
makes  tor  results.  The  totality  ot  things  ac- 
complished is  by  so  much  the  gi'eater  because 
ot  the  numbers  who  help.  The  physician 
now  can  be  the  leader  in  suggestions  and  iind 
many  helping  hands  to  carry  them  out.  The 
aulvance  along  all  health  lines  has  brought 
about  a marked  lengthening  of  life  and  pre- 
vention ot  many  diseases  which  would  have 
taken  toll  in  strength  or  even  life  itself. 

We  have  eradicated  many  diseases  but 
noblesse  oblige  constrains  us  still  to  press  on 
until  children  are  born  well  and  strong 
ecpiipped  with  body  and  brain  that  will  stand 
tlie  strain  of  our  complex  civilization.  We 
cannot  rest  upon  our  laurels  but  must  still 
serve  in  all  civic  effort  that  our  women  and 
children  shall  have  the  chance  to  live  and 
work  in  healthful  and  happy  environment 
and  that  human  life  shall  not  be  exploited. 

Self  expression  when  motivated  by  altruism 
is  costly.  The  history  of  our  profession  is 
one  long’  record  of  men  who  were  willing  to 
sacrifice  even  life  itself  that  the  truth  as  they 
saw  it  might  carry  on.  The  roll  of  the  heroes 
of  our  profession  is  a long  one  though  the 
w’orld  may  not  know  them.  Ross,  Carroll, 
Laennee,  Noiguchi,  have  left  us  a heritage  of 
altruistic  self  sacrificing  lives  lhan  whom 
none  are  nobler,  andl  yet  the  forgotten  doctor 
who  battles  for  his  j>atient’s  life,  in  the 
lonely  home,  with  no  conveniences,  with  in- 
expert help,  with  necessarily  limited  equip- 
ment, is  of  the  blood  royal,  though  his  fame 
«loes  not  extend  bejmnd  the  boundaries  of 
his  own  county.  No  one  can  fully  under- 
stand this  save  him  only  wdio  has  travelled! 
the  dark  road  alone. 

Our  knowledge  of  diseases  and  of  how  they 
are  spread  requires  us  to  enlist  heartily  in 


all  health  work.  Epidemics  of  ail  types  lay 
special  duties  upon  physicians  as  well  as 
jiublic  health  officers.  Ail  phases  of  chhd 
care  and  welfare  work  claim  our  enthusias- 
tic support  and  aid.  We  must  be  leaders 
of  thought  in  our  respective  communities 
along  these  lines.  We  should  be  con- 
stantly evolving  new  plans  to  combat  illness 
and  ail  the  tram  of  evils  that  flow  from  it. 

The  world  faces  many  unsolved  problems 
of  depression,  lack  of  employment,  over  and 
under  production,  but  the  solution  of  these 
is  not  our  direct  job.  We  have  our  problem 
in  the  physical  well  being  of  people  and  if 
we  have  also  brought  to  the  solution  a strong 
intelligent  mind  controlled  by  high  principle 
and  filled  with  a genuine  care  for  the  world 
of  troubled  peoples  around  us,  we  shall  have 
lived  largely  and  “wrapping  the  drapery  of 
our  couch  about  us  lie  down  to  pleasant 
dreams.”  ^ 

ORATION  IN  SURGERY 

THE  EPILEPTIC  PROBLEM* 

R.  Glen  Spukling,  M.  D. 

Louisville. 

The  management  of  the  epileptic  patient 
is  but  one  of  the  many  trying  problems  with 
which  practitioners  of  medicine  are  confront- 
ed. Probably  no  other  condition,  with  the 
exception  of  cancer,  has  been  considered!  to 
be  more  unsatisfactory  as  to  treatment  and 
more  hopeless  as  to  prognosis.  Ordinarily  not 
a death  producing  affliction,  this  scourge 
takes  its  toll  by  the  anxiety  and  unhappiness 
inflicted!  upon  the  patient,  his  family  and 
neighbors. 

I'lie  convulsive  state,  which  is  the  charac- 
teristic feature  of  epilepsy,  is  a symptom,  not 
a disease  entity,  and  should  be  considlered  as 
analogous  to  such  a symptom  as  headache. 
In  spite  of  the  vast  amount  of  research  which 
has  been  accumulated  over  a period  of  many 
years,  we  are  still  totally  unaware  of  the  me- 
chanism responsible  for  the  onset  of  the  fit. 
W'e  do  know,  however,  that  there  is  a wide 
variety  of  pathological  states  which  have  as 
one  of  their  manifestations  convulsive  seiz- 
ures. Unfortunately,  there  is  quite  a large 
group  of  patients  on  w’hom  we  are  unable 
to  demonstrate  the  uniderlying  cause.  This 
latter  group,  fortunately  becoming  smaller 
each  year,  has  been  the  one  from  which  the 
term  “idiopathic”  epilepsy  has  sprung.  In 
a recent  article,  Stanley  Cobb  (3)  has  listed! 
in  tabulated  form  the  pathological  states  in 
which  fits  may  occur  and  the  probable  me- 
chanism involved  in  their  production  (Fig.l). 
Prom  the  study  of  this  table,  one  is  impressed 

*Pelivered  before  the  Kentucky  State  Medical  Association, 
Louisville  October  3,  4,  5,  6,  1932. 
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with  the  coidplexity  of  the  problem.  With 
increasing  knowledge,  it  is  hoped  that  the 
relative  importance  of  the  various  factors 
now  thought  to  be  responsible  for  the  epileptic 
seizures  can  be  determined,  so  that  those  pri- 
marily responsible  can  be  distinguished  from 
others  exerting  only  a secondary  effect. 
Smith  (10),  from  an  analysis  of  467  cases 
of  epilepsy,  classified  his  eases  according  to 
what  seemed  to  be  the  most  important  etio- 
logical factor.  His  results  are  given  in 
Figure  2.  It  will  he  seen  from  a study  of 
this  table  that  in  about  30  per  cent  of  the 
cases,  the  etiology  was  undetermined  or 
obscure.  This,  I think,  represents  approxi- 
mately the  correct  proportion  of  cases  in 
which  no  definite  underlying  cause  can  be 
determined  with  our  knowledge  in  its  pres- 
ent state. 

In  considering  the  diagnosis  of  epilepsy, 
the  age  factor  must  be  given  an  important 
consideration.  Convulsive  seizures,  occurring 
in  infants  and  young  children,  are  perhaps 


they  may  be  secondlaiy  to  febrile  disorders 
associated  with  inflammatory  lesions  of  the 
gastro-intestinal  tract,  genito-urinary  tract, 
etc.  We  must  not  forget,  however,  that  the 
(‘pileptie  child  often  gives  a history  of  perio- 
<lk‘  convulsive  seizures  since  early  infancy. 
Certainly,  the  infant  or  youn^,  child  who 
goes  into  a convulsive  state  with  every  gastro- 


intestinal disorder  or  febrile  disease  a;Just  be 
considered  to  possess  an  unstable  nervous 
system  and  is  at  least  a potential  epileptic. 
Idiopathic  epilepsv  usually  makes  its  appear- 
ance before  the  twentieth  year  of  life.  Con- 
vulsions, occurring  after  the  age  of  25  years, 
are  in  the  majority  of  instances  dde  to  some 
organic  lesion  of  the  brain.  Notable  among 
these  are  brain  tumor,  brain  trauma  and  the 
various  types  of  acute  and  chronic  inflam- 
matory lesions  of  the  nervous  system. 

In  arriving  at  a diagnosis,  it  is  necessary 
to  differentiate  correctly  between  the  various 
types  of  convulsive  manifestations,  i.  e.,  grand 
mai,  petit  mal  and  Jacksonian  convulsions. 
The  grand  mal  seizure,  as  a rule,  follows  a 
definite  pattern.  This  type  of  fit  is  so 
familiar  Ho  all  of  you  that  I shall  not  at- 
tempt to  describe  the  sequence  of  events  as 
they  occur. 

Petit  mal  epilepsy,  however,  dbes  not,  as  a 
rule,  conform  to  any  one  given  pattern.  This 
type  of  seizure  may  be  overlooked  by  the 
unwary  examiner,  because  he  fails  to  attach 
sufficient  significance  to  slight  aberrations 
from  nbrmal  behavior.  Too  often,  petit  mal 
attacks  are  diagnosed  ‘ ‘ gas  attacks,  ” “ absent- 
minded  attacks,”  “dizzy  spells”  or  “peculiar 
behavior.  ’ ’ Since  most  epileptics  suffer  from 
petit  mal  seizures  months  and  years  before 
the  onset  of  the  typical  convulsion,  it  is  im- 
portant from  the  standpoint  of  treatment  that 
the  physician  recognize  these  symptoms  early 
in  the  course  of  the  disease. 

In  petit  mal  attacks,  the  patient  suddenly 
stops  anything  at  which  he  is  engagedl.  The 
features  become  fixed ; the  face  pale ; the 
pupils  dilate,  and  often  slight  twitching  of 
the  facial  muscles  occurs.  Consciousness  is 
always  momentarily  lost.  The  attack  may 
be  so  transient  that  the  patient  does  not  fall. 
After  a few  seconds,  work  or  conversation  is 
resumed  at  the  point  where  it  was  left  off. 
These  petit  mal  attacks  are  usually  not  pre- 
ceded by  an  aura.  In  rare  instances,  they 
may  be  accompanied:  by  suddlen  forced  move- 
ments. The  patient  may  run  a few  steps, 
turn  around,  or  make  other  automatic  move- 
m/ents. 

Jacksonian  epilepsy  is  a form  of  the  disease 
characterized  by  convulsive  attacks,  affect- 
ing only  a single  group  of  muscles,  a limb 
or  half  of  the  body.  The  attack,  for  instance, 
may  start  in  the  toes  of  the  left  foot  and 
progress  slowly  upward  until  the*  entire  leg, 
the  left  side  of  the  body  and  the  left  arm 
become  involved!  in  first  a tonic  and  then  a 
clonic  spa.sm.  It  may  stop  at  this  point  with- 
out loss  of  consciousness.  On  the  other  hand, 
it  may  proceed  until  the  entire  body  is  in- 
volved in  a generalized  epileptic  sei.!.ure. 
Under  such  circumstances,  consciousness  is 
lost.  Following  the  attack,  there  may  be 
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weakness  or  complete  paralysis  of  the  involved 
parts.  This  type  of  epilepsy  is  always  due 
to  a focal  lesion  affecting  the  cortical  motor 
area  of  the  brain.  It  may  be  due  to  a tu- 
mor, (inflammatory  lesion,  injury  or  some 
degenerative  change  in  the  cells  of  the 
cortex. 

In  arriving  at  a diagnosis  of  epilepsy,  the 
physician  should!  remember  that  the  stigmata 
of  the  disease  must  not  be  placed  on  the  in- 
dividual until  all  doubt  has  been  removed. 
In  distinguishing  between  the  various  types 
of  convulsions  and  in  determining  their  cause, 
an  accurate  history  should  be  obtained,  not 
only  from  the  patient  but  from  relatives  or 
friends  who  have  observed  an  attack.  Bet- 
ter still,  it  is  desirable  that  the  physician 
liiimself  should  witness  an  attack. 

Every  patient  suffering  from  convulsive 
seizures  is  entitled  to  a thorough  medical 
studty,  including  a complete  neurological  ex- 
amination, laboratory  examinations  and  en- 
tcephalographic  studies.  It  is  only  after  all 
available  data  related  to  the  underlying  cause 
are  obtained  that  intelligent  treatment  can  be 
nlanned.  Fortunately  for  the  patient,  the  day 
has  passed  when  the  practitioner  can  con- 
scientiously dismiss  a patient  siiffering  from 
epilepsy,  diseouragedl  by  a hopeless  prognosis 
and  poorly  solaced  with  a prescription  for 
luminal  or  bromides. 

With  the  intPodiiction  by  Dandy  (4)  in 
1919  of  pneu-encephalography,  the  study  of 
organic  brain  lesions  received  a tremendous 
impetus.  This  important  diagnostic  measure 
has  practically  revolutionized;  the  localization 
of  obsciire  brain  conditions  and  has  opened 
up,  because  of  the  additional  information 
obtained,  new  avenues  of  treatment  heretofore 
unknown.  The  introduction  of  air  directly 
into  the  ventricular  system  through  a tre- 
phined opening  in  the  skull  is  known  as  ven- 
triculography. The  replacement  of  cerebro- 
.spinal  fluid  with  air  through  the  lumbar 
suliarachnoidl  space  is  called  encephalograiphy. 
Tliis  latter  procedure  has  become  the  standard 
method  of  visualization  of  the  interior  of 
the  brain  and  subarachoid  space  in  cases  ot 
epilepsy  where  there  is  no  marked  increase 
of  intracranial  pressure.  By  replacing  the 
entire!  volume  of  cerebrospinal  fluid  with 
air,  it  is  possible  by  means  hf  carefully  taken 
x-ray  fibns  to  study  not  only  the  interior  ot 
the  brain  by  visualization  of  the  ventricular 
svstem,  Itut  the  exterior  of  the  brain  a.s  well. 
This  important  procedure  stands  in  the  siame 
relative  importance  to  nem  ologl'a!  diagnosis 
a.s  ddes  the  pyelograim  to  urology  and  the 
<^holecystogram  to  abdominal  surgery.  When 
the  procedure  is  properly  performed,  an  ac- 
curate diagno.sis  as  to  the  location  and 
nature  of  the  lesion  may  be  arrived  at  with 
great  uniformity.  Curiously  enough,  the 


injection  of  air  in  the  subarachnoid  space  in 
some  way  has  a beneficial  effect  upon  the 
number  and  severity  of  convulsive  attacks. 
Patients  have  been  known  to  be  free  of  con- 
vulsive manifestations  for  many  months  fol- 
lowing tliis  procedure  when  no  other  therapy 
has  been  employed'.  It  is  not  because  of  the 
possible  therapeutic  benefit  that  we  advise 
cncephalographic  studies  in  every  epileptic 
j)atient,  but  because  the  information  obtained 
})rovides  us  with  data  which  may  be  indis- 
pensable for  the  proper  management  of  the 
case.  The  procedure  is  not  wholly  without 
danger.  In  our  series  of  over  200  encephalo- 
graitus,  there  has  been  one  death,  and'  that 
occurred  in  a patient  in  whom,  from  the 
standpoint  of  our  present  knowledge,  air 
studies  w'ere  ill-advised.  There  are  two  cer- 
tain contraindications  for  employment  of  en- 
cephalography : First,  and  most  important, 

is  the  presence  of  a highly  increased  intra- 
cranial pressure;  seeono,  an  active  inflam- 
matory lesion  of  the  imeninges. 

Plain  x-ray  plates  of  the  skull  should  al- 
ways be  made  before  resorting  to  the  air 
studies.  Not  infrequently,  one  find's  un- 
iindstakable  evidence  of  a brain  tumor  from 
study  of  the  plain  films  alone.  In  such  in- 
stances, air  studies  become  necesisary. 

Surgical  Treatment 

The  surgical  treatment  of  epilepsy  is  limit- 
ed to  those  cases  which  have  been  shown  by 
careful  prcopei'ative  study  to  be  due  to  cir- 
cumscribed lesions  of  the  brain.  Such  lesions 
are  most  commonly  secondlary  to  either  trau- 
matic brain  injuries  or  brain  tumors. 
Foerster  and  PenDeld  (6)  have  demonstrated 
that  \following  a traumatic  injury  to  the 
brain,  a scar  is  formed  consisting  of  connec- 
tive tis.sue  and  proliferative  glial  tissue. 
Such  a scar  may  become  attached  to  the 
meninges,  depressed  fragments  of  bone,  or 
if  there  is  a bony  defect,  it  may  be  attached 
t/o  the  scalp  itself.  Undier  such  circuraistances, 
Iraction  is  made  upon  the  motor  cortex  by 
the  contracting  scar  tissue  and  epilepsy  re- 
sults. The  average  interval  between  the  in- 
jury and  the  on.set  of  convulsions  is  about 
five  years.  Convulsions  secondary  to  lesions 
of  this  type  may  be  either  of  the  Jacksonian 
or  grand  mal  variety.  In  treating  this  type 
of  ease,  it  is  necessarv'  to  excise  completely 
the  glial  scar  before  much  improvement  can 
be  expiected.  It  is  our  practice  to  excise 
the 'scar  widely,  continuing  the  dissection 
until  the  ventricle  is  opened.  Wlien  the  scar 
involves  the  motor  corti  x,  the  paralysis  is 
temporarily  inei-ea.s  d:  aJter  the  operation. 
TIowevei-,  after  a jierit.dl  of  fi-om  two  to  three 
months,  llu'  iiiolor  powei'  usually  returns 
to  at  least  the  preoperative  level.  One  may 
expect  a uniform  improvement  in  this  type 
of  case,  and  in  many  instances  a comidete 
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Fig.  2 — The  probable  cause  of  epileps.v  in  a series  of  467 

cases  as  analyzed  by  Dr.  Wm.  A.  Smith,  Atlanta,  Ga. 

relief  from  convulsive  manifestations  is  ob- 
tained. In  some  instances,  the  medical  treat- 
ment of  convulsions  is  continued  postopera- 
tively. 

Bony  defects  in  the  skull  overlying  such 
scars  are  always  repaired  with  either  a slid- 
ing bone  graft  or  a celluloid  plate.  The  latter 
procedure  has  yielded  better  results  in  our 
experience  than  has  the  former. 

In  certain  cases  of  Jacksonian  convulsions 
where  no  circumscribed/  scar  can  be  demon- 
strated, excision  of  the  cortical  center  cor- 
responding to  the  “trigger  point”  of  the  fit 
yields  highly  satisfactory  results. 

If  a brain  tumor  is  disclosed  by  our  diagi- 
nostie  study,  a radical  attempt  is  made  to 
remove  it.  The  surgery  of  brain  tumors  has 
unidlepgune  a remarkable  metamorphosis  in 
the  past  two  decades.  The  first  crude  at- 
tempts at  removal  have  been  supplanted  by  a 
refinement  of  technique  unsurpassed  by  any 
branch  of  surgersu  Electro-surgery  has  made 
l)ossible  the  removal  of  certain  tumors  which 
only  five  years  ago  would  have  been  con.sid- 
ered  inoperable.  In  addition  to  these  ad- 
vances in  technique,  new  knoAvledge  of  intra- 
cranial physioloigy  and  pathology  has  given 
to  the  surgeon  a firmer  basis  upon  wdiich  to 
work.  As  an  example,  the  life  history  of 
every  tu'mor  of  the  nervous  system  is  so  well 
known  that  we  are  able,  in  the  majority  of 
instances,  to  iirophesy  preoperatively  not  only 
its  location  but  its  probable  structure. 

Contrary  to  popular  belief,  about  50  per- 
cent of  all  brain  tumors  are  benign,  and  most 
of  these  are  capable  of  being  removed  by 
modern  surgical  methods.  It  is  oossible  Avith 
the  most  malignant  ones  to  give  a survival 
period,  in  Avhich  the  patient  is  essentially 
normal  and  canable  of  enjoying  life,  com- 
narable  to  malignant  tumors  of  the  ga.stro- 
intestlnal  andi  genito-urinary  ’■racts.  ( 

The  brain  is  not  an  unusual  place  for  new 
■n-oAvths  to  occur.  Bailey  and  Cu.shing  fl) 
in  their  Monograph  on  Neuro-pathology  state 


that  “of  all  the  organs  of  the  body,  with  the 
possible  exception  of  the  uterus,  the  brain 
appears  to  be  the  most  frequent  seat  of  neo- 
pla.stic  disorders.”  Furthermore,  brain  tu- 
mor is  probably  the  most  frequent  cause  of 
epilepsy  developing  after  the  third  decade  of 
life. 

Porencephalic  cysts  are  net  infrequently 
found!  to  be  the  cause  of  convulsions.  When 
these  are  demonstrated  by  the  encephalogram, 
operation  is  advised,  because  frequently  as- 
sociated Avith  the  porencephalic  defect,  dense 
adhesions  between  the  meninges  and  the  sur- 
rounding brain  tissues  are  found.  In  our 
experience,  when  sear  tissue  of  this  type  is 
excised,  the  convulsions  have  always  im- 
proved. 

Medical  Treatment 

Let  me  state  again  for  sake  of  emphasis 
that  no  treatment  either  medical  or  surgical 
shoulidj  be  instituted  until  every  effort  is  made 
to  ascertajii  the  underlying  cause,  and  w^hen 
once  this  cause  is  found,  efforts  should  be 
made  to  eradicate  it.  I shall  discuss  the 
medical  treatment  of  epilepsy  under  four 
headings:  1.  General  hygiene.  2.  Drug 

therapy.  3.  Ketogenic  diet..  4.  Dehydration. 

General  Hygiene.  It  is  most  important 
that  the  patient  subject  to  conAUilsive  seizures 
should  lead  a carefully  regulated  life  as  free 
as  possible  from  emotional  stress,  mental  and 
pliA’sical  fatigue.  A moderate  amount  of 
daily  exercise  in  the  open  air  is  advisable. 
Alcohol  and  all  stimulants  should:  be  eli- 
minated from  the  diet.  If  the  patient’s  oc- 
cupation is  such  that  attacks  endanger  him- 
■self  or  co-workers,  it  shoidd  be  changed.  Like- 
Avise,  he  should  not  be  allowed!  to  operate  a 
motor  vehicle  or  engage  in  any  recreations 
where,  should  he  have  an  attack,  his  own  life 
or  that  of  others  Avould  be  endangered. 

Proper  elimination  is  an  essential  feature 
of  the  routine. 

Because  of  the  stigmata  associated  >vith  the 
term  “epilepsy”  in  the  minds  of  the  lait.v, 
T)hysicians  are  reluctant  at  times  to  tell  the 
family  or  patient  the  true  condition.  This 
(Voint  of  vicAv  is  wrong.  If  it  has  once  been 
established  that  the  patient  is  suffering  from' 
epilensy,  the  responsible  member  of  the 
family  should  be  told).  This  not  only  pro- 
motes )hetter  cooperation  from  the  standpoint 
of  treatment  but  avoids  having  the  patient 
or  his  family  discoA'cr  the  true  nature  of  the 
mala'dy  from  sources  other  than  their  medical 
adA'isors. 

Drug  Therapy.  For  the  control  of  the  seiz- 
ures. drug  therapA'  is  by  far  the  simplest 
method.  The  bromides  have  for  years  been 
the  gcncrallA-  accepted  medication  for  the 
cnileptic.  With  the  introduction  in  1912  of 
phenobarbital  numinaD  as  a nerA^e  sedative, 
• this  drug  has  practically  replaced  the  bro- 
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aiiides  in  popular  favor.  These  two  drugs, 
given  singly  or  in  combination,  do  control  in 
a fairly  satisfactory  manner  the  number  and 
severity  of  the  seizures.  Their  beneficial  ef- 
fects are  in  the  majority  of  instances  only 
temporary,  as  a tolerance  is  developed 
rapidly.  Furthermore,  these  drugs,  in  suffi- 
ciently large  doses  to  give  results,  admin- 
istered over  long  periods  of  time,  are  in- 
jurious to  the  general  well  being  of  the  pa- 
tient. There  will  always  be  a group  of  pa- 
tients in  wdiich,  for  one  reason  or  another, 
more  exact  and  desirable  methods  cannot  be 
instituted.  Drug  therapy,  in  this  group,  will 
be  the  only  method  available.  Luminal  is 
perhaps  the  most  satisfactory  dtrug  to  use. 
It  should  be  given  in  doses  sufficiently  large 
to  control  the  convulsions.  In  many  cases, 
four  and  a half  to  six  grains  daily  will  be 
required.  This  drug  should  never  be  pre- 
scribed unless  the  patient  returns  to  the  phy- 
sician for  frequent  observation,  so  that  the 
dose  may  be  properly  regulated.  The  main- 
tenance dose  should  be  as  low  as  possible  to 
control  the  seizures.  Occasionally,  one  sees  a 
patient  who  cannot  take  luminal  because  of 
the  toxic  effects.  In  such  an  instance,  bro- 
mides are  used  instead.  In  our  experience, 
neither  luminal  nor  bromides  affect  favor- 
ably pOtit  mal  seizures,  and  their  effect  on 
Jacksonian  seizures  is  inconstant. 

Ketogenic  Diet.  Dietary  treatment  has 
been  perhaps  the  greatest  single  advance  in 
the  treatment  of  epilepsy.  It  has  been  known 
for  centuries  that  fasting  will  stop  convul- 
sive seizures  temporarily.  While  fasting  as 
a means  of  treatment  has  been  discredited:  by 
most  investigators  because  it  does  not  give 
permanent  results,  yet  the  chemical  changes 
observed  in  the  bodfv  as  a,  result  of  fasting 
form  the  basis  for  all  modern  dietary  treat- 
ment of  the  condition.  Careful  investigation 
has  shown  that  when  a patient  becomes  free 
of  seizures  from  fasting,  the  sugar  content  of 
the  blood  isi  low  and  acetone  bodies,  i.  e.,  ace- 
tone and  diacetic  acid,  are  present  in  increas- 
ed quantities  in  the  bloodl  Also  the  carbon- 
dioxid  combining  power  of  the  blood  is 
diminished  and  the  hydrogen  ion  con- 
centration is  slightly  reduced.  Wilder  (12) 
and  later  Peterman  (9)  first  suggested  that 
the  improvement  associated  with  fasting  is 
not  attributable  to  the  starvation  itself  but 
to  the  ketosis  with  which  starvation  is  nat- 
urally associated.  Acting  upon  this  assump- 
tion. they  placed  their  epileptic  patients  upon 
a diiet  which  was  calculated  to  produce  a 
constant  ketosis.  Many  authors,  notably  Tal- 
bot (11),  Helmhost  (7)  and  others,  have  ex- 
perimented along  the  same  lines,  and  their 
efforts  have  been  crowned  with  'considerable 
success.  In  many  instances,  there  has  been 
a complete  cessation  of  the  attacks  over  a- 


period  of  years,  and  iu  others,  a decrease  in 
the  number  and  severity  of  seizures  has  oc- 
curred. Furthermore,  it  has  been  demon- 
strated, beyond  doubt,  that  a patient  may 
remain  upon  this  diet  indefinitely  without 
detrimental  effects  to  the  general  health.  In 
fact,  normal  growth  and  development  take 
place  even  in  the  young.  Some  authors  be- 
lieve that  patients  maintained  on  a ketogenic 
diet  are  freer  from  iutereurrent  illnesses  than 
on  a normal  diet.  This  is  true  particularly 
in  the  case  of  the  common  cold. 

]\Iany  factors  contribute  to  the  success  or 
failure  of  the  ketogenic  diet.  The  same  con- 
,ditions  w’hich  determine  the  effectiveness  of 
the  treatment  of  diabetes  determine  also  the 
effectiveness  of  the  dietary  treatment  of 
epilepsy.  Success  cannot  be  expected  when 
l.liere  is  mental  deterioration,  or  when  the 
patient  or  family  is  uncooperative.  Eternal 
vigilance  is  necessary,  not  only  for  the  pa- 
tient, but  for  those  responsible  for  his  dietary 
care.  Unless  the  idiet  is  planned  correctly 
and  executed  Avith  absolute  precision,  it  is 
a waste  of  time  for  all  concerned.  The  pa- 
tient or  a responsible  member  of  his  family 
must  be  taught  the  proportions  of  fat,  carbo- 
hydrate and  protein  in  the  various  foods  and 
must  know  how  to  adjust  these  various  food 
constituents  so  that  the  proper  balance  is 
maintained.  The  principle  of  producing 
ketosis  depends  upon  an  incomplete  com- 
bustion of  fat.  For  fats  to  be  broken 
down  completely  in  the  process  of  meta- 
bolism, it  is  necessary  that  at  certain  car- 
bohydrate— fatty  acid  ratio  be  maintain- 
ed in  the  tissues.  It  is  only  (by  re- 
dlucing  this  amount  of  carbohydrate  below 
the  level  of  incomplete  fat  combustion  that 
the  ketone  bodies  are  liberated  into  the  cir- 
culation. A break  in  the  diet  by  the  inges- 
tion of  more  carbohydrate  than  is  allowed 
may  spoil  completely  the  state  of  ketosis  for 
a period  of  24  to  48  hours.  In  patients  who 
have  responded  t'^  the  diet  and  Avho  have  a 
recurrence  of  convulsive  seizures,  some  break 
in  the  diet  usually  can  be  demonstrated. 

In  our  experience,  it  is  futile  to  attempt 
the  diet  unless  the  patient  and  some  other 
responsible  person  have  been  instructed  thor- 
oughly in  the  practical  side  of  dietetics. 
Hospitalization  for  a week  or  ten  days  is  es- 
sential. First,  encephalographic  studies  are 
made,  and  folloAving  this  procedure,  the  pa- 
tient is  placed  in  charge  of  the  dietitian  for 
instructions  into  the  theory  land  practice  of 
the  diet.  He  is  taken  to  the  diet  kitchen 
and  taught  to  prepare  his  meals  under  su- 
pervision. He  learns  to  test  daily  his  state 
of  ketosis  by  analysis  of  his  urine  for  diacetic 
acid.  When  he  is  sufficiently  conversant 
Avith  all  the  details,  he  is  discharged  from  the 
hospital  and  is  instructed  to  report  to  the 
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pnysician  or  the  dietitian  vvneu  any  change 
is  LO  ue  niau'e  in  tne  met,  or  wneu  tne  diet 
xaiis  to  produce  the  desired  ketonuria. 

n is  possiuie  lor  patients  in  any  walk  oi! 
lue  to  learn  tms  met  ana  aonere  to  it  rigidly, 
vv  e nave  records  oi  laoorers  wno  haive  learned 
the  diet  and  who  have  carried  it  out  over  a 
period  01  years,  loung  cundren  oiler  the 
most  diiiicuit  pru'oiein,  uecause,  in  many  in- 
stances, It  IS  impossioie  to  make  them  under- 
stand tne  importance  oi  rigid  adherence  to 
tne  routine.  Many  ol  tiiem  will  steal  candy 
or  sweets,  and,  oi  course,  spoil  the  state  ol 
ketosis.  ^5ome  children  learn  very  early  the 
importance  op  rigid  adherence.  l)r.  Tom 
luams  01  ijexingion,  Iventucky,  tells  a most 
Illuminating  story  ol  one  oi  his  little  pa- 
tients, wno  nad  been  on  the  diet  lor  several 
montns.  Tnis  boy  came  into  a corner  drug 
store  with  tnree  ox  his  playmates.  The  play- 
mates  each  uougnt  an  ice  cream  cone,  and 
this  little  fellow  showed  no  inclination 
to  ootain  one.  A travelling  man  standing  in 
tne  store  noticed!  that  the  boy  did  not  have 
a cone,  and  feeling  sorry  lor  him,  he  suggest- 
eu  mat  he  would  be  giad  to  buy  the  cnild 
one.  The  boy  looked  up  at  him  and  said; 
“Thanks,  Mister,  but  1 would  not  eat  one  of 
them  things  for  fifty  idbllairs.  1 would  be 
sure  to  have  a fit  tonight  if  1 did.” 

Dehydration.  The  human  body  is  com- 
posed, in  a large  part,  of  water.  It  keeps 
the  various  elements  of  the  body  in  solution; 
transports  food  do  the  tissues  and  carries 
the  waste  products  to  be  excreted.  The  reg- 
ulation of  water,  therefore,  in  the  process  of 
metabolism  is  a most  important  factor. 
Dehydration  results  whenever  the  fluid  in- 
take is  less  than  the  fluid  output.  Dehydra- 
tion occurs  in  the  febrile  diseases,  fasting, 
diarrhoea,  low  carbohydrate — high  fat  diet, 
and  when  there  is  a voluntary  limitation  of 
fluid  intake  The  possible  relationship  between 
hydration  and  dehydration  to  epileptic  seiz- 
ures has  attracted  the  attention  of  many 
investigators.  Since  the  days  of  Hippocrates, 
a moist  brain  has  ibeen  thought  to  be  associat- 
ed with  epilepsy.  McQuarrie  (8)  in  1929 
showed  that  there  wa^s  a tendency  for  the  epi- 
leptic to  store  water  dtiring  the  active  stage 
of  the  disease  in  amounts  that  were  harmful'. 
He  also  showed  that  convulsions  tend  to  occur 
when  a water  balahce  above  a certain  magni- 
tude ir.  estu|blished,  and  Hat  afrer  dehydra- 
tion occurred,  convulsions,  in  many  instances, 
were  prevented.  He  found  that  it  was  pos- 
sible by  a sudden  increase  in  the  water  in- 
take to  throw  the  severe  epileptic  patient  in- 
to convulsions,  and  by  dehydrating  him  to 
relieve  tlie  convulsive  manifestations.  Tem- 
ple Fay  (5)  has  been  the  chief  proponent  and 
advocate  of  this  method  of  treatment.  On  a 
basis  of  his  own  experience,  he  finds  this 


method  has  given  relief  to  patients  wheie 
other  methods  have  failed. 

Dehydration  automatically  occurs  in  pa- 
tients upon  the  ketogenic  diet.  Barbour  (2), 
in  his  experimental  work,  demonstrated  that 
dogs  on  a high  fat — ^low  carbohydrate  diet 
take  voluntarily  approximately  50  per  cent 
less  water  than  animals  under  similar  en- 
vironmental conditions  will  take  on  a normal 
mixed  diet.  From  our  own  experience,  we 
find  that  patients  on  a high  ketogenic  ratio 
do  not  desire  waiter  in  large  quantities.  We 
have  for  several  years  limited  the  fluid  intake 
of  epileptic  patients  in  connection  with  the 
ketogenic  diet  and  have  found  that  they  re- 
main comfortable  on  a fluid  intake  as  low  as 
600  c.  c.  per  24  hours.  It  is  our  belief  that 
the  combination  of  ketosis  plus  dehydration 
is  the  method  of  choice  in  the  trea^tment  of 
the  ep)ileptic. 

In  closing,  let  me  say  that  for  one  to  fully 
appreciate  the  change  that  has  occurred  in 
the  attitude  toward  the  treatment  of  epilepsy, 
lie  must  read  the  literature  of  a decade  ago 
and  compare  it  with  that  of  recent  date. 
More  exact  informaticn  has  taken  the  place 
of  surmises,  conjectures  and  pseudo-knowl- 
edge. I do  not  mean  to  imply  that  the  prob- 
lem is  solved;  it  is  far  from  that  state,  butt 
1 have  attempted  to  show  in  this  paper  that 
sufficient  scientific  advances  have  been  made 
to  justify  our  substituting  a spirit  of  hope 
and  expectancy  for  that  of  utter  despair  when 
d'ealing  with  the  epileptic  patient. 
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Studies  in  Metabolism  of  Sodium  r-Lactate:  I. 

In  seven  essentially  normal  children  Hartmann 
and  Senn  studied  the  effects  of  the  intravenous 
injection  of  from  4 to  7 cc.  of  molar  sob  tion 
r-lactate  per  kilogram  of  body  weight,  with  the 
following  results:  1.  The  racemic  mixture  is 
practically  completely  metabolized  in  from  one 
to  two  hours.  2.  The  conversion  of  lactate  into 
dextrose  is  apparent  from  the  uniform  rise  of 
the  latter  in  the  blood.  3.  The  liberation  of 
the  sodium  ion  is  practically  quantitative,  the 
base  appearing  in  the  body  fluids  chiefly  as 
sodium  bicarbonate.  4.  Excretion  of  excess 
base  into  the  urine  takes  place  promptly,  and 
alkalosis  is  usally  of  short  duration.  5.  During 
the  period  of  alkalosis,  no  signs  of  tetany  were 
noted. 
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ORATION  IN  MEDICINE 

CHliUNlC  HYPOUHiiOMlC  ANEMIA* 
Chas.  N.  Kavanaugh,  M.  D. 

Lexiugton  Clinic,  Lexington 

The  more  recent  recognition  of  the  factors 
wbieli  are  necessary  for  normal  blood  produc- 
tion, along  witii  our  increased)  knowledge  of 
the  clinical  ; nd  liaematological  maniiesta- 
tions  produced  by  a deficiency  in  one  or  more 
of  these  factors,  constitute  a scientific  basis 
for  rational  therapy  in  the  deficiency  ane- 
mias. 

Our  present  knowledge  indicates  that  nor- 
mal haematopoiesis  is  dtependent  on  adequaite 
supplies  of;  (.1)  iron,  (2)  copper,  (,3)  at 
least,  two  substances  present  in  whole  liver, 
(dj  vitamin  0,  (5)  vitamin  (antolized 
yeast)  and  (6)  an  intrinsic  gastric  factor. 
Any  lack  of  one  or  more  of  these  factors  will 
produce  anemia. 

In  tliis  paper  I propose  to  discuss  the  so- 
called  “secondary”  anemia  which  is  asso- 
ciated with  certain  dietary  deficiencies  or 
altered!  gastrointestinal  function,  and  which 
is  promptly  alleviated  by  the  use  of  iron  in 
adequate  doses. 

There  are  many  names  given  to  this  con- 
dition; chronic  chlorosis,  chronic  microcytic 
anemia,  simple  aehlorhj':dric  anemia,  etc.  I 
sliall  prefer  to  speak  of  these  anenpas  of 
low  color  indevK  as  hypochromic  to  describe 
a state  of  deficiency  of  hemogdObin  rather 
than  a deficiency  of  cellular  substance  as 
indicated  by  the  word  microcytic. 

Although  the  condition  appears  to  be  com- 
pai\!|tively  common,  so  little  attention  has 
been  given  it  in  medical  reports  that  it  is 
seldom  recognized  in  practice. 

The  underlying  cause  of  the  deficiency  of 
iron  is  not  deal-.  A deficient  absorption  of 
iron  from  the  gastrointestinal  canal,  or  a 
faulty  absorption  through  arteriosclerotic 
vessels,  or  a faulty  diet  leading  to  chronic 
iron  starvation,  or  the  lack  of  some  factor 
in  achlorhydfic  gastric  juice  Avhich  aids  the 
absorption  of  food  iron,  have  been  advanced 
as  possible  causes. 

Pathologically,  there  is  a normoblastic 
h>iperplasia  of  the  bone  marrow.  This  hyper- 
])lasia  may  accompany  both  increase  and  de- 
crease in  the  output  of  cells  from  the  marrow. 
Nucleated  red:  cells  may  appear  in  the  peri- 
pheral blood,  following  hyperplasia  of  the 
marrow,  but  are  not  an  evidence  of  increased 
blood!  formation  unless  they  are  aecompainied 
by  an  increased  number  of  reticailoeytes. 
When  sufficient  iron  is  not  supplied,  what- 
ever the  cause,  the  erythroblasts  multiply 
and  the  marrow  encroaches  on  the  shafts  of 
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the  long  bones,  but  the  cells  fail  to  mature 
and  the  reticulocyte  counts  show  that  few 
cells  are  being  delivered  into  the  blood 
stream.  Pathological  microcytes  are  present 
and  are  replaced  by  normocytes  dtiriug  spon- 
taneous remissions  or  following  successful 
iron  therapy. 

Clinically,  chronic  hypochromic  anemia 
may  be  described  as  an  anemia  of  great 
chronicity,  occurring  most  often  in  middle 
aged  women  who  have  often  had  ai  somewhat 
inadequate  diet,  high  in  carbohydrates,  low 
in  proteins  and  green  vegetables  j who  some- 
times have  marked  abnormalities  associated 
with  craving  for  unusual  foods;  who  have 
ha|(i  recurring  pregnancies  and  are  often  af- 
flicted with  menstrual  disorders  (amenor- 
rhoea,  menorrhagia,  dysmenorrhoea,  irregu- 
larity of  flow  or  late  appearance  of  periods) ; 
and  who  complain  of  vague  cardiac,  nervous 
and  digestive  disturbances.  Breathlessness, 
weakness,  ease  of  fatigue,  palpitation,  giddy 
and  fainting  spells,  anorexia,  dyspepsia,  con- 
stipation, exaggeration  of  symptoms  from 
other  pathological  conditions,  more  rarely 
sore  tongue,  dysphagia,  transient  numbness 
and  parastiiesias,  i.t  one  time  or  another 
cloud iiate  the  clinical  picture. 

The  gastrointestinal  symptoms  are  exceed- 
ingly chronic  and  it  is  difficult  to  get  any 
exact  information  about  their  onset.  .The 
anorexia  is  generally  more  marked  in  the 
mornings.  Discomfort  is  worse  after  meat 
and  least  often  after  carbohydrate  foods. 
The  patients  often  complain  of  painful  fis- 
sures at  the  angles  of  the  mouth.  Although 
the  tongue  may  be  angry  and  red  in  the 
more  severe  anemias,  it  is  uncommon  to  ob- 
tain complaints  of  such  soreness.  Dysphagia 
is  rare  (Plummer  Vinson  Syndrome).  Con- 
stipation is  a troublesome  and  relatively  con- 
stant symptom.  Symptoms  of  colitis  and 
diarrhoea  are  more  often  seen  in  those  ane- 
mias with  achlorhydria.  Achlorhydria  or 
hypoehlorhydria  is  a common  but  not  an 
invariable  finding. 

Many  of  the  symptoms  of  hypochromic 
anemja  are  cardiac  in  origin  being  due  to 
deficient  blood  supply  and  the  resulting  low- 
ering of  myocardial  reserve.  There  may  exist 
an  actual  dilatation  of  the  heart  and  edema 
of  the  cardiac  type.  When  the  hemoglobin  is 
reduced  to  a much  greater  extent  than  the 
red  blood  cells,  dyspnoea  may  become  such  a 
marked  symptom  as  to  incapaciate  a person 
from  daily  work  although  the  red  cells  num- 
ber above  four  million.  Cardiac  pain,  re- 
sembling that  typical  of  angina,  has  been 
observed. 

Clinically,  these  individuals  are  usually 
poorly  nourished,  neurotic  and  introspective. 
There  is  a marked  pallor  and  the  sclera  is  of 
a bluish  color.  The  tongue  is  more  often 
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smiootli  and,  in  a lew  euses,  marked  atrophy 
oi  the  papillae  is  present.  1?  issures  and  pain- 
xLii  eracKS  at  tlie  corners  ot  the  mouth  are 
mure  or  less  a characteristic,  h’requently, 
..e  nans,  which  may  be  unduly  brittle,  tend, 
to  split  longitudinally ; are  commonly  flat  and 
sometimes  “spoon  shaped  ' (kononychiaj. 
liasy  Ibruising  and  the  presence  of  ecchymosis 
are  common.  The  spleen  is  palpable  in  about 
one-third  of  the  cases  and  is  usually  accom- 
panied by  slight  enlargement  of  the  liver. 
The  heart  may  be  enlarged  and  haemic  mur- 
murs are  frequent.  ISlight  edema  of  the  ex- 
tremities is  not  uncommon. 

b'rom  the  laboratory  aspect,  chronic  hypo- 
chromic anemia  is  characterized  by  a low 
color  index,  lied  cells  which  are  normal  or 
smaller  than  normal  size,  (the  red  cells  fre- 
quently, though  not  necessarily,  present  in 
normal  numbers  Jare  achromic  in  the  sense 
tliat  they  have  pale  centers  or  diffuse  lacking 
in  density  of  hemoglobin  color.  There  is  no 
evidence  of  increased  hemolysis,  for  the  serum 
bilirubin  is  always  low.  The  fractional  test 
meal  more  often  reveals  an  achlorhydria  or 
liypochlorhydria,  an  increased  mucus  content 
and  a,  rapid  emptying  rate.  A normal  gastric 
content  is  not  inconsistent  with  hypochromic 
anemia. 

The  most  important  consideration  in  the 
treatment  of  chronic  hypochromic  anemia  is 
to  give  adequate  amounts  of  iron  in  an  as- 
simalable  form  until  the  desired  effect  is 
produced.  Small  doses  and  injections  are  use- 
less. It  is  not  known  why  such  large  doses 
are  necessary,  and  little  is  known  of  the  fate 
of  the  iron,  other  than  its  storage  in  the  liver. 
No  untoward,  symptoms  were  noted  as  a re- 
sult of  the  large  doses.  Contrary  to  the  usual 
belief,  these  large  doses  of  iron  are  well  toler- 
ated, and  rarely  cause  digestive  disturbances 
or  constipation.  In  treatment,  I prefer  the 
iron  and  ammonium  citrate  which  is  readily 
soluble  and  easily  taken.  The  minimum  ef- 
fective dose  is  60  grains  a day.  1 prefer  90 
grains.  A convenient  method  of  administering 
iron  and  ammonium  citrate  is  in  a 50%  solu- 
tion in  doses  of  60  to  120  grains  daily.  Be- 
cauise  of  the  occasional  diarrhoea  induced  by 
large  doses  of  iron,  it  is  well  to  begin  with  a 
dose  of  15  to  30  grains  a day,  gradually  in- 
creasing to  the  maximum  dosage.  When  once 
the  hemoglobin  has  reached  the  90  to  100  per 
cent  level  the  dose  is  reduced  to  30-45  grains 
daily.  Remissions  occur  in  the  majority  of 
these  patients  when  iron  is  discontinued. 
Intensive  treatment  over  three  months  el- 
even nine  months  may  be  required  to  bring 
the  hemoglobin  to  a normal  level.  Our  pres- 
ent knowledige  indicates  that  iron  in  adequate 
amounts  should  be  taken  indefinitely.  The 
results  of  treatment  with  maximum  doses  of 
iron  are  uniformly  good.  The  hemoglobin 


i-apidly  returns  to  normal,  the  microcytes  dis- 
appear from  the  blood  and  the  patient  ex- 
periences a feeling  of  well  being  that  was 
lormerly  unknown.  The  symptoms  referable 
to  the  alimentary  tract,  the  nervous  system, 
and  heart,  entirely  disappear.  The  nails  and 
tongue  changes  become  less  marked  and,  in 
some  patients,  entirely  disappear. 

The  presence  of  iniectious  processes  may 
materially  delay  the  action  of  iron.  Menor- 
rhagia may  be  a very  troublesome  complica-* 
tion.  In  certain  instances,  as  soon  as  the 
hemoglobin  has  been  raised  by  iron  to  about 
7U  per  cent,  a previous  amenorrhoea  gives 
place  to  menorrhagia.  Omission  of  iron, 
rest  in  bed,  calcium  gluconate  orally,  usually 
arrest  this  condition  and  the  periods  become 
normal  in  amount  and  duration.  When  the 
menorrhagia  is  intractable,  it  is  unwise  to 
await  a natural  menopause.  Treatment  by 
x-ray  or  subtotal  hysterectomy  should  be 
recommended  early. 

Often  we  see  patients  in  whom  the  symp- 
tomatology and  clinical  findings  are  the  same 
as  those  observed  in  chronic  hypochromic 
anemia,  although  there  is  no  marked  reduction 
in  the  hemoglobin.  Several  of  these  indivi- 
duals with  a hemoglobin  above  80  per  cent 
have  been  benefitted  dramatically  by  large 
doses  of  iron.  Transfusions  may  be  tempor- 
arily effective  but  are  soon  followed  by  a 
relapse.  Liver  extract,  liver  ash,  desiccated 
stomacR  and  hydrochloric  acid  are  without 
effect.  Copper  is  present  in  small  amounts 
in  the  common  iron  salt  and  perhaps  exerts 
a synergetic  action  Copper,  in  larger  amounts, 
does  not  seem  to  enhance  the  blood  regenerat- 
ing power  of  iron.  Frequently,  where  there 
is  a sluggish  rise  in  hemoglobin  in  response 
to  iron  therapy,  the  addition  of  whole  liver 
to  the  diet  causes  the  hemoglobin  to  rapidly 
rise  to  normal,  and,  at  the  same  time,  causes 
a further  increase  in  the  red  blood  cells. 

Fifty-four  cases  of  chronic  hypochromic 
anemia  were  Studied  by  the  author  in  a 
series  of  120  eases  of  achlorhydria  observed 
at  the  Lexington  Clinic.  There  were  48  fe- 
males and  6 males.  The  average  number  of 
erythrocytes  was  4,300,000  per  c.  m.  m.  and 
the  average  hemoglobin  content  of  the  blood 
was  65  per  cent ; the  lowest  red  cell  count  was 
2,330,000  and  the  lowest  hemoglobin  mea.sure- 
ment  40  per  cent.  In  some  patients,  the  red 
cell  count  wa,s  above  normal,  but  a consider- 
able hemoglobin  deficiency  existedi.  The  aver- 
age color  index  was  0.7  (lowest  0.4  and  high- 
est 0.9).  The  average  leucocyte  count  was 
7,000.  In  the  series  there  were  3 cases  of  the 
so-called  Plummer-Vinson  syndrome.  In  21 
cases  of  chronic  hypochromic  anemia  that 
the  author  has  treated  for  a period  suffi- 
ciently long  to  show  an  excellent  response 
to  oral  iron  therapy,  the  blood  values  have 
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been  considerably  improved  or  restored  to 
normal,  while  tliere  was  at  the  same  time 
great  symptomatic  improvement,  in  these 
cases  tlie  average  red  ceil  count  before  treat- 
ment was  •ijiUUjUUU;  after  treatment  4,500,- 
000 — an  average  gam  of  400,000  cells  j the 
average  hemoglobin  before  treatment  was  57 
per  cent;  after  treatment  83  per  cent — an 
average  gam  of  20  per  cent. 

Case  i.  The  first  case  which  i wish  to 
present  is  that  in  a single  woman,  43  years 
of  age,  who  came  to  the  Clinic  in  Febiniary, 
i93U.  Her  complaints  were  weakness  and 
ease  of  fatigue  for  two  years.  Pyrosis,  sour 
eructations,  “hunger  pain”  were  annoying 
symptoms  as  far  (back  as  she  could  recall. 
An  appendectomy  and  later  a cholecystectomy 
failed  to  relieve  these  symptoms.  The  essen- 
tial points  of  interest,  in  the  physical  ex- 
amimtion,  were  pallor  and  a spleen  which 
was  palpaple  three  finger  breadths  below  the 
costal  margin.  The  patient  appeared  to  be 
well  nourished.  A fractional  Ewald  test 
meal  over  a period  of  one  hour  demonstrated 
no  free  hydrochloric  acid  to  be  present.  The 
total  acidity  remained  below  12.  Red  cell 
count  was  4,8UU,U0U  per  cubic  millimeter. 
Hemoglobin  44  per  cent;  white  cell  count  5,- 
800  per  cubic  millimeter;  anisocytosis  III, 
l)oikilocytosis  1 ; color  index  0.47.  Icteric 
index  3.  Fluoroscopy  of  stomach,  duodenum 
and  colon  negative.  The  diagnosis  in  view 
of  these  findings  was  indiopathic  hypochromic 
anemia  with  achlorhydria.  The  patient  was 
put  on  60  grain  doses  of  iron  citrate  daily. 
At  the  end  of  six  weeks  there  was  marked 
symptomatic  improvement.  The  red  blood 
count  was  4,760,000,  white  blood  count  12,300, 
hemoglobin  77  per  cent.  Improvement  con- 
tinued steaidily  and  at  the  end  of  ten  weeks 
the  red  bloodi  count  was  4,960,000,  hemoglobin 
90  per  cent.  Her  condition  remained  satis- 
factory and  during  the  next  three  months  she 
took  iron  at  irregular  intervals.  At  the  end 
of  eight  months  the  spleen  was  no  longer  pal- 
pable. 

Case  II.  A married  white  woman,  age  42, 
gave  as  her  chief  complaint  chronic  indi- 
gestion. Over  a period  of  15  years  she  has 
complained  of  frequent  attacks  of  pyrosis, 
sour  eructations,  epigastric  burning  after 
meals  relievedi  by  diet  and  soda.  Diarrhoea 
and  constipation  suffered  for  two  years. 
Ease  of  fatigue,  exertion  dyspnoea,  palpita^ 
tion,  precardial  pain  on  exertion,  and  edema 
of  feet  and  legs  were  reported. 

On  physical  examination,  she  was  found  to 
lie  well  nourished  and  a little  over  weight. 
Mucous  membranes  were  pale.  Systolic  mur- 
mur was  found  over  mitral  area.  Heart  was 
moderately  enlarged  to  right  and  left.  Blood 
pressure  was  120/80.  Electrocardiogram 
found  negative.  Red  cell  count  was  4,240,000, 


hemoglobin  45  per  cent,  color  index  0.53,  cells 
were  small  and  achromic.  Free  hydrochloric 
acid  was  absent  to  fasting  stomach  and  15 
at  the  end  of  one  hour. 

Therapy  consisted)  of  90  grains  of  iron 
daily.  At  the  end  of  four  months  red  blood 
cells  counted  4,640,000  and  hemoglobin  80 
per  cent.  Her  symptomatic  improve  nent  was 
sausiactory  and  progressive. 

Both  of  these  cases  are  representative  of 
chrome  hypochromic  anemia,  with  achlor- 
hydria and  hypochlorhydria  respectively.  The 
first  patient  complained  of  ease  of  fatigue 
and  chronic  dyspepsia.  Her  spleen  was  en- 
larged. The  second  patient  complained  chief- 
ly of  vague  cardiac  symptoms,  breathlessness, 
palpitation,  precardial  pain,  easy  bruising 
and  left  hypochondriac  pain.  The  cases  pre- 
sent the  following  features  in  common:  both 
had  been  dieting  for  years  because  of  dys- 
pepsia; both  had  atrophic  flabby  tongues; 
uoth  had  the  hypochromic  blood  picture;  one 
had  complete  absence  of  hydrochloric  acid, 
and  in  the  other  it  was  markedly  diminished ; 
and,  finally,  both  improved  promptly  and 
markedly  with  iron  therapy. 

Case  III.  A white  girl,  age  25,  gave  as  her 
chief  complaint  ease  of  fatigue  and  nervous- 
ness. During  the  past  eight  months  ease  of 
fatigue,  palpitation,  exertion  dyspoea,  al- 
ternating diarrhoea  and  constipation,  dys- 
p'epsia,  nausea,  and  weakness  were  more  or 
less  constant.  Diet  consisted  mostly  of  car- 
bohydrates and  patient  had  a craving  for 
‘ ‘ coffee  grounds.  ’ ’ 

Clinical  examination  revealed  a p<ale  ane- 
mic, fairly  well  nourished  girl.  Her  red  cell 
couiit  was  4,400,000,  hemoglobin  52  per  cent, 
color  index  0.6,  the  cells  were  small  and  pale. 
Achlorhydria  was  present.  After  six  months, 
following  a daily  dose  of  90  grains  of  iron 
and  ammonium  citrate,  her  red  cells  were  4,- 
480,000,  hemoglobin  96  per  cent  and  all 
symptoms  were  relieved. 

Women  of  this  type  with  multiple  symp- 
toms and  absence  of  ^gross  clinical  findings 
are  too  often  called  “neurotics,”  “neuras- 
thenics,” and  are  said  “to  have  a nervous 
breakdown.”  The  perverted  appetite  is  of 
particular  interest  in  this  case  because  no 
such  craving  was  present  after  successful 
iron  therapy. 

Case  IV.  A married  housewife,  age  34, 
gave  as  her  chief  complaint  weakness,  faint- 
ing attacks  land  ease  of  fatigue.  During  the 
course  of  her  third  pregnancy,  following  close- 
ly after  a miscarriage  at  six  and  twelve  weeks 
respectively,  there  were  frequent  fainting 
spells  preceded;  by  symptoms  of  dizziness, 
ringing  in  ears,  weakness  and  dull  aching  in 
occipital  region.  Attacks  were  as  frequent 
as  every  two  to  three  days  or  there  might  be 
intervals  of  two  to  three  months.  Following 
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p'arturition  she  was  free  from  above  attacks 
but  weakness  and  ease  of  fatigne  continued. 
At  the  present  time  she  is  in  the  sixth  month 
of  pregnancy  and  has  complained  of  the  above 
sjuuptoms  since  the  first  month.  Recently, 
preeardial  pain,  accompanied  by  a sense  of 
suffocation  and  followed  by  nausea  and  ex- 
treme weakness,  has  occurred  at  frequent 
intervals. 

Clinical  examination  showed  a well  nour- 
ished, anemic  young  woman  in  her  sixth 
month  of  p'regnancy.  The  heart  was  slightly 
enlarged  and  a loud  haemic  mun  air  was 
heard  ever  the  base.  Blood  pressure  was 
120/90.  Her  red  blood  cell  count  was  4,100,- 
000,  hemoglobin  56  per  cent,  leucocytes  8,800, 
color  index  0.7. 

Sixty  grains  of  iron  citrate  was  prescribed 
daily  and,  because  of  a slow  response  in  hemo- 
globin, whole  liver  was  added.  Within  three 
weeks,  following  administration  of  iron  and 
liver,  the  patient  experienced  an  absolute 
freedom  from  all  symptoms.  Durino-  the  next 
ten  Aveeks  she  was  able  to  take  the  iron  and 
liver  at  intervals.  At  this  period  the  red 
blood  cell  count  was  4,700,000,  hemoglobin 
73  per  cent.  One  month  later  hemoglobin 
67  per  cent.  Patient  Avas  taking  only  15 
grains  of  iron  citrate  daily  at  this  time  be- 
cause larger  doses  caused  her  baby  to  have 
diarrhoea.  This  was  soon  overcome  and  on 
adequate  doses  of  iron  ever  a period  of  eight 
weeks  the  red  blood  cell  count  Avas  4,860,000, 
hemoglobin  90  per  cent. 

Idiopathic  hypochromic  anemia  is  often 
observed  follOAving  rapidiy  recurring  preg- 
nancies. Shortness  cf  breath,  breathlessness, 
syncope,  preeardial  pain,  and  the  murmur 
in  the  above  patient  strongly  suggest  primary 
cardiac  disease.  As  the  result  of  long  stand- 
ing anemias  there  is  some  cardiac  enlarge- 
ment and  hemic  murmurs  are  frequently 
heard.  The  enlargement  tends  to  decrease 
as  the  blood  approaches  normal.  This  case 
further  illustrates  the  effect  of  aaRoIc  liver 
in  accelerating  the  rapidity  of  response  in 
’mmofrlobin.  Iron  aa’as  used  during  the 
last  eifflit  Aveeks  and  the  progress  AA^as  entire- 
ly satisfactory.  As  in  this  ease,  whole  liver 
in  con.iunction  with  iron  sometimes  acceler- 
ates the  formation  of  hemoglobin. 

Summary 

].  The  etiology,  pathology,  clinical  and 
laboratory  features  and  treatment  of  chronic 
hypochromic  anemia  is  discussed. 

2.  Fifty-four  eases  of  chronic  hypochro- 
mic anemia  with  achlorhydria  are  sum- 
marized. 

3.  Resullts  of  rtreatment  of  twenty-one 
cases  of  chronic  hypochromic  anemia  is  pre- 
sented. 
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ORIGINAL  ARTICLES 

A CLINIOAL  STUDY  OF  PYRETO- 

THERAPY  (FEVER  TREATMENT)* 

Curran  Pope,  M.  D. 

Louisville. 

Medical  Director  the  Pope  Hospital.  Con- 
sulting Neurologist  to  St.  Anthony’s  Hospital 

Pyretotherapy  or  the  cure  of  diseased 
states  by  the  elevation  of  temperature,  in 
other  Avords,  feYer,  is  no  neAV  clinical  mani- 
festation. For  ages,  this  has  been  observed, 
for  many  cases  Avere  recorded,  even  by  the 
early  Greeli,  Egyptian  and  Roman  physicians 
and  are  to  be  found  dtiring  the  succeeding 
centuries  in  medical  records,  especially 
through  the  medium  of  hot  baths.  Its  at- 
tempted production,  by  botli  chemical  and 
physical  means,  is  likewise  old.  The  knowl- 
edge of  its  clinical  value,  as  shown  in  inter- 
current disease,  Avas  common.  The  induction 
of  fcA^er  for  specific  curative  results  lhas 
many  times  been  attempted.  Von  Jauregg 
utilized  fever  and!  made  knoAvn  his  observa- 
tions prior  to  1887. 

But  the  production  of  pyretotherapy  by 
high  frequency  currents  is  new.  To  be  able 
to  produce  fever  at  will,  varied  in  the  rapid- 
ity of  its  elevation,  its  intensity,  its  duration, 
and  capable  of  subh  control,  that  eYen  tem- 
peratures of  portions  of  a degree  of  fever, 
may  be  maintained  indefinitelA^  is  something 
heretofore  undreamed  of  by  the  medical  pro- 
fession. Another  interesting  feature  to  be 
noted  is  its  field  of  successful  therapy.  It 
is  curative  in  chronic,  usually  incurable, 
cripyiling  and  disabling  diseases,  especially 
those  of  the  central  nervous  system  and  joints, 
that  haA^e  heretofore  been  the  hefe  arw'r  of 
therapy,  cases  that  were  often  difficult  of 
giving  even  relief  symptomatically.  We  can 
now  say  that  this  therapy  has  opened  a new 
field  of  hopefulness  for  the  hopelessly  af- 

*Read  before  the  Muhlrarigh  Medical  Soeietv,  Lebanon. 
August  11th.  1932  and  before  the  Louisville  Society  of  Med- 
icine Julv  7th.  1932. 
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i'licted.  The  incurable  bavc  become  curable. 

1 ever  tends  to  limit  patbological  conditions. 
Nearly  every  seM  limiting  disease  process  is 
accompanied  by  ^lebrile  manjifestations. 
Clironic  infective  processes,  non  febrile  in 
cliaracter,  are  not  as  a rule  self  limiting,  it 
has  been  found  experimentally  and  clinically 
that  the  induction  of  lever  will  produce  bene- 
ficial results.  Different  infections  produce 
different  temperatures  of  varying  duration, 
in  order  to  produce  curative  results,  various 
micro-organisms  have  been  tried.  The  pa- 
tient was  infected  and  fever,  frequently  very 
high,  was  brought  about  with  varied  results. 
IT'otein  and  bacterial  therapy  is  now  con- 
sidered! ii.sefal  and  elfective.  We  can  not  as 
yet  give  a clear  or  concise  explanation  of 
the  production  elf  fever  by  many  specific  and 
non-specific  agents,  nor  do  we  fully  under- 
stand how  the  immunizing  power  of  the 
body  is  aroused  by  the  non-specific  agents 
introduced  into  the  parenteral  circulation. 
The  fever  certainly  stands  in  causative  rela- 
tion tO'  the  subskience  of  the  disease.  This  is 
proven  by  therapeutic  fever  induced  by  the 
liigli  freiiueiicy  current,  for  the  current  pro- 
vokes heat  and  fever  and  does  not  introduce 
itjy  confusing  factor.  Modern  therapeutists 
lo  not  aim  to  reduce  or  treat  fever.  There 
were  some  wlio  maintained  that  fever  was  an 
essential  feature  of  the  curative  result,  espe- 
cially Simon  Baruch,  whom  I Heard  forty 
years  ago  state  when  he  was  employing  hydro- 
therapy  in  llie  treatment  of  typhoid  fever 
lliat  those  who  used  acetanlid,  (then  in  vogue) 
for  tlie  reduction  of  fever,  only  gave  their 
patients  the  grim  satisTa^tion  of  dying  with- 
out fever.  McCallum  suggest  i that  fever  be 
not  interfered  with  as  it  vas  probably  a fa- 
vorable reaction  of  the  body  to  the  infection, 
and  that  po.ssibly  immunizing  bodies  were 
thrown  into  the  circulation  at  higher  tem- 
])eratnrcs  that  were  not  proditced  at  lower 
ones.  lie  believes  the  febrile  ])roce.?s  is  ad- 
vantageous to  the  body,  and  that  fever  de- 
velops protective  sulistanees  that  counteract 
the  injurious  and  destructive  agencies  that 
have  invaded  the  body. 

Nrom  time  immemorial,  hof  hafhs  have  been 
used  and  were  believed  to  be  of  e.special 
value  in  certain  ne’wous  and  luetic  diseases 
in  their  various  manifestations.  The  value 
was  not  ascribed  to  the  'leat,  but  rather  to 
some  ocer.lt  ingredient  in  the  water,  espe- 
cially the  emanations  of  radio-actWe  sub- 
stances. It  should  not  be  forgotten  th.at  in 
addition  to  taking  the  hot  baths,  medication 
both  general  and  anti-luetic  was  admiiustered, 
the  latter  often  in  very  large  doses.  Scham- 
berg  and'  Tseng  have  proved  that  it  is  pos- 
sible to  raise  the  body  temperature  by  baths 
as  high  as  106°  F.,  and  furthermore  safely. 
They  started  with  a temperatur-e  of  98°  F. 


ami  gradually  increased  the  temperature  of 
the  water  to  110-114°  F.  The  rise  of  body 
temperature  was  the  gauge  of  duration  of  the 
bath.  The  baths  were  taken  upon  an  empty 
stonrach  and  the  body  ciompletely  covered 
with  the  water  iqi  to  th  ' neck.  An  ice  bag 
was  kept  constantly  on  the  head.  They  found 
in  addition  to  the  rise  of  temperature  that 
these  baths  produce  a transient  leucocytosis, 
follo'wetl  by  a brief  reduction  in  the  white 
cells,  Avith  a slight  rise  in  systolic  blood  pres- 
sure and  frequently  a great  drop  in  diastolic 
pressure,  both  of  temporary  duration.  They 
noted  about  ten  per  cent  reduction  in  the 
cholesterol  but  there  was  no  material  influ- 
ence upon  the  blood  urea,  urea  nitrogen, 
blood  uric  acid,  the  proteolytic  or  lipolytic 
enzymes.  They  fiirtln  r noted  that  the  baths 
did  not  have  any  marked  effect  upon  the 
Wiassermann  reaction.  The  reason  for  this 
would  seem  to  be  in  my  opinion,  thr't  the 
baths  were  not  sufficiently  long  continued  to 
produce  this  effect. 

Mahrtens  and  Poupirt  compared  the  results 
obtained  by  hot  baths  and  the  malarial  treat- 
ment in  paresis  and  reached  the  conclusion 
that  the  former  is  simpler.  In  the  use  of 
baths  the  temperature  can  be  maintained  for 
several  hours.  They  mention  the  fact  {that 
the  fever  produced  by  bath,;  is  under  perfect 
control.  It  can  be  maintained  at  any  degree 
for  any  length  of  time.  They  applied  it  for 
two  hours  on  alternatie  days  although  the^' 
noted  that  these  baths  continued  daily  for  at 
least  six  rveeks  did  not  deplete  the  patient 
and  in  fact,  the  patient  may  still  gain  in 
weight  and  maintain  his  strength.  It  is  even 
probable  that  the  hyperpyrexia  tends  to  in- 
tensify the  therapeutic  effect  of  anti-syphili- 
tic medication.  They  noticed  frequent  amelio- 
ration in  the  symptoms  of  the  Parkinson’s 
Syndrome  and  in  the  same  .syndrome  follow- 
ing Encephalitis  as  well  as  in  Multiple  Sclero- 
sis. They  did  not  obtain  any  results  in  Amyo- 
trophic Lateral  Sclerosis.  Their  methods  Avere 
more  or  less  crude  in  that  they  employed  an 
ordinary  hath  tub  and  bath  thermometer.  The 
continuous  hath  tub  admits  of  a more  satis- 
factory control  of  the  fever.  They  believe  that 
a mouth  temperature  of  betAveen  103°  and 
105°  F.  is  sufficient.  The  routine  bath  they 
o-av'e  la.sted  one  hour,  but  it  is  feasible  to  main- 
tain the  patient’s  temperature  by  wrapping 
him  in  blankets.  They  believed  that  hyper- 
pyrexia by  baths,  because  of  their  safety 
and  simplicity  bavp'  a field  of  usefulness  in 
earlv  cases  of  vascular  disease,  with  .symp- 
toms of  intermittent  claudication.  Arterial 
sclerosis  Avilli  (-alcification  has  improAmd  and 
is  greatly  benefitted  bv  hyperpyrexia  and 
.should  bo  aiven  a failbful  trial. 

Davies  and  Holmes  report  their  findings 
in  fifteen  ex]ierimental  baths  Avith  three  nor- 
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in'al  subjects  at  tJie  Koyal  Bath  Hospital, 
Harrogate,  England.  The  temperature  of  the 
baths  range  from  98°  E.  to  104:°E.  These 
temperatures  varying  within  a range  of  plus 
or  minus  1°  E.  Most  lof  the  baths  were  taken 
in  i>lain  water.  In  all  the  experiments,  it 
wa^  found  tliat  the  pulse  rate  was  increased 
by  the  bath,  and  that  there  was  an  initial 
rise  almost  immediately  after  entering  the 
bath.  The  reason  for  this  rise  is  not  clearly 
apparent.  The  temperature  rose,  which 
thej^  ascribed  to  the  effect  of  the  temperature 
on  the  sino-auricular  node.  The  systolic  blood 
])ressure  either  increased  slightly  or  was  main- 
tained, while  the  diastolic  pressure  was  al- 
ways reduced,  sometimes  to  a eonsklienable 
extent.  Tliis  resulted  in  increased  pulse 
T)ressure.  The  circulation  rate  was  somewhat 
increased  l)ut  not  to  the  same  degree  as 
the  pulse  rate  and  pulse  pressure. 

Lindemuller  reported  the  use  of  hot  baths 
in  the  treatment  of  12  eases  of  IMultiple 
Sclerosis.  The  baths  were  given  daily  or 
every  second  day.  The  patients  were  im- 
mersed to  the  neck  in  a continuous  bath  at 
104°  F.  for  10  minutes,  and  then  the  tem- 
perature of  the  water  was  gradually  raised 
to  110°  F.  and  kept  at  this  level  for  30 
minutes  and  again  broirght  down  to  104°  F. 
for  twenty  minutes,  making  the  duration  of 
the  bath  one  hour.  Patients  were  then  wrap- 
ped in  Avoolen  blankets  for  two  to  three  hours, 
until  the  mouth  temperature  became  normal. 
Nine  of  the  twelve  patients  gained  weight 
during  the  course  of  baths. 

Lately,  Cody  and  Ewerhardt  studying  the 
action  of  the  hot  full  bath  commencing  at 
100.4°  F.  (38°  to  41.6°C)  and  gradually 
raising  the  temperature  to  104°  F.-110°F. 
(42°-45°C).  The  patient’s  temperature  rose 
to  102.3-106°  F.  (39°-41°C.)  in  twenty  to 
foi-tv  minutes.  Thev  maintained  tlie  batli  at 
the  highest  temperature  twenty  to  forty  min- 
utes, after  which  the  nafient  was  gi-adually 
cooled  off  in  a tub  or  by  a cool  shower  bath. 
These  observers  concluded  that  the  liot  bath 
was  not  harmful  to  the  Wassermann  fast 
syphilitic  but  exerted  a beneficial  clinical 
effect  u]mn  the  patient.  They  also  used  drug 
therapy. 

The  first  writings  upon  the  possibilities 
of  fever  production  in  this  country  by  elec- 
tric currents  were  publi.shed  by  Frederick 
de  Kraft  in  1913.  After  deseribiucr  what 
he  believes  to  be  a purely  molecular  distur- 
bance, a mechanical  agitation  resultins:  from 
the  oscillation  of  the  high  frequency  current, 
he  speaks  of  a resultant  rise  in  teinT)orature 
with  perspiration.  Tn  September  of  the  same 
vear,  he  .states  that  Zimmern  and  Tuuchini, 
ill  twenty  minutes  rai.scdl  the  bodilv  temnera- 
tiire  0.3,  to  0.4°  0.  in  la  dog.  and  that  Schit- 
tenhelm  bad  used  currents  up  to  4 amperes 


on  very  large  dogs  and  could  so  raise  the  tem- 
lieiature  that  death  resulted.  When  elec- 
trodes were  used,  with  a current,  oil  2.3, 
amperes)  (2300  milliamperes)  the  reieital  tem- 
perature of  the  dog  rose  to  .4°  C.  The  dog 
was  packed  in  cotton  wadding. 

In  de  Kraft’s  experiments,  he  used  his  then 
new  multiple  spark  gap.  in  October,  1914, 
lie  calls  attention  to  the  work  of  von  Zeynek, 
conducted  in  1907,  using  active  micro-or- 
ganisms injected  into  a dog,  subjecting  one 
portion  of  the  body  injected  to  the  heat  of 
the  high  frequency  current,  and  another  part 
also  infected  was  not  so  treated.  The  in- 
fected parts  subjected  to  the  heat  showed 
no  recognizable  alteration  of  structure,  while 
those  untreated  showed  virulent  cocci  present. 
Laquer  injected  pure  cultures  of  bacteria 
into  both  knees  of  a rabbit,  care  being  taken 
that  both  sides  received  an  eciual  quantity. 
Immediately  afterward,  one  of  the  joints  was 
diathermatized  for  a half  hour.  When  the 
warming  process  was  ended,  both  joints  were 
])unctured,  under  sterile  precautions  and  a 
few'  drops  of  blood  innoculated  on  proper 
media.  Gonococci,  cholera  vibrions,  pneu- 
monocoeci  and  pus  cocci  were  employed.  The 
heated  joint  showed  only  one  slight  growth 
in  one  tube,  lie  believed  that  the  resulting 
arterial  liyjieremia,  tlie  increased  lymph 
flow,  helps  the  body  defenses. 

In  1916  de  Kraft  calls  attention  to  Hirsch- 
berg’s  investigation  on  rabbits,  in  which  he 
has  shown  that  when  an  electrode  was  placed 
over  the  abdomen  and  another  over  the  kid- 
neys, and  a strong  current  was  i)assed  in- 
tense hyperemia  of  the  muscles  of  the  back 
and  of  the  kidneys,  together  with  isolated 
hemorrhages  were  some  times  jiroduced. 

In  November,  1918,  de  Kraft  and  Titus 
published  an  article  upon  the  use  of  dia- 
thermy, auto  condensation  and  galvanism  in 
the  treatment  of  syphilis.  Since  that  date, 
the  author  has  actively  employed  this  method. 
They  .say;  “the  degree  of  heat  procurable 
may  be  from  a very  gentle  gliciw  to  an  intense- 
heating  effect  of  the  entire  body,  resulting 
in  a decided  rise  in  bodily  temperature,  and 
profuse  dia])horesis.  I’he  general  treatment 
consisted  of  auto  condensation,  and  special 
and  siiecific  localized  conditions  by  means 
of  diathermy.  In  treating  the  cerebrum,  the 
current  was  gradually  increased  to  300-400 
milliamperes. 

Since  1918,  the  author  has  constantly  em- 
ployed cerebral  and  spinal  diathermy  employ- 
ing currents  of  from  300  to  700  milliamperes 
to  the  brain,  and  one  thousand  to  fifteen 
hundred  millia-mperes  to  the  spine,  and  im- 
mediately following  the  cerebral  and  spinal 
diathei-my  with  galvanism. 

The  commencement  of  the  really  active 
i-ecognition  of  hyperi)yrexia,  dates  from  about 
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ten  years  ago  when  von  Jaregg  utilized 
malarial  fevei^  as  a curative  measuire  in 
paresis.  The  almost  miraculous  results  in 
such  a hopeless  disease  fixated,  not  lonly 
medical  hut  lay  attention  on  his  results,  al- 
though von  Jaregg,  had  utilized  fever  as  a 
therapeutic  measure  and  made  known  his 
observation  prior  to  1887.  His  work  stimu- 
lated the  study  of  artificial  febrile  produc- 
tion until  niow  it  is  an  accepted  fact  that 
fever  is  one  of  the  most  effective  defensive 
measures  of  the  body  against  invading  organ- 
isms, and  especially  in  diseases  and  disorders 
of  tlie  nervous  system  and  joints  although 
ais  previously  stated!,  it  has  proved  a^  val- 
uable adjunct  in  the  management  of  luetic 
lesions,  especially  of  a chronic  nature. 

In  the  last  ten  years  the  medical  journals 
have  been  filled  with  the  value  of  the  ma- 
larial organism  in  paresis.  The  results  have 
been  spectacular.  The  apparently  hopeless, 
the  incurables  were  in  a large  percentage 
restored  to  health  and  usefulness.  We  should 
fi’om  this  result  in  such  a hopeless  disease 
as  ])aresis,  take  to  heart  the  lesson  that  we 
must  never  be  dogmatic  about  anything  in 
medicine. 

It  therefore  seems  worth  while  to  attempt 
to  perfect  a method  of  producing  these  tem- 
perature curves  without  having  to  inject 
disease  ])rodiflcing  organisms  or  toxic  sub- 
stances into  the  patient’s  circulation;  also 
to  determine  whether  the  beneficial  effects 
are  produced  by  the  elevation  of  body  tem- 
perature per  se,  or  whether  they  are  brought 
about  by  some  bio-ehemieal  reaction.  To 
determine  this  point,  it  is  obviously  neces- 
sary to  employ  some  method  whereby  the  tem- 
perature of  the  body  may  be  raised  to  any 
desired  point,  independent  of  the  action  of 
an  induced  infection  or  intoxication. 

The  successful  treatment  with  high  fre- 
(|uency  currents  depends  on  certain  me- 
chanical factors  necessary  to  produce  eleva- 
tion of  temperature,  maintain  it  and  pre- 
yrnt  burning  the  patient.  The  prime  re- 
(juisites  are  properly  constnicted  eleetr  des, 
a machine  pow^erful  enough  to  give  sufficient 
energy  and  proper  insulation  of  the  patient. 
The  electrodes  must  have  an  extensive  edge 
because  the  current  has  a tendency  to  eon- 
centrate  along  the  edges.  Fenestration  of 
electrodes  is  therefore  absolutely  necessary. 
Furthermore,  when  extensive  areas  of  a pa- 
tient are  treated  with  large  amounts  of  cur- 
rent, ranging  between  4,000  and  6,500  mdl- 
liamperes  varying  resistances  are  encounter- 
ed depending  largely  on  body  thickne.ss,  and 
individual  resistances.  This  is  especially 
true  when  the  treatment  is  carried  on  fior 
many  hours.  In  order  to  force  four,  five  or 
six  thousand  milliamperes  through  the  body 
with  safety,  the  electrodes  should  be  as  large 


as  possible.  The  entire  back  must  be  covered 
by  one  electrode  and  the  chest  and  abdomen 
by  two  other  electrodes.  It  should  be  re- 
membereu  that  the  region  just  above  the 
iliac  crest  is  the  thinnest  part  through  which 
the  current  will  have  to  travel,  and  here 
burns  are  apt  to  be  frequent.  The  machine 
must  be  very  powerful  and  absolutely  under 
control.  Heat  alone  is  desired.  The  current 
should  be  smooth,  and  absolutelv  free  from 
any  faradic  effects.  The  machine  possesses 
fundamentallj"  an  oscillatory  icireuit  con- 
sisting of  indu'etance  condensers  and  spark 
gap.  The  superior  results  obtained  from  such 
a machine  are  in  large  measure  due  to 
the  design  and  mechanical  construction  of 
its  various  parts.  The  correct  design,  con- 
struction and  assembly  of  the  individual 
units,  with  reference  to  each  other  and  to 
the  completed  whole  is  of  utmost  importance 
to  the  proper  functioning  of  the  equipment. 

The  oscillatory  circuit  consists  of  a set  of 
four  spark  gaps,  an  induction  coil,  the 
amount  of  inductance  of  which  can  be  varied 
by  means  of  a frequency  switch  and  a set 
ixf  condensers  and  the  effective  capacity  of 
which  cajn  be  varied  by  means  of  a power 
switch.  Hy  increasing  the  capacity  in 
the  circuit  the  output  is  increased.  The 
'discharge  is  of  an  oscillatory  nature,  the  fre- 
quicn'cy  of  which  is  dependent  upon  the 
amount  of  capacity  and  inductance  in  the  cir- 
cuit. In  order  that  la  smooth,  uniform  current 
be  delivered,  the  parts  of  this  circuit  must  be 
constructed  to  properly  dissipate  the  heat 
in-oduced.  The  amount  of  heat  generated  in 
the  wire  of  the  circuit  is  so  small  as  to  be 
negligible.  Considerable  heat  is  produced  at 
the  spark  gaps  and  it  is  very  essential  that 
the.se  he  properly  constructed  in  order  to 
maintain  a smloioth  current.  When  a 'dischargie 
takes  place,  between  the  spark  gaps,  the  re- 
sistance across  the  gaps  becomes  very  low  and 
this  resistance  must  be  built  up  to  prevent 
an  arc  taking  place  across  the  gaps  and  to 
quench  sparking  so  that  the  condensers  can 
again  be  charged.  For  this  purpose,  the 
spark  gaps  'must  be  properly  cooled.  Spark 
gaps  are  constructed  with  a large  sparking 
surface  so  that  the  points  do  not  become  too 
hot.  To  further  increase  the  cooling  effect 
radiators  are  provided  to  which  the  heat  gen- 
erated at  the  spark  surfaces  is  conducted  and 
radiated  into  the  air.  In  order  that  heat 
production  may  be  maximun.  these  radiators 
are  tooled  out  of  a solid  block  of  brass.  This 
form  of  construction  will  carry  the  heat  away 
from  the  sparking  surfaces  considerably 
faster  than  a radiator  composed  of  sections 
which  are  clamped  together  in  some  form  or 
another. 

The  condensers  are  likewise  designed  to 
dissipate  the  heat  generated  in  the  dialectric. 
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The  condensers  are  eomposed  of  alternate 
layers  ot  copper  and  mica,  which  are  clamped 
logecner  Dy  means  of  special  aluminum  clamps 
wnicii  are  constructed  in  such  a way  as  to 
provide  a large  amount  of  radiation  suid'ace 
10  keep  the  condensers  cool.  To  charge  the 
condensers  a step  up  transformer  is  con- 
nected to  an  alternating  current  source.This 
source  usually  consists  of  an  110  volt,  60 
cycle  power  service  which  is  connected  to  the 
primary  side  of  the  transformer  and  be- 
tween 0,000  and  6,000  volts  are  delivered 
across  the  condensers  on  the  secondary  side. 
There  has  been  considerable  conjecture  as  to 
what  should  be  the  proper  voltage  for  this 
transformer.  Some  have  flaimed  that  a 
high  voltage  is  either  necessary  or  desirable 
but  a brief  consideration  of  the  physics  of 
the  production  of  heat  by  high  frequency 
currents  will  show  that  a nigh  voltage  on  the 
trausforiner  is  neither  necessary  or  desirable. 

Heat  generation  within  the  tissues  of  the 
human  body  is  a function  of  the  resistance 
and  the  currant  passing  through  it.  Accord- 
ing to  Ohm’s  law,  the  current  in  any  cir- 
cuit IS  propoilional  to  the  voltage  and  in- 
versely proportional  to  the  resistance.  As 
the  resistance  of  the  human  tissue  cannot  be 
arbitrarily  changed,  a given  voltage  is  nec- 
essary to  produce  a given  current,  and  while 
in  the  case  of  diathermy  circuits,  Ohm’s  law 
in  its  simplest  form  cannot  be  applied  to 
obtain  the  voltage,  yet  fundamentally  the 
same  reasoning  applies.  In  practice  a step- 
up  transformer  of  relatively  low  secondary 
voltage,  but  of  good  regulation,  is  employed. 

In  order  to  provide  some  adjustment  on  the 
machine  for  different  types  of  treatment,  two 
means  of  varying  the  power  have  been  pro- 
vided. The  first  is  by  means  of  an  intensity 
switch  which  regulates  the  power  input  to 
the  transformer.  A second  means  of  varying 
the  amount  lof  power  is  through  a power 
control  that  switches  in  or  out  of  the  cir- 
ciuit  a certain  amloiunt  of  capacity.  The  fre- 
quency of  the  circuit  is  a function  of  the 
amount  of  inductance.  If  ■we  decrease  the 
the  inductance  in  a circuit,  we  increase  the 
frequency,  and  vice  versdk.  Various  me- 
clianical  details  are  introduced  including 
additional  condensers  which  prevent  the  pa- 
tient from  receiving  a shock,  in  fact  the 
machine  must  break  down  in  no  less  than 
four  places  before  the  patient  could  possibly 
receive  a low  frequency  shock.  Any  one  of 
these  breakdiowns  w'ould  put  the  machine 
out  of  comiiiiission.  Absolute  safety  has  thus 
been  provided  agaiirst  accidental  electrical 
feliock.  In  addition  the  auithor  employs  a 
time  clock  the  cord  of  which  is  in  the  pa- 
tient’s hand  and  who  can  at  any  'moment 
shut  off  the  entire  machine. 


Technic 

A special  room  should  be  set  aside  for  this 
treatment.  A bed  with  a firm  mattress  is 
jirovided  and  covered  with  three  or  four 
Dlankets,  over  which  is  spread  a rubber  sheet 
and  over  this  a sheet  preferably  of  Turkish 
toweling,  which  is  an  excellent  absorbent 
Of  fluius.  The  patient,  nude,  lies  upon  the 
blankets  and  sueet  after  which  a special 
jacket,  for  tightly  strapp'ing  or  lacing  the 
electrodes  is  slipped  under  the  back.  The 
large  fenestrated  electrodes  must  be  carefuUy 
rolled  so  that  all  edges  are  smooth  in  order 
to  prevent  burning.  All  connections  to  the 
electrodes  are  then  inspected  so  that  no 
arcing  will  take  place.  A special  lubricant 
is  of  considerable  advantage.  The  electrodes 
are  pressed  tightly  to  the  body,  and  the 
jacket  laced  to  hold  them  in  place.  The  pa- 
tient is  covered  with  a turkish  sheet,  a rub- 
ber sheet  and  from  six  to  ten  single  blankets, 
care  being  taken  to  tuck  them  well  around 
the  neck.  A linen  towel  is  then  placed  over 
the  blanket  ends  to  prevent  any  discomfort 
from  the  touch  of  the  blanket  to  the  neck. 
We  employ  a special  treatment  clock  so  ar- 
ranged that  the  slightest  pull  upon  a cord 
will  ring  a bell  and  turn  off  the  main  source 
off  current  supply  and  hence  the  entire 
ai)paratus.  The  main  line  switch  is  now 
throAvn  on,  the  clock  set,  and  the  cord  placed 
in  the  patients  hand  with  instructions  to  pull 
same  if  there  is  the  slightest  localized  dis- 
comfort or  burning.  The  current  is  very 
gradually  turned  on  to  test  the  machjne, 
cords  and  electrodes,  usually  up  to  two 
thou.saud  milliamperes.  The  current  is  grad- 
ually increased  to  five  or  six  thousand  milli- 
amperes if  possible.  There  must  be  no  other 
sensation  than  heat.  A machine  that  wiU 
deliver  separate  and  different  amperages  to 
chest  and  abdomen  is  to  be  perferred,  that 
is  to  say,  a double  stream  flowing  to  the 
large  electrode  on  the  back. 

Peeparation  op  the  Patient 

There  are  certain  necessary  preparations 
to  be  made  before  the  treatment.  It  is  ab- 
solutely essential  in  my  opinion  that  the 
bowels  be  evacuated  before  the  treatment  is 
given,  and  an  enema  employed,  consisting 
of  plain  warm  or  hot  water.  The  breakfast 
should  be  limited  to  fluids  or  semi  solids.  If 
there  is  nausea  an  alkali  should  be  given  just 
before  the  treatment  and  repeated,  if  nec- 
essary, during  the  treatment.  Some  patients 
complain  of  headache,  (head  “fullness”  or 
constriction)  shortness  of  breath,  of  palpita- 
tion, of  thirst,  or  of  a sensation  of  numbness 
of  hands  and  feet.  If  the  patient  becomes 
nervous  and  restless  sedatives  should  be 
given  both  before  and  during  the  treatment. 
Water,  tea,  lemonade,  orangeade  need  not  be 
absolutely  restricted  but  it  must  be  hot,  and 
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may  be  taken  even  if  nausea  and  vomiting 
result,  if  these  symptoms  should  occur,  an 
ice  cap  may  be  used  or  the  face  sponged  or 
a small  (four  inch)  electric  fan  used  to  face 
only,  hue  patient  sliould  rest  a good  deal 
the  day  of  the  treatment  and  retire  early 
It  ainibulaut.  It  is  sometimes  very  useful  to 
give  the  patient  a hypnotic  the  night  before 
tne  treatment  unless  they  are  good  sleepers. 

Duration  of  Treatment 

There  is  no  fixed  duration  of  treatment. 
Tills  ranges  from  three  to  six  to  eight  or  even 
ten  hours,  depending  on  the  disease,  the  re- 
actions of  the  patient  and  the  results  obtain- 
ed. The  great  advantage  of  the  use  of  elec- 
trical energy  lies  in  the  fact  tliat  the  treat- 
ment is  absolutely  under  control,  and  can 
so  to  sjieak,  be  standardized  to  each  and  every 
patient,  a feature  not  possessed  by  any  bio- 
logical method.  Duration  of  treatment  is 
based  upon  the  immediate  reactions  of  the 
patient  during  the  treatment,  the  immediate 
after  effeicts  and  later  (12  hours)  effects. 
Upon  tiiese,  the  clinician  must  base  his  dura- 
tion, dosage  and  freciuency  of  the  treatments. 

After  Treatment  of  the  Patient 

lifter  temperature  is  elevated:  to  the  desired 
lieight,  tile  patient  is  vrapped  in  blankets 
and  transferred  to  another  bed  and  covered 
with  a special  heating  pad  or  hood.  In  this 
wa^'  temperature  can  be  maintained,  i*aised  or 
lowered  by  turning  the  current  off  from  the 
heating  blanket  or  in  the  hood.  At  the  end 
of  the  period  of  treatment,  the  patient  is 
permitted  to  cool  off  gradually,  and  is  given 
finally  an  alcohol,  and  then  a talcum  poivder 
rub.  He  is  now  permitted  to  receive  cool 
or  cold  fluids  in  abundance  and  partake  of 
a light  meal,  but  must  rest  for  some  time. 

Disadvantages  of  the  Treatment 

In  spite  of  the  many  advantages  of  this 
method,  its  lack  of  danger,  no  fatalities,  ab- 
solute control  and  its  excellent  results  in  the 
most  hopeless  of  diseases,  it  possesses  certain 
disadvantages.  These  may  be  enumerated. 
It  is  a strictly  hospital  method.  I have  tried 
it  repeatedly  on  “out”  patients  and  never 
wdth  the  same  results  as  where  the  patient 
is  hospitalized.  It  is  a treatxjj.ent  of  con- 
tinuous hard  work  and  requires  the  constant 
jireserice  and  unremitting  care  of  a nurse, 
w’ell  trained  in  its  use.  The  patient  should 
never  be  left  for  a moment  Avliile  the  current 
is  running.  The  nurse  should  be  able  to 
summon  a physician  at  any  time  and  one 
thoroughly  familiar  with  the  treatment.  It 
must  be  scientifically  applied  and  tempera- 
■nre,  pulse  and  respiration  recorded  every 
fifteen  (15)  minutes.  Frequent  tests  of 
bluod  pressure  must  be  made  and  all  of  these 
must  be  recorded.  Each  treatment  and  its 
record  must  be  studied  by  the  physician  be- 


iuie  aiiotlier  treatment  is  given.  One  must 
never  lorget  tne  danger  of  Durns.  VVe  liave 
su  lar  leaner  lb  montUs)  never  uurnt  a pa- 
tient save  a tiny  place  no  larger  than  a pea 
ana  mis  we  atinouie  to  unremiiting  atten- 
tion. 

Advantages  of  Dyretotherapy 

i'yretolUerapy  possesses  many  advantages 
over  tile  use  or  bacterial  and  uiologic  prep- 
aiAtions,  especially  tne  use  ot  me  maiarial 
parasHe  wnicli  is  at  little  value  save  in 
paresis,  ihe  lever  produced  is  similar  botn 
lu  me  lever  ol  disease  and 'that  of  malaria, 
exccqu  tne  chilis.  Its  range  is  mulch  wider, 
isi  luicreasinig  with  experience,  and  in  my 
numble  judgment  will  continue  to  be  bene- 
iiciai  'in  idiseases  that  at  present  are  not 
considered  amenable  to  its  ellects.  One  re- 
cent case  of  Adiposis  Dolorosa  (Dercum’s 
Disease ) is  but  an  example,  so  that  we  may 
Soy  that  there  is  reason  to  believe  that  this 
lorm  of  treatment  will  be  proved  useful  in 
many  diseases  in  AvhicU  it  has  as  yet  been  un- 
tried. in  the  following  list  we  enumerate 
the  chief  advantages  of  this  form  of  pyreto- 
tlierapy 

(1)  It  is  always  available. 

(2  I No  pathogenic  organism  of  unknown 
eflect  is  injected  into  the  patient;  therefore 
there  is  no  disturbance  of  the  immune  re- 

.lons  nor  depletion  of  complement  of  the 
blood. 

(3)  The  freiiuency,  duration  and  inten- 
sity of  the  temperature  or  febrile  rise  or 
jiaroxysm  is  under  accurate  control. 

(4)  The  desired  elevation  for  that  par- 
ticular ease  can  be  produced  at  will  and  main- 
tained as  long  as  desired. 

(5)  Since  the  intensity,  duration  and  fre- 
quency of  the  fever  can  be  accurately  con- 
trolled, the  reaction  or  response  produced  in 
any  particular  patient  can  be  more  nearly 
standardized,  and  repeated  indefinitely  if 
necessary. 

(6)  We  thus  learn  the  most  favorable 
temperature  curve  for  each  patient. 

(7)  Normal  metabolic  activity  of  the  body 
is  stimulated. 

(8)  Clinical  and  laboratory  research  may 
be  conducted  on  the  effects  of  fever  per  se 
in  many  conditions. 

The  Phy^siological  Action  of  Pyreto- 

THERAPY 

If  we  look  upon  the  human  body  as  an 
energy-producing  and  energj^-dissipating  me- 
chanism we  must  realize  that  its  balance  is 
maintained  by  a metaliolie  activity,  so  bal- 
anced as  to  maintain  its  body  temperature 
within  a moderate  range  of  what  we  are 
pleased  to  term  the  “Normal”  although  this 
may  vary.  The  object  of  pyretotlierapy  is  to 
generate  electrically  in  the  body,  heat  from 
an  outside  source  of  energy  and  at  the  same 
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time  prevent  the  loss  or  radiation  of  this 
heat  energy,  it  stands  to  reason  that  if  the 
energy  is  sutlicient,  the  general  heat  of  the 
body  will  rise,  due  to  heat  retention  the  gain 
in  energy  being  greater  than  the  loss,  in 
the  passage  of  high  frequency  currents  of 
great  volume  through  the  bq  ly  we  generate 
neat  and  (by  coverings  and  etc.;  we  insulate 
the  patient  against  the  loss  of  heat,  the  re- 
sultant accumulation  of  heat  causing  a rise 
oi  temperature,  in  other  words  lever.  It  is 
heat  generation,  with  a prevention  of  heat 
loss.  This  being  the  modus  operandi  of  the 
prod'UCL.uii  of  fever  by  high  frequency  cur- 
rents It  ;may  be  of  interest  to  record  briefly 
my  study  of  the  action  nf  artificial  fever 
u 1)011  the  organs  and  functions  of  the  human 
body  ad  seriatum.  We  will  therefore  con- 
sider its  effects  as  follows : 

(1)  I'pon  Tenqxrature. 

(2)  Upon  the  Cardio-Vascular  System. 

(3)  U 1)011  Kcspiration. 

(4)  Upon  Metabolism. 

(5)  Upon  the  Muscular  System. 

(6)  Upon  the  Skin. 

(7)  Upon  the  Blood. 

(»'  Gastro  Intestinal  System. 

(9;  Genito  Urinary  System. 

(10)  Upon  the  Nervous  System. 

The  Effect  of  Pyhetotueiiai'y  Upon  Tem- 
perature 

As  we  have  heretofore  stated,  the  body 
tempenature  rises  because  of  the  increased 
generation  of  heat  within  the  tissues  of  the 
human  body  by  the  pa.ssage  of  the  High  Ere- 
quency  current  and  because  the  mechanism 
of  heat  loss  is  interfered  with  through  the 
prevention  of  heat  radiation  from  the  skin’s 
surface.  Of  course,  there  is  a certain  amount 
of  heat  loss  brought  about  through  respira- 
tion, perspiration  and'  excretorv  loss  (urine) 
but  this  is  small  in  comparison  with  the  heat 
generated  and  retained  in  the  body  as  a 
result  of  which  the  temperature  rises.  At 
first,  this  is  accompanied  by  a very  pleasant 
glow,  or  sense  lof  inCireased  heat  until  the  tem- 
perature begins  to  ascend.  It  has  been  loy 
experience  that  patients  responding  in 
what  might  be  termed  a normal  manner 
usually  require  twenty  to  thirty  minutes  be- 
fore the  temperature  increases  one  degree. 
An  ideal  rise  of  temperature  in  my  opinion 
woidd  be  that  of  one  degree  Fahrenheit  evmry 
15  minutes  until  an  oral  temperature  of 
104-105°  F,  is  reached.  Due  to  the  fact  that 
there  will  be  , as  a rule,  profuse  per.'piration 
and)  some  heat  loss,  we  must  have  a.  source  of 
energy  supply  of  .‘^aiffieient  size  and  capacity 
to  overcome  any  loss  and  superheat  the  tis- 
sues. The  ])atients,  as  a rule,  that  can  stand 
the  above  outlined  rise  lof  temperature  re- 
quire no  preparation  other  than  that  of 


which  we  have  spoken.  On  the  other 
hand  there  wall  be  cases  who  suffer  discom- 
fort, become  more  or  less  nervous  and  this 
conctitiou  will  have  to  be  met  by  sedatives.  In 
ordinary  cases,  sedatives  of  barbital  group, 
will  be  found  sufficient  and  oh  this  group, 
we  prefer  luminal,  amytol  sodium  and  pento- 
baroital.  It  may  be  necessary,  however',  in 
paresis  to  employ  not  only  a moderate  dose 
of  phenol-baroital,  amytol  Sodium  lor  Nem- 
butal, but  a hypodermic  of  at  least  one  quar- 
ter of  a grain  of  morphine.  We  much  jirefer 
to  avoid  the  use  of  drugs.  Excessive  per- 
spiration may  call  for  a^  minute  dose  of 
atropin.  When  we  speak  of  a sufhcient  sup- 
ply of  energy  to  superheat  and  prodlice 
iever  we  reter  to  currents  ranging  between 
five  and  six  thousand  milliamperes.  That 
this  energy  Is  the  cause  of  the  fever  becomes 
at  once  apparent  wdien  the  source  of  energy 
is  cut  off. 

Those  species  having  a highly  developed 
nervous  system,  possess  themo-regulating 
rpparatus.  In  the  basilar  , centeirs  of  the 
brain  this  delicate  mechanism  maintains  a 
wide  spread  mechanism  for  both  the  iireveu- 
tion  and  loss  of  heat.  Barbour  has  demon- 
strated that  warming  of  the  corpus  striatum 
reduces  rectal  temperature,  while  chilling 
of  the  same  region  produces  an  opposite  ef- 
fect. Except  respiratiten  all  the  factors  con- 
ceived in  the  regulation  of  heat  in  mammalia 
are  under  the  direct  control  of  the  central 
nervious  system  (Cramer). 

As  I have  repeatedly  stated,  and  as  is 
maintained  by  de  Kraft,  Titus,  et  al,  the  heat- 
ing occurring  from  the  oscillatory  effects  of 
the  high  frequency  current  occurs  through- 
out the  interior  of  the  body,  that  is  from 
within  out,  instead  of  from  wdthout  in,  as  is 
the  case  in  convective  heating.  It  stands  to 
reason  as  heating  in  this  treatment  v^aries 
somewhat  according  to  tissue  density,  hence 
we  get  some  variation,  Imt  the  activity  of 
the  *circu|lation  leaves  /it  an  undetermined 
(piestion  at  the  present  time.  Pyretotherapy 
(electrical)  however  does  resemble  the  fever 
of  infections  as  it  is  produced  from  sources 
within  the  body.  The  dxplanatiou  of  the 
action  of  an  infection  is  that  of  a provocative 
poison  reaching  the  tissues  and  initiating 
catabolic  changes  which  increase  the  affinity 
of  the  tissue  for  w'ater.  This  general  demand 
upon  the  blood  for  water  tends  to  reduce  the 
blood  volume  especially  at  the  expense  of  the 
surface  blood.  The  skin  immediate!}^  be- 
comes cooler  and  this  arouses  the  nervous 
regulation  against  cold,  thus  exaggerating 
the  ju'oeess  of  vaso  constriction  and  hemo 
concentration.  (BarbourU  By  careful 
attenition  to  the  j)revention  of  radiation,  the 
higher  temperatures  of  104-105  or  106  ° F. 
per  oram,  can  be  maintained  even  after  the 
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macliiue  bas  been  turned  oft.  Where  it  is  nec- 
essary to  use  the  machine  on  a number  oi 
cases,  a febrile  temperature  can  be  main- 
tained. for  a long  time  by  the  use  of  ordinary 
large  electric  blankets.  Persistence  or  con- 
tinued .mainienance  of  temperature,  procured 
by  neat  from  carbon  filament  lamps.  A 
possible  'explanation  for  the  maintenance 
of  elevated  systemic  temperatures  may  be 
tlie  oecurrenee  of  blood  concentration  during 
tlie  period  of  temperature  elevation.  Care 
should  be  taken  not  to  give  the  patient 
cold  water  to  drink  or  to  use  any  other 
means  of  heat  dissipation  during  the 
period  tliat  the  temperatui'e  elevation  is 
desired.  If  the  patient  feels  weak  or  faint- 
like,  it  IS  an  excellent  thing  to  rapidly  sponge 
the  face  with  a cool  rag  and  for  a few  sec- 
onds, permit  a very  small  electric  fan  to  blow 
upon  the  face.  It  moist  be  borne  in  mind  that 
the  elevation  of  temperature  and  its  accom- 
panying physiological  activities  is  the  •sine 
qua  non  of  the  treatment.  The  great  advan- 
tage of  electrically  produced  hyperpyrexia 
is  that  it  produces  hyperpyrexia  alone  and 
does  not  add  any  complicating  factors  to 
the  problem  of  temperature  elevation. 

The  Effect  of  Pvketotherafy  Ufon  the 
Cardio- Vascular  System 

As  tlie  patient  begins  to  become  heated 
and  the  temperature  begins  to  rise,  there  is 
a rise  in  the  rapidity  of  the  pulse  and  a 
change  in  its  quality.  With  the  rise  in  tem- 
perature and  with  the  efforts  of  the  system 
to  throw  off  the  heat,  the  skin  becomes  en- 
gorged and  in  a short  time  depending  upon 
the  sensitiveness  and  normal  activity  of  the 
skin,  perspiration  breaks  forth  in  variable 
amount  but  usually  quite  profuse.  The  pulse 
becomes  smaller,  and  softer  and  its  tension 
is  lowered.  The  heart  sounds  become  less 
loud,  as  a result  of  the  dilatation  of  the  vast 
capillary  and  vascular  system  of  the  skin, 
there  is  naturally  a lessening  of  the  quantity 
pf  blood  passing  through  the  internal  organs. 
This  is  shown  in  a number  of  v/ays  of  which 
we  will  have  occasion  to  speak  later  along. 
The  rapidity  of  the  pulse  increases  as  the 
temperature  rises,  and  for  this  reason,  care 
and  caution  should  be  exercised  at  the  start 
t)f  pyretotherapy  in  a case  that  already  has 
a rapid  pulse.  We  have  learned  that  one 
sliould  use  iiyretotherajiy  Avith  extreme  care 
if  at  all  in  a case  of  well  marked  hyper- 
t hyroidism  or  exophthalmic  goitre.  It  is  not 
unusual  for  the  pulse  to  rise  to  120,  and  as 
long  as  it  does  not  exceed  this  figure  we 
consider  it  a normal  response.  We  have 
records  of  a number  of  treatments  in  which 
the  pulse  rose  to  128-134,  with  'inost  excel- 
lent results  from  the  tieatment.  Davies  & 
Holmes  ascribe  this  rise  to  stimulation  of  the 


sino-auricular  node. 

iiierman  states  that  there  is  approximately 
a rise  oi  iA  to  dU.6  beats  per  minute  for 
eacn  rise  of  1°(J  (2.6o''b  j and  tnat  the 
velocity  of  the  blood  flow  is  increased,  it 
snouiU  be  cautiously  used  in  any  case  of  very 
low  blood  pressure,  organic  valvular  heart 
uisease  anu  severe  myocarditis.  VV  e have 
noted,  variability  in  the  blood  pressure  which 
we  snail  consiuer  in  a subsequent  communi- 
'cation  aitnough  there  is  usually  a slight 
systolic  rise,  a diastolic  fall  and  later  a sys- 
tolic fall. 

The  Effect  of  Eyretotherafy  Ufon  the 
Resfiration 

In  the  average  case,  with  a respiration  of, 
say,  is  per  mmute  a rise  does  not  take  place 
as  a rule  until  4b  minutes  after  the  com- 
mencement of  the  treatment.  As  the  tem- 
l)erature  rises  we  may  expect  the  respiration 
lo  increase  but  so  long  as  it  does  not  ascend 
too  rapidly  nor  does  it  exceed  24  to  26  per 
minute,  it  may  be  considered  a normal  rise. 
Any  increase  above  26  per  minute  demands 
a medical  decision  as  to  the  continuance  of 
the  treatment.  The  respirations  become  as  a 
rule  shallower  but  we  have  not  noticed  that 
It  tends  to  produce  irregularity  and  vari- 
ability in  the  respirations  themselves  but 
ratlier  the  change  is  simply  a quantitative 
one.  There  are  times  when  the  respiration 
does  not  exceed  24  per  minute  that  the  pa- 
tient complains  of  shortness  of  breath,  air 
luinger  and  difficulty  in  getting  a full  deep 
breath.  Under  such  'circumstances  almost 
immediate  relief  can  be  obtained  from  the 
aolministration  of  one  half  to  one  dram  of 
aromatic  spirits  of  ammonia,  to  which  seven 
drams  of  ice  water  have  been  added.  In  our 
experience  this  increase  average  i one  to  seven 
excursions  per  minute  for  degree  centi- 
grade (2.65°E).  Aecoding  to  Bozett  with  the 
rapid  rise  in  temperature  hyp'erpnoea  'de- 
velops. The  tidal  wave  is  increased  to  two 
liters.  This  increased  respiration  is  aecom- 
paned  by  definite  sensations  of  air  hunger. 
Haldane  has  shown  that  hyperpnoea  caused 
a marked  fall  in  alveolar  COj  tension. 

It  may  be  noted  here  that  certain  varia- 
tions in  temperature,  pulse  and  respiration 
can  be  used  as  a guide  to  the  safety  of  the 
administration  or  continued  use  of  the  treat- 
ment. For  example,  if  the  temperature  has 
risen,  say,  to  104  or  105°  F.,  and  the  pulse 
has  risen  to  124  or  even  to  132,  if  the  respira- 
tion remains  at  20  or  22,  the  treatment  can  be 
continued.  Vice  versa,  if  the  pulse  remains 
down  and  the  respiration  rises,  we  feel  satis- 
fied to  continue  the  treatment  but  when  tem- 
perature is  high  and  both  pulse  and  respira- 
tion rise,  then  the  treatment  must  be  dis- 
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continued  immediately,  cold  applications 
made  to  the  taoe  and  neck,  a small  fan  turned 
upon  the  face,  an  ice  bag  applied  over  the 
heart  and  a physician  summoned  at  once.  It 
IS  of  course  understood  that  as  soon  ^as  this 
tripod  of  symptoms  of  high  temperature, 
high  pulse  and  increased  respiration  occur, 
the  machine  should  be  immediately  shut  off 
and  the  above  mentioned  measures  pursued. 
We  have  found  that  watchfulness  can  .’a 
many  instances  prevent  this  occurrence. 

The  Effect  of  Pyketotherafy  Upon 
Metabolism 

There  are  still  many  divergent  views  upon 
the  changes  of  metabolism  that  take  place  in 
fever.  Variations  in  temperature  have  been 
deimonstratedi  to  affect  the  velocities  at  which 
many  bodily  functionsi  are  performed.  We 
therefore  have  to  consider  the  intensity  of  the 
combustion  which  is  produced  by  the  genera- 
tion of  heat,  whether  this  be  biochemical  or 
physical  and  at  the  same  time  the  preven- 
tion 01  radiation  or  the  loss  of  heat.  Many 
years  ago,  Leyden  and  Liebermeister  showed 
that  there  was  an  increased  combustion  in 
fever  by  the  production  ot  carbonic  acid, 
while  recent  American  studies  have  shown 
that  in  infection  accompanied  by  fever,  the 
height  of  the  metabolism  is  the  function  of 
body  temperature.  Fever  influences  chemi- 
cal raa;ction.  DuBois  called  attention  to  the 
fact  that  heat  is  increased  due  to  an  actual 
rise  of  the  temperature  of  the  tissues  and  the 
consequent  greater  velocity  of  their  chemical 
changes.  This  is  espscially  true  of  the  fever 
produced  liy  high  frequency  currents  as  the 
rise  takes  place  within  the  tissues  themselves. 
When  the  regulatory  apparatus  against 
over-heating,  (fever)  fails  or  is  interfered 
witli,  the  body  temperature  rises  as  a result 
cf  an  increased  metabolisim.  This  rise  is  fur- 
ther favored  by  the  concentration  of  the 
blood  which  takes  jilace  through  the  los.s  of 
fluid  from  the  body,  especially  the  skin. 
Recently  Knudson  and  Schaible  have  found 
that  in  pyretothermy  there  was  a decrease 
in  the  volume  and  bodily  weight  return  to 
normal  in  24  hours.  Protein  metabolism  is 
influenced'  by  a number  of  factors  such  as 
undernourishment,  the  rapid  absorption  of 
glycogen,  increase  in  temperature  and  in- 
juries of  the  chemical  regulation  of  heat. 
Temperature  rises  und'er  the  toxic  influences 
of  the  proteins  of  the  body  cells  and  the  re- 
sorption of  inflamimatory  material  associated 
with  infections  and  suppuration.  It  has  been 
found  that  ait  lower  temperatures,  there  is  a 
tendency  toward  a condtiinn  of  alkalosis  ’'ut 
where  the  temperature  is  high,  the  reverse 
teiuhmcy  is  preseni  and  acidosis  makes  its 
appearance  believed  largely  to  he  due  to  the 
production  of  lactic  acid.  I have  noted  in 
some  cases  that  with  the  rise  of  temperature 


to  a max'mal  point,  that  nausea  and  a 
tendency  to  vomiting  occurred  are  not  nn- 
ooiinlmon  symptoms  in  ajcrdlosis  and  that  this 
could  be  relieved  by  the  administration  dur- 
ing the  treatment  of  alkalies.  The  presence  of 
the  lactic  acid  is  probably  due  to  the  greatly 
increased  metabolism  and  the  lack  of  aera- 
ion  of  the  blood.  We  have  observed  that 
the  nausea  that  has  been  mentioned  above 
has  at  times  been  accompanied  by  air  hunger. 
The  protein  metabolism  produced  by  fever 
according  to  Grafe  shows  qualitative  changes 
accompanied  by  the  entrance  of  albumoses 
and  diazobpdies  into  the  blood,  which,  ac- 
cording to  this  author,  have  a different  com- 
position in  the  different  types  of  infectious 
disease.  The  amount  of  these  substances  is 
small  and  do  not  generally  come  into  con- 
.sideration  as  opposed  to  the  other  protein 
products.  There  can  in  fever  be  a decom- 
position of  fats  whereby  simall  quantities  of 
acetone  are  formed.  He  believes  that  this  is 
not  directly  the  result  of  the  fever  in  adults, 
for  he  has  observed  that  on  a suitable  diet 
this'  (‘ondiition  is  never  seen.  We  have  noted 
an  increase  of  thyro-toxicosis  in  those  who 
have  an  increased  basal  metabolic  rate,  and 
for  this  reason  and  two  disagreeable  experi- 
ences, we  feel  that  a primary  knowledge  of 
the  basal  metabolic  rate  is  absolutely  neces- 
sary in  every  case.  Each  case  must  be  care- 
fully studied  and  never  treated  until  its 
metabolic  rate  is  determined. 

Effect  of  Pyretotherapy  Upon  the 
Muscular  System 

As-  a rule  with  the  increased  generation  of 
heat  within  the  body,  there  is  at  first  a sense 
of  comfort  and  relaxation  over  the  entire 
muscular  system  of  the  body.  The  muscles 
tend  to  relax.  After  a time  the  patient  may 
have  a feeling  of  restlessness  and  this  can 
sometimes  be  relieved  by  a cautious  shift  of 
uosition.  In  some  patients,  muscular  rest- 
lessness is  evinced  when  the  temperature 
reaches  a high  mark.  In  such  eases,  likewise, 
the  administration  of  a sedative  will  be 
found  most  advantageous.  It  can  be  readily 
understood  that  it  is  one  of  the  essential  fac- 
tors in  the  treatment  that  muscularly  the 
patient  must  be  as  nearly  as  possible  at  ab- 
solute rest.  Where  this  is  obtained  higher 
temperatures  can  be  administered  without 
ihe  risk  of  a burn  that  might  be  brought  about 
bv  restles,sness  and  muscular  activity.  This 
should  he  especially  borne  in  mind  with  re- 
gard to  the  hips  and  lower  limbs  any  move- 
ne'pt  of  Avhich  may  displace  the  lower  part 
nf  the  abdominal  electrode  and  produce  a 
burn.  Muscular  relaxation  and  comfort  can 
he  aided  hv  tlu'  u.se  of  a prop  somewhat  re- 
cemhlint!-  -.\  carpenters  “horse”  which  ele- 
'•at(‘s  'fpid  supiiorts  the  hlankehs  above  the 
feet.  This  little  attention  to  technic  will  often 
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times  make  the  difference  between  a restless 
and  a quiet  patient.  The  restlessness  that  is 
sometimes  present  is  not  due  to  the  action 
of  the  fever  upon  the  muscles  but  to  its 
influence  upon  the  blood.  The  mus- 
cular tissue  both  skeletal  and  of  the  organs 
is  dehydrated,  to  such  an  extent  that 
several  pounds,  of  weight  may  be  lost  at  a 
treatn:/ent.  With  the  cessation  of  perspira- 
tion the  free  ingestion  of  water,  especially 
alkaline  waters,  restoration  of  water  to  the 
tissue  takes  place  and  in  18  to  24  hours  the 
loss  is  compensated. 

The  Effect  of  Pyretotherapy  Upon  the 
Skin 

One  of  the  first  effects  of  Pyretotherapy 
upon  this  skin  is  to  flood  this  very  vascular 
organ  Avitli  blood.  This  gradually  increases, 
arcnmpaTiipd  bv  the  sensation  of  warmth  and 
marked  dilatation  of  the  capillaries.  The  skin 
becomes  warm  to  the  touch,  pinkish  in  color, 
and  after  several  treatments  becomes  softer 
and  smoother.  Patients  Avhose  skins  are  dry 
and  who  perspire  with  difficulty,  soon  notice 
the  difference  in  their  skins  and  frequently 
comment  on  the  change.  As  the  temperature 
rises,  the  skin  begins  to  perspire,  an  at- 
tempt of  the  body  to  radiate  heat.  As  we 
have  heretofore  remarked,  it  is  essential  to 
have  .sufficient  power  to  steadily  raise  the 
temperature,  while  at  the  same  time  prevent- 
in?  heat  radiation.  Unless  this  is  attained, 
the  heat  regulating  activity  of  the  body  will 
attempt,  through  the  perspiration,  and  by 
evaporation,  to  bring  about  a rapid  elimina- 
tion of  heat.  Tt  thus  becomes  apparent  that 
the  Twrspiration  is  an  essential  factor  to  he 
eonsidered  in  the  success  of  this  method. 
Perspiration  may  take  place  even  before  there 
is  an  elevation  of  either  the  oral  or  rectal 
temperature.  During  the  treatment,  there  is 
an  excessive  amount  of  perspiration.  We  have 
tound  patients  to  lose  as  much  as  four  pounds 
in  weight  and  Bierman  has  noted  a loss  of 
five  pounds  as  the  result  of  a single  treat- 
ment. which  loss  of  weight  is  mainlv  to  be 
accounted  for  bv  tbe  water  loss.  As  the  fluid 
lost  in  perspiration  comes  from  the  blood, 
and  the  more  succulent  tissues,  such  as  the 
muscles,  subcutaneous  tissue  and  tbe  gastro- 
intestinal tract,  we  expect  a general  dehydlPa- 
tion  of  these  tissues  and  a some  what  marked 
concentration  of  the  blood.  TTurdack  has 
noted  recenthi  that  the  nerraeabilitv  of  the 
K^mphatic  capillaries  is  increased  when  the 
tomnerature  of  the  part  is  raised.  T have 
nioted  ai  numher  of  vascomotor  choperes  as  a 
result  of  pyretoth'irapy.  As  all  are  aware  the 
vasicular  system  is  under  the  control  of  the 
vaso-motor  nerves  so  that  when  warnd  or  in- 
creased heat  is  applied  to  anv  pari  of  the 
skin  surface,  the  vasomotor  response  is  that 
of  dilatation  with  increased  pinkness  or  red- 


ness of  the  skin.  The  opposite  of  vasocon- 
striction follows  the  application  of  cold. 
With  the  increased  pulsation  of  the  heart, 
there  is  an  increased  arterial  and  capil- 
lary pulsation.  Bierman  states  that  Amitin 
lias  aemonstrated  an  increased  volume  in  the 
parts  warmed  and  that  in  addition  to  the 
direct  action  of  the  heart,  a nerve  and  chem- 
ical mechanism  is  involved.  After  nerve  sec- 
tion in  man,  there  was  noted  a marked  red- 
ness and  increased  surface  temperature  in  the 
affected  area  during  the  first  few  days, 
though  Lewis  and  his  co-ivorkers  have  ad- 
vanced the  hypothesis  that  the  reddening  of 
the  skin  may  be  initiated  by  some  substances 
of  the  histamine  type,  since  if  the  circulation 
be  k'liuporarily  arrested  and  later  released, 
a delayed  heat  hyperemia  may  be  seen  in  a 
limb  that  has  in  the  mean  time  been  cooled, 
and  Goldschmidt  and  Light  have  shown  that 
the  venosity  of  blood  returning  from  a limb 
depends  upon  the  balance  between  the  metab- 
iclismj  and  the  rate  of  the  blood  flow,  both 
of  which  are  increased  by  a rise  in  tempera- 
ture. At  high  temperature  the  circulation 
rate  had  increased  so  greatly  that  the  venous 
blood  contained  large  amounts  of  oxygen, 
even  though  the  metabolism  was  undoubtedly 
much  increased.  Landis  has  shown  in  man 
that  the  capillary  pressure  is  definitely 
raised  to  a considerable  degree.  Thus  while 
in  the  skin  of  the  finger  he  obtained  under 
noimial  room  conditions  a pressure  of  about 
32  mm.  Hg.  in  the  arterioles  of  the  limb  and 
capillary  loops  and  about  12  mm.  in  the 
venous  limb,  he  found  these  values  raised 
to  60  mm.  and  45  mm.  respectively  when  the 
skin  temperature  was  raised  to  about  42° C. 
(107.6°F.).  Since  the  osmotic  pressure  of 
the  plasma  proteins  in  man  is  about  26  mm. 
this  implied  a filtration  pressure  of  edema 
formaition,  equal  to  the  difference  of  some 
25  to  30  mm.  of  Hg.  Presumably  this  fluid 
Avould  drain  away  through  lymphatics  under 
normal  conditions. 

Clinically.  I have  observed  a flushed  face 
for  several  hours  after  the  temperature  was 
normal  and  in  one  case  this  was  hemifacial 
and  especially  marked  in  the  right  ear  In 
my  opinion  there  is  a tendency  to  greater 
vasoiratotor  activity  and'  better  regulation  as 
has  been  noted  by  the  increased  warmth  and 
better  circulation  in  tbe  hands  and  feet  of 
patients  who  have  complained  of  cold  extre- 
mities for  many  months.  In  sevoraj;  instances 
localized  warmth  has  been  maintained  for  a 
number  of  hours;  in  one  case  felt  markedly 
in  the  abdomen,  in  another  in  tbe  Inmbo- 
sacral  regions  and  in  a third  in  tbe  joints 
of  the  lower  extremities. 

One  patient  especially  mentioned  an  in- 
crea.sed  snsccptibiliW  to  beat  and  perspira- 
tion, so  much  so  that  while  formerly  she  used 
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to  ‘ hug”  the  radiator,  she  found  a normal 
temperature  in  the  room  more  than  sufficient 
tor  comfort. 

The  Effect  of  Pyeetotherapy  Upon  the 
Blood 

(Jhuuges  in  the  blood  do  not  take  plaicie 
at  once  hut  only  alter  the  temperature  has 
Lteeii  raised  for  at  least  three  quarters  of  an 
uour.  Owing  to  the  profuse  perspiration 
tuere  is  a considerable  loss  of  the  watery 
constituents  followed  by  a marked  concentra- 
tion. The  use  of  large  quantities  of  fluid 
during  the  treatment  usually  does  not  affect 
the  concentration  to  a great  extent  but  as  a 
rule  increases  the  output  of  the  perspiration. 
My  experience  has  been  that  patients  do  not 
demand  much  fluid  during  the  period  of  the 
treatment  but  afterwards  consume  quite 
a quantity,  evidently  in  this  way  making 
up  for  the  loss  of  water  from  the  blood. 
Many  years  ago,  Liebermeister  wrote  of  the 
febrile  reaction  of  the  body  against  infection, 
which  in  its  genesis  and  course  must  be  re- 
garded as  a protective  mechani&mi  claiming 
that  there  is  an  increase  of  chemical  reaction 
which  is  aic'celerated  with  every  increase  in 
temperature.  Holly  and  Metzger  have  shown 
that  in  temiperaturei  up  to  41°  C.  phagocy- 
tosis is  increased  in  activity  and  that  agglu- 
tins,  antibodis  and  bacteriocidal  substances 
are  more  rapidly  produced.  We  have  noted 
an  increase  in  the  red  blood  cells,  probably 
resulting  from  a concentration  of  the  blood. 
Freund  says  that  there  is  an  increase  in  the 
blood  sugar  content  in  fever,  but  this  is  of 
such  a degree  as  may  well  be  accounted  for 
by  bloo’d  concentration,  and  upon  a similar 
basis  irtcrease  of  non-protein  nitrogen  and 
blood  chlorides  has  been  observed.  With  the 
lower  temperatures,  we  find  that  there  is  a 
tendency  to  alkalosis  but  with  high  tem- 
peratures, there  is  an  acidosis  caused  by  an 
increase  in  the  production  of  lactic  and  car- 
bonic acids.  Furthermore  they  found  that 
the  non  protein  nitrogen  of  the  blood  is  gen- 
erally increased,  sometimes  over  200  per  cent 
while  urea  nitrogen,  creatinin  and  amino-acid 
nitrogen  are  also  increased  as  a result  of  the 
increased  metabolism  resulting  from  the  rise 
in  temperature  and  the  oligura. 

In  the  use  of  hyperpyrexia  by  electrical 
means,  it  must  be  remembered  that  we  have 
one  notable  advantage  in  our  studies  and  ex- 
periments in  that  no  foreign  substance  is 
introduced  into  the  blood  and  hence  biologic 
reactions  do  not  occur  asl  is  the  case  with 
foreign  proteins,  etc.  In  fact,  complement 
is  not  affected. 


The.  Effect  of  Pybetotherapy  Upon  the 
Gastro-Intestinal  Tract 

The  effect  of  this  treatment  is  shown  clin- 
ically in  quite  a number  of  ways.  The  saliva 
has  a tendency  to  thicken  and  the  patient 
will  frequently  complain  of  the  mouth  be- 
coming dry  and  that  the  tongue  feels  parched. 
Observation  will  show  that  there  is  a lessened 
normal  moisture  and  that  the  tongue  appears 
redder  than  before  the  treatment,  in  the 
few  examinations  we  have  made  by  the  frac- 
tional method  of  gastric  analysis,  we  have 
noted  a diminution  in  the  gastric  secretion 
as  a whole  with  lessened  or  absent  free  hydro- 
chloric acid.  There  is  also  a lessened  secre- 
tion from  the  gall  bladder  and  where  biliary 
drainage  is  used  by  the  Lyon-Meltzer  method 
the  bile  is  as  a rule  slower  to  start,  is  quicker 
and  darker  than  normal.  We  can  readily 
recognize  a lessened  activity  in  the  intestino- 
colonic  tract  by  the  tendency  to  constipation 
that  frequently  occurs  in  cases  under  treat- 
ment and  which  must  be  carefully  combated. 
Fatieuts  have  called  attention  to  the  fact 
that  their  stools  were  oftentimes  lighter  in 
color  wliicli  would  seem  to  indicate  a lessened 
activity  on  the  part  of  the  gall  bladder,  with 
lessened  secretion  and  exqi'etion  of  the  bile  it- 
self. We  have  further  noted  that  patients  do 
not,  as  a rule,  have  any  desire  for  stool  while 
the}’  are  taking  the  treatment.  This  we  believe 
to  be  largely  due  to  the  sedative  effect  of 
the  current  and  the  heat  upon  the  muscular 
fibres  iof  the  gut.  There  is  also  possibly  here 
a more'  or  less  diminished  neural  activity. 
We  have  not  noticed  any  indication  by  in- 
spection or  through  odor,  of  putrescence  in 
the  bowel  movements. 

The  Effect  of  Pyretotherapy  Upon  the 
Genito-Urinary’  Tracts 
This  treatment  has  a decided  effect  upon 
the  urinary  tract.  Care  should  be  taken  to 
empty  the  urinary  viscus  just  before  treat- 
ment. The  first  noticeable  thing  is  that  the 
urine  becomes  scanty  and  high  colored.  Some 
times  it  is  of  a very  “strong”  odor.  There 
is  nothing  specifically  noticeable  about  this 
odor.  The  lessened  quantity  of  urine  re- 
sults in  a much  higher  specific  gravity,  and 
increase  in  urea  and  sometimes  indican,  uro- 
biligin,  etc.  I have  noted  that  the  urine  is 
lessened  in  amount  of  from  three  to  five 
hours  after  treatment.  Even  the  ingestion 
of  large  amounts  of  fluid  during  the  treat- 
ment does  not  seem  to  induce  renal  activity 
but  as  mentioned  before,  increases  the  per- 
spiration. The  oliguria,  especially  in  sum- 
mer, is  oftentimes  accompanied  by  the  pres- 
ence of  a large  number  lof  crystals  of  dxalate 
of  calcium  and  uric  acid,  doubtless  the  result 
of  the  concentration.  The  probabilities  are 
that  the  oliguria  maintained  for  a number  of 
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hours  after  cessation  of  the  ti’eatment,  is 
due  to  the  fact  that  there  is  a re-absorption 
01  water  by  tne  solter  structures,  that  is  to 
say,  tne  muscles,  subcutaneous  tissue,  gastro- 
incestinai  tract  take  up  the  ingested  water 
before  the  blood  becomes  sufficiently  redi- 
iuted.  in  other  words,  there  must  be  a tissue 
satislaction  before  an  active  urinary  flow  is 
to  be  expected,  i have  noticed  that  a urine 
iliat  contained  aV*  trace  of  albumin,  a few 
liyalin  and  small  granular  casts,  with  low 
specilic  gravity,  ^sclerotic  kidney)  has 
Cleared  up  after  a number  of  treatments,  i 
believe  tliere  is  a distinct  advantage  in  the 
use  of  an  alkaline  water  after  the  treajtment. 

The  Effect  of  Eyketotheuai^y  Upon  the 
Central  Nervous  ISystpm 
A number  ol  patients  are  somewhat  nerv- 
ous in  taRing  tneir  first  treatment,  it  is 
therefore  necessary  for  the  physician  and 
the  nurse  in  charge  to  reassure  and  comfort 
the  patient  so  that  he  enters  in  a frame  of 
mind  conducive  to  quiet  and  restfuiness. 
A tactful  nurse  who  explains  and  instructs 
her  patients  is  a necessary  factor.  At  the 
start  of  the  first  treatment  the  physician 
should  be  present.  There  are  some  patients 
tliat  no  matter  what  may  be  said  or  done 
require  mild  or  moderately  strong  sedation, 
i'he  first  effect  of  the  treatment  is  agreeable. 
There  is  a warmth  and  relaxation,  both  phy- 
sical and  nervous.  Some  patients  become 
drowsy  and  doze  fitfully  between  the  periods 
of  taking  the  temperature.  At  the  end  of 
aiiproximately  45  to  60  minutes,  when  the 
temperature  should  have  risen  to  between 
102-103°  E.  the  patient  is  apt  to  experience 
a certain  amiount  of  restlessness,  in  my  opin- 
ion the  result  of  the  elevation  of  the  tem- 
perature per  se.  A dull  heavy  frontal  head- 
ache may  occur.  Care  should  he  taken  to 
eliminate  any  extraneous  source  of  irritation, 
such  as  thei  pressure  of  the  blankets  upon  the 
feet,  an  uncomfortable  strain  upon  the  knee 
joints,  the  disagreeable  tickling  of  the  blanket 
around  the  throat,  and  external  irritants, 
such  as  the  shining  of  light,  directl-  upon 
the  patient’s  face  and  eyes.  The  patient  may 
complain  of  sensations  of  internal  heat  in 
the  abdomen  and  chest,  but  a little  reassur- 
ance will  as  a rule  overcome  this  but  where 
there  is  actual  physical  restlessness  the  nurse 
must  be  extremely  watchful  for  fear  that  the 
jiart.ient  will  displace  an  electro>dle  and  cause 
a burn.  It  has  been  my  experience  that  the 
irritability  may  alaoi  extend  to  the  psychic 
sphere  and  patients  become  what  our  Gallic 
friend  calls  “difficult.”  It  will  be  seen  that 
there  is  a wide  scope  for  study  along  this 
line.  I have  not  noticed  any  immediate  effect 
upon  the  pupils  or  reflexes,  that  is  to  say  any 
changes  that  could  be  laid  to  single  or  mul- 
tiple treatments  by  this  measure. 


Personal  Observations 

In  a carelul  study  of  quite  a number  of 
treatments,  i have  noted  tnat  a rapid  rise 
in  temperature  without  a rapid  rise  in  pulse 
rate  is  a lavorable  sign.  Wliat  do'  i consider 
to  be  the  ideal  rapid  rise  of  temperature  in 
a case.  1 should  say,  one  degree  E.  every 
TO  minutes  after  the  lirst  quarter  of  an  hour. 
Liniii  lUci-l(J4°  E.  is  reached,  it  will  be  ob- 
served that  patients  that  start  with  subnor- 
mal temperaiures  very  shortly  have  a matu- 
unal  temperature  of  normal,  and  no  longer 
suffer  from  chillness  in  the  early  imorning. 
.dost  patients  during  the  tirst  two  or  thi’ee 
ireatment  are  somewhat  resistive  to  the 
lapiu  or  proper  rise  of  temperature.  This 
taKes  place  at  the  commencement  of  treat- 
ment out  very  soon  they  are  able  to  stand 
liiglier  milliamperage  and  more  quickly  re- 
spond to  the  thermic  effect.  1 call  this  “ac- 
climatization.” Patients  becoonei  after  a 
time  as  it  were  acclimated  to  the  treatment 
and  then  respond  readily  and  with  quick 
rises  of  temperature  even  toi  104°  E.  within 
one  hour.  Sometimes  it  will  be  found  that 
after  a patient  has  become  acclimated,  is 
leacting  nicely  and  progressing  well,  that 
lor  some  reason  not  altogether  clear,  he  does 
not  lieat  up  readily  and  his  temperature 
leruses  to  rise  as  it  should  and  usually  does. 
1 can  offer  no  explanation  for  thisi  clinical 
observation.  ft  is  an  interesting  fact,  that 
ifie  final  temperature  will  be  found'  occasion- 
ally to  fall  lower  than  the  initial  temperature 
and  be  subnormal.  I have  observed  that  pa- 
tients hecoime  more  easily  acclimated  in  sum- 
mer than  in  winter. 

Even  if  the  pulse  rises  to  100  or  120 
there  is  no  danger  so  long  as  the  respiration 
remains  not  over  26  per  minute.  The  reverse 
IS  true,  that  if  respiration  increases  and 
pulse  rate  does  not  rise,  there  is  no  danger, 
but  a.  simultaneous  rise  of  pulse,  temperature 
and  respiration  demands  the  physician  and 
an  immediate  decision  as  to  the  course  to 
pursue.  It  has  always  seemed  a good  sign 
when  the  respiration  drops  to  normal  within 
a few  minutes  after  the  power  from  the  ma- 
chine has  been  turned!  off.  If  the  respira- 
tion immediately  falls  when  the  heating  prio- 
cess  is  cheeked  by  shutting  off  the  current, 
we  may  expect  an  excellent  reaction  (cessa- 
tion of  pain,  feeling  of  well  being,  lessened 
nervousness,  etc.)  to  follow. 

When  the  patient  suffers  from  difficulty 
in  breathing  and  experiences  air  hunger,  and 
the  respiration  drops,  stop  treatment  imme- 
diately, apply  cold  over  the  heart,  and  to 
the  forehead,  and  give  aromatic  spirits  of 
ammonia  and  allow  the  patient  to  rest  for 
some  time. 

There  are  times  when  all  factors  are  main- 
tained steadily  (machine,  coverings,  sur- 
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roundingis)  the  temperature  may  suddenly 
rise,  which  1 believe  to  be  due  to  an  unusual 
retention  of  heat  in  the  patient’s  body.  Peo- 
liie  who  never  sweat,  soon  have  active  skins, 
r aintuess,  especially  in  hot  weather,  is  best 
relieved  by  one  dram  of  aromatic  spirits  of 
ammonia  in  seven  drams  of  cold  water,  and 
a veiy  small  fan  (,4  inchj  to  cool  the  face 
for  la  moment  or  two.  One  should  always 
note  the  clinical  condition  and  well  being  of 
the  patient  in  connection  with  the  physical 
maiiifestatioiis  of  temperature,  pulse,  respira- 
tion, and  blood  pressure.  Constipation  must 
be  avoided.  One  patient  collapsed  temporar- 
ily, was  relieved  at  once  by  a hot  enema  and 
was  able  to  resume  the  treatment.  If  patients 
are  toxic,  post-treiatment  reactions  appear. 
Arthritics  have  pains  and  stiffness  greatly 
increased  at  first.  I have  never  noted  any 
increase  in  Tabetic  pains.  One  should  be 
very  careful  and  watchful  in  the  use  of  this 
measure  in  hyperthyroid  cases  with  marked 
tremor,  rapid  pulse  and  extreme  nervousness. 
Patients  often  make  the  greatest  gains  be- 
tween courses  of  treatment. 

Diseases  Benepitted  by  Pybetotherapy 
The  following  cases,  with  the  exception  of 
chorea,  psoriasis  and  optic  atrophy  have  in 
my  hands  received  benefit  from  the  treat- 
ment. I have  treated  no  cases  of  the  three 
above  mentioned  diseases. 

Multiple  Sclerosis 
Locomotor  Ataxia  or  Tabes 
Pseudo-Tabes  (Luetic  Meningitis) 
Kadieulitis  and  Poly-Radiculitis 
Parkinson’s  Disease.  (Shaking  Palsy) 
Post-Encephalitic  Parkinsonian  Syndrome 
Arthritis,  both  infective  and  gonorrheal 
Arterial  Sclerosis  and  High  Blood  Pres- 
sure 

Severe  Liver  and  Hall  Bladder  Infections 
Adiposis  Dolorosa  (Dercum’s  Disease) 
Asthma  (Intractible) 

Chorea 

Raynaud'S  Disease 
Thrombo-Angiitis  Obliterans 
Paresis 

CerebroiSpinal  Syphilis 

Psoriasis 

Optic  Atrophy 

In  the  treatment  of  a number  of  the  dis- 
eases, I have  enumerated,  above,  a maximal 
temperature  that  can  be  developed  or  with- 
stood is  not  necessarily  the  optimal  one. 
Each  case  must  be  studied',  each  treatment 
checked  and  the  temperature  standardized, 
so  to  speak,  to  each  patient.  In  arthritis  of 
all  kinds,  long  treatments  are  essential ; this 
1 have  learned.  Severe  conditions  of  cardiac 
and  vascular  weakness  do  not  of  necessity 
preclude  its  use.  Sometimes  even  two^  or 
three  degrees  rise  v.ithi  special  localized 
treatments,  'will  give  relief  and  as  the  pa- 


tient improves  and  becomes  acclimated,  we 
can  cautiously  increase  the  temperature. 
Organically  aasea'sied  and  handicapped  pa- 
tients can  not  e.xpeet  to  respond  to  this 
treatment  as  would  the  less  seriously  afflicted. 
Again  remember  that  fever  is  a defense  re- 
aiction  and  of  great  value,  where  it  is  under 
complete  control,  in  my  humble  judgment,  its 
tieki  will  widen  and  widen.  We  can  in  elec- 
trical iiyretotherapy  change  the  temperature 
at  will.  In  some  diseases  (gonorrhea  and 
.syplulis)  we  need  temperatures  lethal  to  the 
bacteria.  In  others  milder  and  lower  tem- 
perature aiming  more  at  slight  febrile  con- 
ditions will  prove  effective.  The  combina- 
tion of  a moderate  febrile  rise  with  a high 
local  temperature  may  eliminate  diseased 
states  that  have  resisted  every  other  kind  of 
therapy. 

Science  moves  ever  upward  and  onward. 
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Stimulation  of  Gastric  P.epsin  by  Histamine. 

Polland  presents  evidence  to  show  that,  in  hu- 
man subjects,  histamine  stimulates  secretion  of 
gastric  pepsin.  The  character  of  the  pepsin 
curve  and  the  similarity  of  the  response  after 
the  second  and  third  injections  of  histamine  can 
be  interpreted  satisfactorily  only  by  assuming 
that  histamine  stimulates  the  peptic  cells.  The 
effect  after  the  first  stimulus  is  probably  best 
explained  by  a mechanical  lavaging  of  pepsin 
which  has  accumulated  in  the  furrows  and  tu- 
bules of  the  gastric  mucosa  plus  an  actual  sti- 
mulating effect  by  the  histamine.  Therefore  it 
appears  that,  in  studying  gastric  secretion  in 
human  subjects,  histamine  is  suitable  for  deter- 
mining the  capabilities  of  the  pepsin-secreting 
glands  as  well  as  the  acid-secreting  glands.  Al- 
though the  two  processes  are  independent,  they 
are  influenced  by  the  same  stimulus. 
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TUBAL  TWIN  PREGNANCY* 

S.  r.  Garrison,  M.  D, 

Bellevue. 

Because  ectopic  preguaucy  is  always  inter- 
esting and  tubal  twin  pregnancy  comparative- 
ly rare,  the  following  case  is  presented: 

Mrs.  E.  K.,  a multipara,  age  35, — last 
baby  10  years  ago,  has  been  regular  with  her 
menstruation  since  that  time.  Last  regular 
menstruation  was  from  May  4th  to  May  9th, 
1932.  On  June  10th  she  had  a slight  bloody 
discharge  which  has  appeared  at  various 
times  since.  On  July  15th  she  complained 
of  severe  abdoimlinal  pains  m(ost  marked  in 
the  upper  right  quadrant. 

In  a few  days  the  patient  was  up  and 
around  until  July  28th,  when  she  had  an- 
other attack  of  acute  pain  and’  upon  vaginal 
examination  a mass  was  felt  on  right  side; 


a diagnosis  of  ectopic  was  made  and  opera- 
tion advised. 

She  entered  Speer’s  Hospital,  at  which 
time  the  blood  count  showed  80%  hemoglobin 
and  3,000,000  reds. 

The  patient  was  operated  on  July  29th. 
Upon  opening  the  abdomen  large  quantities 
of  free  blood  and  blod  clots  were  seen  and 
removed,  blood  coming  from  a tear  in  the 
right  tube.  Right  tube  the  size  of  a large 
orange  was  removed  and  upon  being  opened 
tlie  twin  ])regnancy  was  discovered. 

Patient  made  good  recovery  and  went  home 
at  the  end  of  two  weeks. 


*Read  before  the  Campbell-Kenton  Medical  Society, 


MALNUTRITION,  AN  IMPROVED 
METHOD  OF  TREATMENT* 

Frank  M.  Stites,  M.  D. 

John  Stites,  M.  D, 

Louisville. 

Since  the  early  work  with  Insulin,  follow- 
ing Banting’s  diseoveiy  in  1921  much  has 
been  said  about  the  fattening  effect  of  Insulin 
in  diabetic  patients,  but  untd.  more  recently 
little  has  been  known  of  the  beneficial  ef- 
lects  tO'  be  obtained  from  Insulin  in  non- 
idiabetic  individuals  with  lowered  meta- 
bolism. Volumes  have  been  written  about 
Insulin  and  the  management  of  the  diabetic 
but  in  this  article  there  is  no  study  made  of 
the  individual  with  pancreatic  deficiency 
as  manifested  by  increased  blood  sugar  or 
inability  to  haoi'dle  a high  carbohydrate 
diet. 

Joslin  in  his  book  mentioned  overweight 
as  a result  of  Insulin  and!  suggested  a pos- 
sible danger  of  Insulin  to  which  Allen  hiad 
previously  called  attention.  He  further 
states  that  “One  very  noticeable  early  effect 
of  Insulin  treatment  is  a filling  out  of  the 
lace  which  may  become  noticeable  in  a day 
or  two  after  the  first  doses  of  Insulin.  This 
fullness  persists  and  the  skin  becomes  notice- 
ably clear.”  The  patients  tend  to  readily  be- 
came obese  and  Joslin  was  of  the  opinion 
that  the  gain  of  weight  resembled  the  so-- 
called dystrophic  adiposo-genitalis. 

Our  study  of  30  patients  who  were  mark- 
edly below  normal  with  no  demon.strable 
organic  lesion  and  who  had  showed  little  or 
no  improvement  under  other  forms  of  treat- 
ment constitute  a group  handled  by  us  .'■ince 
April,  1931.  This  work  was  first  called  to 
our  attention  by  Dr.  Llewellyn  Barker,  who 
saw  a patient  of  mine  in  April,  1931  and  at 
his  suggestion  we  evolved  the  rootine  which 
is  given.  Since  that  date  it  has  been  iound 
a most  satisfactory  method'  of  handling 
a ])revicnsly  unsatisfactory  group  of  pat'ents. 

Several  articles  have  appeared  in  recent 
literature,  notably  by  Roy  D.  Metz,  of  De- 
troit in  Journal  of  A.  M.  A.  May  2nd,  1931 
and  in  the  American  Journal  of  Medical 
Sciences  of  May,  1932  by  Dr.  Louis  Nahun 
and  Dr.  H.  E.  Himwich.  Both  of  these  deal 
entirely  Avith  the  use  of  Insulin  as  a method 
of  treating  malnutrition  but  we  are  giving 
a somewhat  more  elaborate  and  mor“  rapid 
metliod  of  aociomplishing  the  same  results. 

Various  methods  of  feeding  and  of  Insulin 
administration  are  suggested  but  we  find  the 
simplest  method  is  to  follow  the  usual  three 
meal  plan  and  administer  the  Insulin  in 
one  dose,  prior  to  the  principal  meal.  Some 
adA'oeate  frequent  small  doses  of  three  units 

*Read  before  the  LaRue  County  Medical  Meeting,  Hod- 
gensvilie,  August  25,  1932. 
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prior  to  each  feeding,  increasing  food  and 
insulin  as  improvement  occurs.  This  of 
course  has  many  objections  for  the  average 
case  but  possibly  in  a few  selected  oase-  has 
its  advantages.  Others  continue  the  three 
meal  feedings  and  begin  with  small  doses  of 
Insulin  prior  to  each  feeding,  increasing  as 
under  the  previous  plan.  Personally  the 
single  dose  of  Insulin  seems  the  most  prac- 
tical in  the  majority  of  cases  and  it  is  much 
easier  to  secure  proper  co-operation  under 
such  a plan. 

Our  usual  procedure  in  the  cases  that  are 
to  be  reported  is  as  follows:  (1)  put  the  pa- 
tient to  bed  with  absolute  rest.  The  bed  is 
to  be  elevated  about  4 inches  at  the  foot 
toi  overcome  any  existing  ptosis.  (2)  Order 
a full  and  well  balanced  diet  consisting  of 
three  meals  daily,  supplemented  by  a glass 
of  milk  and  cream  with  one  raw  egg  after 
each  meal.  The  diet  should  contain  an 
abundanoe  of  fresh  green  vegetables  and  a 
high  carbohydrate  content.  (3)  Insulin  be- 
fore the  principal  meal  of  a 10  unit  dose. 
(4)  The  following  or  a similar  bitter  tonic 
before  each  meal  seems  to  stimulate  an  ap- 
petite. 

Rx  Tr.  Nux  Vom. 

Tr.  Gentian  Comp.  aa.  oz.  I 

M.  Sig : Fifteen  drops  in  water  before 

meals. 

(5) After  each  meal  a teaspoonful  of  Ir- 
ridol  with  Mialt  is  taken  and  frequently  if 
there  is  an  anaemia  some  easilv  assimilable 
form  of  Iron  is  given. 

The  following  eases  are  interesting  and 
outline  the  course  more  clearly  than  any 
other  method. 

Case  1.  Mrs.  J.  R.  W. — A widow,  age  52, 
had  been  in  poor  health  for  many  years  and 
shown  no  improvement  under  any  treatment. 
Her  maximum  weight  5 years  previously 
was  125  pounds  and  in  April,  1931  weight 
was  119  pounds  and  height  70  inches.  She  was 
put  to  bed  for  two  weeks  and  followed  the 
above  routine  under  a nurse ’s  guidance.  There 
was  a proimpt  and  rapid  response  and  a gain 
of  14  pounds  in  as  many  days.  The  InsuUn 
and  bed  rest  were  discontinued'  but  the  other 
treatment  continued  for  one  month  longer. 
Since  then  there  has  been  no  treatment  and 
today  the  patient  is  entirelv  well  and  free  of 
all  symptoms,  weighing  165  pounds. 

Case  2.  Mrs.  R.  W. — age  47,  had  been  un- 
der medical  treatment  most  of  life,  has  had 
frequent  periods  of  prolonged  rest,  tonics 
and!  had  never  shown  any  appreciable  im- 
provement. At  one  time  she  was  supposed  to 
have  had  some  pulmonary  tuberculosis  but 
when  seen  bv  us  this  was  an  apparently 
cured  condition.  Patient  was  64  inches  tall 
and  weight  was  98  i)ounds.  She  was  put  to 
bed  on  our  usual  routine  with  10  units  of 


Insulin  daily  and  after  10  days  had  shown 
an  increase  of  10  pounds.  One  year  later 
she  is  weighing  132  pounds  and  is  able  to 
attend  to  iier  Household  duties  and  has  no 
symptoms  as  formerly.  This  case  was  rather 
classical  in  that  she  was  unable  to  accom- 
modate a normal  diet  until  after  several 
days  of  treatment  but  before  one  week  had 
passed  there  was  a normal  appetite,  the 
stomach  Rapacity  was  increased  and  'even 
hunger  appeared  before  she  was  allowed  out 
of  bed. 

Another  patient,  E.  A. — a school  teacher, 
age  28  who  was  never  robust  returned  to 
her  home  this  summer  and  following  the 
routine  that  we  suggested  under  the  care  of 
her  home  physician,  has  increased  her  weight 
from  98  pounds  to  112  pounds  in  two  weeks 
time.  This  period  was  followed  by  a strenu- 
ous trip  to  Colorado  Springs  and  when  seen 
two  weeks  ago  she  had  retained  the  weight 
and  was  feeling  normal. 

Case  4.  Miss  D.  S. — age  20,  height  62  Va 
inches  had  never  weighed  over  95  pounds. 
When  first  seen  she  weighed  91  pounds  and 
was  advised  to  take  10  days  rest  with  treat- 
ment. At  the  end  of  that  period  her  weight 
increased  to  98  pounds  and  she  it  continuing 
to  gain,  at  present  weighing  100  pounds  after 
■six  weeks  observation. 

Case  5.  Mr.  C.  E.  M. — ^age  55,  height 
68  3-4  inches  had  never  weighed  more  than 
118  pounds.  He  w'as  able  to  secure  life  in- 
surance but  was  usually  rated  because  of  his 
weight.  After  his  wife  had  shown  a marked 
improvement  he  voluntarily  followed  the 
same  routine  without  the  rest  in  bed.  At 
tlie  beginning  of  treatment  he  weighed'  116 
nounds.  One  month  later  he  had  gained  to 
134  pounds  and  at  present  is  holding  his 
weight  with  no  medication. 

We  could  quote  many  other  cases  whose 
ages  range  from  20  to  60  years  and  all  but 
two  have  shown  permanent  improvement. 
These  two  oases  have  not  held  their  weight 
hut  both  have  shown  other  pathology  that 
has  been  a definite  factor  in  the  loss  of 
weight. 

We  hope  that  this  article  with  its  case 
reports  will  help  others  in  carrying  out  this 
work  among  a group  of  patients  who  become 
the  most  satisfactory  because  they  have  been 
semi-invalids  for  many  years  and!  normal 
health  to  them  is  a preyiously  unknown  con- 
dition. 

Our  foreign  literature  has  been  full  of  this 
since  Palta  in  Germany  did  his  first  work  in 
1925  but  in  this  country  we  have  looked  unon 
Insulin  as  'a^ociated  altogether  with  Idtia- 
betes. 

We  realize  now  that  as  an  aid  in  overeomincr 
malnutrition  Insulin  has  passed  the  experi- 
mental stage  and  this  as  a treatment  is  al- 
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ready  an  approved  method  and  marks  a great 
adoition  to  the  study  of  the  always  puzzling 
endcerine  system.  Its  use  is  advocated  for 
main'  other  conditions  such  as  subfehrile  and 
afebrile  T.  B.,  peptic  ulcer,  colitis,  gastric 
atony,  menorrhagia,  nervousness  and  even  the 
psycliotic  patient. 

These  claims  are  undoubtedly  due  to  an 
overenthusiasm  for  a new  treatment  but 
probably  deserve  some  merit  and  careful  ob- 
seiwation  will  in  time  determine  the  most 
useful  field  for  this  treatment. 

Naturally  much  speculation  has  exi.stcil  as 
to  the  method  of  action  and  the  following 
jn-obably  summarizes  the  most  likely  possibili- 
ties. 

(1)  Insulin  is  thought  to  increase  the  cel- 
lular permeability  for  sugar.  As  a result 
there  is  a quick  oxidation  of  part  of  the 
sugar  and  the  remainder  is  changed  to  gly- 
cogen and  of  course  stored. 

(2)  Insulin  ds  .'known  to  increa.se  the 
basal  metabolism  with  a rise  in  the  respira- 
torA’  quotient. 

(3)  Does  increased  water  retention  cause 
the  gain  in  the  Aveight?  Falta  does  not 
think  so,  for  the  weight  remaii.s  constant  and 
•even  free  diuresis  does  not  cm  use  a loss  He 
thinks  there  is  a tissue  accretion. 

(4)  FolloAving  (observation  of  rabbits 
Avhioh  are  used  to  assay  Insulin  many  ob- 
servers think  the  gain  in  weight  is  simply 
<lue  to  fat  deposition.  Also  HiniAvich  and 
Spier.s  have  shown  that  Insulin  causes  'a 
decrease  in  blood  fat,  apparently  due  to 
.storage  in  the  tissues. 

(5)  There  is  an  increase  in  appetite 
rather  rapidly  and  Avith  this  is  an  increase 
in  stomach  capacitv.  The  physiologA'  is  still 
nh.scnre  but  the  natural  results  of  increased 
anpetite,  larger  stomach  capacity  and  a 
nlea.sure  in  eating  will  undoubtedly  result 
in  a gain  of  weight. 


Carbohydrates  Adsorbed  on  Colloids  as  Anti* 
"ens. — Zozaya  presents  evidence  that  polysac- 
charides can  be  rendered  antigenic  by  hapto- 
genic  adsorption  on  a colloid  carrier.  The  poly- 
saccharides studied  were  those  of  Bacillus  anth- 
’•acis,  the  meningococcus.  Streptococcus  viridans 
(Bargen),  Bacilllus  proteus,  Bacterium  morgani, 
B'’'>irus  dysenteriae,  both  the  Shiga  and  Hiss 
types,  and  the  pneumococci.  With  the  polysac- 
charide of  type  III  pneumococci,  the  author  Avas 
unable  in  six  weeks  to  produce  any  detectable 
protective  antibodies,  but  he  was  able  to  pro- 
duce anticarbohydrate  antibodies.  All  the  bac- 
terial carbohydrates  were  nonantigenic  alone 
when  used  in  the  doses  indicated,  though  con- 
taining some  nitrogen.  Dextran,  which  was  free 
trom  nitrogen,  was  also  rendered  antigenic  by 
he  adsorption  method. 


BLEEDING  FROM  THE  RECTUM* 
Rufus  C.  Alley,  M.  D. 

Lexingtou  Clinic,  Lexington 

A discussion  of  all  conditions  responsible 
lor  the  discharge  oi  oiood  from  the  rectum 
is  not  within  the  scope  of  this  paper,  so  onL- 
me  conditions  most  frequently  encountered, 
and  those  originating  in  the  colon,  rectum 
and  anus  will  be  considered. 

Blood  palssed  through  the  rectal  outlet  may 
be  either  gross  or  occult.  Gross  blood  may 
be  di.stinguished  bj’  the  unaided  eye,  while 
chemical  tests  are  necessary  to  detect  occult 
blood. 

As  a rule  the  presence  of  gross  red  blood, 
either  free  or  mixed  with  or  on  the  feces, 
indicates  recent  bleeding  in  the  distal  por- 
tion of  the  intestinal  tract,  Avhile  the  most 
frequent  source  of  black,  digested  or  oecult 
blood,  is  the  gastroduodenal  region.  It  must 
1)(>  remembered,  however,  that  bleeding  may 
occur  in  the  iiroximal  colon  and  the  blood 
rf'main  in  the  large  bowel  long  enough  to 
become  black  asi  a result  of  digestion ; indeed, 
it  has  been  shoAvn  that  fresh  blood  in  the 
jiclvic  colon  miay  be  carried  back  by  reverse 
peristalsis  into  the  transverse  colon,  or  even 
to  the  cecum,  and  there  undergo  digestive 
changes. 

Bleeding  may  be  the  result  of  either  trauma 
or  disease.  If  'due  to  trauma  the  cause  is 
usually  obvio'US.  The  gi’eat  multiplicity  of 
])athologic  lesions  that  may  result  in  bleed- 
ing precludes  a detailed  discussion  of  them 
here ; hoAvever,  some  of  the  more  important 
ones  Avill  be  mentioned. 

Fecal  impaction,  either  above  an  obstruc- 
tion .or  in  an  otherwise  healthy  bowel,  may 
nroducie  pressure  necrosis  with  bleeding. 
Post  anal  ulcer  or  anal  fissure  may  be  respon- 
sible for  blood  Stains.  Different  forms  of 
local  ulceration,  such  as  traumatic,  strictural. 
stercoral,  and  hemorrhoidal,  are  not  infre- 
quently the  oausq  of  bloody  discharges,  while 
the  ulcerations  sometimes  seen  in  serious 
constitutional  diseases  as  nephritis,  diabetes, 
l)iliary  cirrhosis,  typhoid,  fever,  marasmus 
in  infants,  agranulocytosis,  and  allergic  phen- 
omena, may  be  responsible  for  serious  or  even 
fatal  hemorrhages  from  the  large  boAvel. 

The  coloproctitides,  including  chronic  ul- 
cerative colitis,  as  well  as  amebic  and  bacil- 
lary dysentery,  may  be  the  sources  of  ex- 
hausting hemorrhages.  Tuberculosis  of  the 
rectum  and  colon  sometim'es  produces  blood’'- 
I'asisages.  Gonorrheal,  chancroidal  and  syphi- 
litic lesions  of  the  rectum,  probably  occur 
oftener  than  Ave  suspect  and  are  usualb-  char- 
a,ctcrized  by  the  pa.ssagi*  of  blood.  Strictures 

*Fr(tm  Section  on  Pi'octolog.v.  T.oxington  Clinic.. 

before  Miisoon  Conntv  Medical  Societ.v,  July  13. 
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of  tbe  reetum  are  notorious  for  producing 
ulceration  and  bloody  stools,  llore  or  less 
bieecUug-  usually  accompanies  rectal  prolapse, 
i’be  impaction  of  foreign  bodies  in)  the 
anorectal  canal  often  causes  tbe  discharge 
ol  blood,  although  pain  and  tenesmus  are 
usually  the  predommating  symptoms.  Non 
malignant  tumors  are  often  accompanied  by 
bleeding;  indeed  angiomata  may  give  rise  to 
alarming,  or  even  fatal,  hemorrhages.  The 
condition  of  iso-called  vicarious  menstruation 
was  formerly  considered  by  some  to  be  a 
clinical  entity  but  it  is  doubtful  if  it  exists. 
Bleeaing  from  the  rectum  at  the  time  of 
menstruation  iCian  nearly  always  be  traced  to 
organic  disease  which  has  been  aggravated 
by  the  concurrent  pelvic  congestion. 

In  the  above  mentioned  conditions  it  should 
be  remembered  that,  while  bleeding  may  be 
important  or  even  alarming,  other  symptoms 
may,  and  often  do,  dominate  the  clinical 
picture.  Indeed,  other  symptoms  •may  be  so 
predominant  that  the  patient  does  not  men- 
tion the  passage  of  blood  unless  asked  speci- 
fically about  it. 

Hemorrhoids,  liectal  bleeding  is  prob- 
ably most  frequently  caused  by  internal 
hemorrhoids.  The  bleeding  follows  conges- 
tion and  erosion  of  the  majss  of  dilated.,  sac- 
culated venous  channels  which  compose  the 
main  bulk  of  the  pile.  Trauma  incident  to 
the  passage  of  a hard,  dry  stool  is  often  suf- 
ficient to  initiate  bleeding.  The  amount  of 
blood  lost  at  any  one  time  may  be  of  little 
consequence,  but  not  infrequently  daily 
hemorrhage.?  over  a long  period  result  in 
high  grade  secondary  anemia  or  more  ser- 
ious systemic  conditions.  The  di,agnosis  of 
internal  hemorrhoids  is  usually  eajsy,  pro- 
vided the  patient  is  examined.  The  hemor- 
rhoidal masses  may  protrude  through  the 
anus  or  they  may  be  readily  visualized 
through  the  anoscope.  The  treatment  is  sur- 
gical removal,  or,  in  selected  cases,  the  in- 


jection treatment  is  often  curative.  (Fig. 
1 and  2.) 


2 

Kie.  2.  Types  of  hemorrhoids.  (1)  EWernal  thrombotic 
hemorrhoid;  (2)  Internal  hemorrhoids;  t..,  Prolapsing  in- 
ternal hemorrhoid  (.1.  P.  Tuttle,  Diseases  of  Anus,  Rectum 
and  Pelvic  Colon,”  New  York,  D.  Appleton  & Co.) 

Malignant  Tumors.  Mortality  statistics 
indicate  that  out  of  every  ten  persons  above 
lorty  years  of  age  one  is  doomed  to  die  of 
cancer  (1).  More  than  12.5%  of  all  loan- 
cers  are  found  in  the  reetum  and  colon  and 
of  these  lapproximately  one-third  are  located 
in  the  rectum  wuthin  easy  reach  of  the  ex- 
amining finger  (Fig  3).  One  of  the  early 
symptoms  of  eancer  of  the  reetum  or  colon 
IS  bleeding.  In  Yoemans  (1)  series  of  320 
cases  bleeding  was  a fii'st  symptom  in  128, 
or  40  %.  Any  patient  of  any  age  who  has 
pas.sed  blood  from  the  reetum  should  be  sus- 
pected of  being  cancerous  until  proven  other- 
wise. While  the  majority  of  patients  with 
cancer  of  the  rectum  are  past  forty  years 
of  age  it  may  occur  at  any  age.  In  7,300 
cases  collected  by  Pennington  (2),  40  pas 
tients  wiere  less  than  twenty  years  old.  It 
is  indeed  a catastrophe  when  a casual  and 
incomplete  examination  reveals  hemorrhoids, 
or  some  other  benign  lesion  that  bleeds,  when 
in  reality  a deadly  malignant  growth  is 
lurking  just  above.  This  is  not  a product  of 
fancy;  it  happens  oftener  then  we  would 
suspect.  Buie  (3)  reports  from  the  records 
of  the  Mayo  Clinic  that  of  every  five  pa- 
tients with  cancer  of  the  rectum  one  had 
been  operated  on  for  hemorrhoids  or  treated 
symptomatically  for  intestinal  irregularity. 
Cancer  of  no  other  region  of  the  boidy  of- 


Fig.  1.  Mechanism  of  hemorrhoidal  development,  (after  Ball) 
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I'ers  better  chance  oi'  permanent  cure  tlian 
that  of  the  rectum  or  tiolon  (4),  provitled, 
of  course,  that  dia.gnosis  is  carJy  and  that 
radical  treatment  is  promt)tly  instituted. 

Examinatiion.  The  most  useful  methods 
at  our  disposal  for  detecting  disease  of  the 
lower  intestinal  tract  are  palpation,  inspec- 
tion and  X-ray  visualization.  The  sequence 
of  these  procedures  is  important.  If  the 
stool  is  to  be  examined  the  specimen  should 
oe  secured  before  manipulative  procedures 
are  employed.  The  f)hysical  examination  may 
immediately  follow.  This  consists  of  inspec- 
tion and  p!al])ation  followed  by  prootosig- 
moiclscopy.  Cultures  or  biofisy  material  may 
he  seicuied  at  this  time  if  desired.  If  there 
is  reason  tO'  suspect  lesions  above  the  reach 
of  the  sigmoidscope,  x-ray  examination  with 
opaipie  enema  sliould  be  used.  Tins,  how- 
ever, sliould  always  be  the  la>'t  examination 
made  and  should  not  be  made  tlie  same  day 
as  the  instrumental  maniindation  because 
tile  latter  may  produce  a traumatic  irrita- 
uiiity  which  is  confusing  to  the  roentgen- 
ologist (3). 

It  is  intere.sting  to  note  that  the  roentgen- 
ologic difficultv  in  visualization  is  greatest 
in  the  rectum  and  lower  sigmoid  due  to  su- 
perimpositiou  of  loops  of  bowel,  and  for  this 
roaijon  negative  x-ray  finding'.s  in  this 
region  are  not  dependable.  With  the  sig- 
moidseoiie.  however,  this  region  can  be  ex- 
amined with  extreme  accuracy.  For  this 


Fij'.  3.  Prolai)sed  cancer  of  rectinn  in  a male,  age  29. 
(Courtesy  of  J)r.  Collier  F.  Martin). 


reason,  and  because  the  majority  of  colonic 
lesions  exist  below  the  lower  sigmoid,  proc- 
tosigmoidsco])y  and  digital  palpation  are 
oerhaps  the  mo.st  valuable  diagnostic  pixioe- 
dures  at  our  di.sposal. 

CONCIU’SIOXS 

1.  The  importance  of  investigating  the 
cause  of  rectal  bleeding  caimot  be  over  em- 
l)ha.sized. 

2.  Kegardless  of  the  character  of  the 
bleeding  it  should  not  be  a.ssumed  as  diag- 
nostic of  hem'orrliioids  or  of  anj^  other  dis- 
ease, but  should  call  for  a conijilete  examina- 
tion to  determine  its  origin. 
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A STUDY  OP  THE  ARTERIOLES  IN 
HYPERTENSIVE  HEART  DIS- 
EASE WITHOUT  HYPERTEN- 
SION, CASE  REPORT* 

Ejimet  F.  Horine,  M.  D. 

-Morris  M.  Weiss,  M.  D. 
and 

-Maiuon  F.  Beaiu),  i\I.  I). 

Louisville. 

In  1929  there  was  reported  before  this 
Society  a selected  series  of  five  cases  of  pa- 
tients with  hyjiertensive  heart  disease  who 
wore  eucountered  during  the  non-hyperten- 
sive stage.  At  this  time  we  intimated  that 
we  intended  making  bioji.sy  studies  of  such 
jiatients  in  order  to  determine  whether  their 
arterioles  showed  the  same  characteristic 
changes  that  the  known  hypertensive  had. 
Not  infrequently  individuals  are  encountered 
who  have  cardiac  enlargement  and  normal  or 
low  'blood  jiressure  but  no  organic  valvular 
lesion,  adhesive  pericarditis,  severe  anemia 
or  other  recognized  cause  for  the  enlarge- 
ment. Even  though  the  former  level  of  the 
blood  ])ressure  is  unknown,  convincing  clin- 
ical or  pathological  evidence  of  a pre- 
existing hyperteusioii  can  always  be  found. 
Aside  from  the  otherwise  unexplained 
cardiac  liy]iertro])hy,  these  patients  may  show 
im]iairm(mt  of  rein:’  function  or  even  urae- 
mia, a sugge.stive.  rocuitgenologic  Icardiac 
silhouette,  corouar^•  typets  of  electro.uardio- 
vrams  such  as  are  so  often  found  in  the 
known  hyiiertensive,  ophthalmoscopic  signs 
of  known  hypertension,  and  finallv  autopsy 
discloses  diffuse  arteriolar  sclerosis  which 

i-Cead  before  the  Jefferson  County  Medical  Society,  June 
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aiways  e viiaeui>.ies  •&  peraisLeut  li^'perteiisiou 
.-tLuiiig'  me  iiie  ox  tue  iiiaxviauai. 

-Liie  -LUiioWiUg  eut>e  report  rs  mat  ol  one 
oj.  our  paLierus  ox  txiis  type  upoxx  wnoiu  a 
xuopsy  wlas  perxoiiinea  ana  wno  came  to 
autopsy  ; 

xue  patieut  wais  a mate  negro,  aged  bb 
years,  wno  was  aUxnitiea  to  the  ijouisvixie  dity 
riospitax  on  (Jotouer  lo,  xyou  compiaming 
Ox  weaKuesis  and  uyspnoea  ox  seveiai  years 
auxauion.  'mere  nau  ueen  progressive 
oeutnta  oi  the  Uepenuent  portions  of  the 
uody.  During  recent  months  attacks  of 
uon-rauiating  suusternai  pain  were  experi- 
enced and  also  trequent  paroxysms  of  noc- 
turnal dyspnoea.  x\ either  the  family  fns- 
lory  nor  mat  of  previous  illnesses  was  of 
importance. 

laxamination  revealed  an  undernouidshed, 
uenile,  orthopneic  negro  whose  palpable 
ax-ceries  were  scferoseu  and  tortuouw.  The 
ulood  pressure  was  13U/8U  mm.  llg.  with, 
the  heart  markedly  enlarged,  f'liere  was  a 
i^ud  blowing  apical  systolic  murmur  and  a 
totally  irreg’ular  rhythm.  A flat  percussion 
note  wias  iireisent  over  the  right  lung  base 
Do.steriorly  but  the  voice  and  ureath  sounds 
w'ere  not  dependable  because  the  patient 
cotdd  not  co-operate  . The  liver  was  palpable 
h cm.  below'  the  right  costal  margin. 

X-ray  examination  confirmed  the  fact 
that  marked  caruliac  enlargement  was  pres- 
ent. The  urine  was  negative  for  albumin  and 
g-liicose.  Ills  hemoglobin  wms  65  per  cent, 
with  3,000,000  erythrocytes,  10,000  leuko- 
cytes and  nothing  unusual  in  the  stained 
film.  The  ophthaliiuoscopic  examination  re- 
vealed abnormaliy  pale  discs,  tortuous  ar- 
terioles but  no  hemorrhages.  The  blood  Was- 
seniiann  wms  negative. 

The  blood  chemical  studies  revealed  the 
followdng  findings : 

Date  N-P-N  Urea-N  Creatinine 


10-17-30 

57 

30 

2.4 

10-21-30 

44.4 

24.9 

2.5 

10-24-30 

56.4 

28.5 

2.7 

Tw'o  days  following  admittanee  he  was 
more  dyspnoeic  and  his  blood  pressure  w'as 
138/94  mm.  Ilg.  Two  days  later  auricular 
fibrillation  was  still  present  and  he  had  a 
marked  Cheyne-Stokes  type  of  respiration. 
On  October  21,  1930  a specimen  of  the  del- 
toid muscle  W'as  olitained  and  sent  to  the 
pathologist.  The  arterioles  were  found  to 
have  wall-lumen  ratio  of  1 :0.96.  llis  blood 
pressure  could  not  then  be  obtained  wdth 
certainty.  The  oedema  was  aitpro-vimately 
the  same  as  on  admission  although  he  had 
been  digitalized,  placed  on  a re.stricted  .diet 
with  limited  fluidis  and  received  various 
dinretiicis.  Because  of  his  re.stles.sness  and 
inability  to  cooperate  it  was  impossible  to 
secure  an  electrocardiogram. 


ife  uied  suddenly  two  weeks  afeer  admis- 
sion 10  che  Hospital. 

xiie  necropsy  was  limited  to  the  thoracac 
anu  aouominai  cavities,  xne  perioaruiai  sac 
coiuaxiiea  aie  usual  amount  oi  liuid  ana  tne 
heart  weiglied  oai  gun/s.  Urganizea  tnromoi 
were  founU  in  both  atrii.  inere  was  hy]ier- 
ixopny  ox  Cue  musculature  particularly  of 
me  left  ventricle,  winch  measured  3.5  cm. 
Ill  the  tlu'chest  portion.  At  the  apex  there 
was  some  liemorrliagei  and  soltening  of  the 
myoearaUumj  wuth  fiorosis  of  the  papillary 
muscles.  The  aortic  cusps  were  tfiickened 
and'  a moderate  calcification  of  the  aorta  it- 
self wars  present.  xUoderate  sclerosis  of  the 
coronaries  was  visible  though  careful  seai'ch 
lailed  to  reieal  a gross  thrombosis. 

ilie  liver  w eighed  IIUU  gms.,  was  firm  and 
tile  cut  surfaice  showed  a yellowish  mottling. 
Notlnng  of  interest  was  found  in  the  lungs 
and  the  gastro-intestinal  tract  was  not  re- 
markable except  for  varicosities  of  the 
esephageal  and  rectal  veins. 

The  right  kidney  weighed  150  gms.  and 
there  wms  a large  yellowish,  necimtic  area  on 
tlie  posterior  surface.  In  the  remaining  por- 
tion of  this  kidney  there  were  a few  old 
indentations  wliich  were  interpreted  as 
healed  infarcts.  The  left  kidney  weighed 
130  gms.  and  was  studded  with  similar  old 
indentations.  Over  these  areas  in  both  kid- 
neys the  capsule  w'as  adherent.  On  section 
those  indentations  extended  w'ell  dowm  towmrd 
the  pelvis  and  appeared  to  be  composed  of 
scar  tissue.  The  cortex  and  medulla  were 
fairh'  w’ell  differentiated  though  the  cortex 
was  thinner  tlian  usual. 

Microscopical  Examination.  Sections  of 
the  heart  showed  generalized  enlargement  of 
the  muscle  cells  with  some  evidence  of  de- 
generation. In  the  cytoplasm  of  many  of  the 
cells  there  was  a slight  amount  of  broivn  pig- 
ment. There  were  a few  small  scars  in  the 
stroma  which  Oxteinded  out  into  the  muscle 
bundles  and  in  these  areas  some  of  the  mus- 
cle cells  had  undergone  necrobiosis.  The 
small  vessels  were  fairly  well  preserved 
though  in  most  of  them  the  lumen  apiieared 
to  lie  definitely  narrowed.  Section  through 
tlie  apical  portion  show'ed  some  of  the  smaller 
branahes  of  tbe  coronaries  to  be  thrombosed. 

The  htngs  showed  “heart  failure”  cells 
and  thickening  of  the  walls  of  the  air  sacs. 
There  was  evidence  of  an  early  broncho- 
•"neumonia. 

The  liver  show’ed  a picture  of  chronio. 
nassive  congestion  as  Avell  as  nuany  petechiae. 
The  arterioles  w’ere  definitely  narrowed. 

The  sections  of  the  kidnev  shoived  con- 
siiderable  damage  to  the  kidney  substance  by 
small  infahcited  area.s.  Associated  wdth  these 
were  thickened  vessels,  the  lumen  of  some 
being  entirely  closed.  Sclerosis  of  the 
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capillary  tufts  was  evideoit.  A sligkt  de- 
gree ot  acute  degeneration  of  the  tubule 
epithelium/  was  noticeable  though  most  of  the 
epithelium  appeared  atrophic.  In  one  of 
tne  sections  there  was  a recent  infai-ct  in 
w^hkh  the  kidney  substance  was  in  an  early 
stage  of  coagulation  necrosis  but  unfortunate- 
ly the  occludedl  vieissel  itself  was  not  in  the 
section. 

.Measurements  of  the  arterioles  of  th^" 
skeletal  muscles  show'ed  a wall-lumen  ratio 
of  1 ;0.93,  which  eompared  favonahly  with 
that  in  the  biopsy.  The  wall-lumien  ratio 
of  the  arterioles  in  the  other  organs  was  as 
follows:  heart,  1:1.2U;  liver,  1:1.03;  pan- 
creas, 1:1.2’  spleen,  1:0.83  and  kidney, 
1 :0.87. 

Clearly  this  patient  presented  arteriolar 
changes  such  m are  ordinarily  encountered 
in  the  kiiowui  hypertensive  and,  described  by 
Ivernohan,  Anderson  and  Keith.  We  believe 
that  biopsy  studies  are  of  definite  confirma- 
tory value  in  the  diagnosis  of  “hypertensive 
heart  disease  without  hypertension.” 
DISCUSSION 

Virgil  E.  Simpson:  I think  the  title  of  this 

case  report  “Essential  Hypertension’’  may  be  mis- 
leading. If  the  intent  of  this  case  report  be  i.o 
tocus  attention  on' the  likelihood  of  the  physician 
seeing  a case  of  hypertensive  heart  disease  at  a 
stage  w'hen  hypertension  no  longer  obtains,  the 
title  may  be  misleading. 

If  the  intent  be  to  present  the  conclusion  that 
hypertensive  heart  disease  may  obtain  without 
hypertension  at  any  stage,  then  not  the  title, 
but  the  premise,  may  be  misleading. 

Unless  some  | acute  illness,  jeaylous  of  ills 
mortality  battling  average,  fails  to  garner  in 
the  hypertensive  heart  disease  subject  prema- 
turely, then  congestive  heart  failure, will  make 
its  inevitable  advent.  So  long  as  the  heart 
muscle  is  capable  of  physiological  hypertrophy, 
while  the  vasomotor  apparatus  maintains  tonus 
of  the  vascular  bed,  just  so  long  will  high  blood 
pressure  readings  obtain  in  the  hypertensive 
heart  disease  patient.  If  the  development  is 
gradual  and  if  the  patient  is  young,  adaptation 
to  each  new  level  is  relatively  easy  of  accom- 
plishment and  the  subject  enjoys  a reasonable 
capacity  for  work  and  a remarkable  freedom 
from  symptoms.  In  fact,  even  a nighly  intelli- 
gent patient  may  be  shocked  to  learn  a high 
pijfssure  actually  oibtains.  This  (period  fastis 
a variable  time  in  such  patients,  but  to  each, 
in  time,  comes  dyspnea,  edema,  cough,  heart 
hurry,  harbingers  of  congestive  failure.  Seen 
after  this  for  the  first  time,  the  physician  who 
finds  a blood  pressure  in  normal  range  or  lower 
may  fail  to  .recognize  the  case  as  one  of  hyper- 
tensive heart  disease.  The  hall-marks  of  such 
a condition  are  to  be  found  for  the  looking, 
nevertheless,  and  the  astute  clinician  will  not  be 
deceived.  Such  a case  is  still  hypertensive 
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luart  disease;  the  evidence  of  congesuve  failure 
merely  lanel  the  clinical  picture  of  the  tenninal 
stage  ot  such  a condition. 

But  are  w’e  not  invited  rather  to  consider  hyper, 
tensive  heart  disease  without  increase  in  blood 
pressure  at  any  tune  in  its  clinical  course?  If 
such  a thing  be  clinically  possible,  then  were  it 
not  better  that  we  discard  the  term  hyper- 
tensive Heart  disease  and  seek  one  more  descrip- 
tive? Considered  from  an  etiological  viewpoint 
may  an  agency  provoke  the  development  of  a 
condition,  yet  leave  it  symptomless?  May  there 
be  allergy,  destroying  its  victim,  yet  no  anergic 
phenomena?  Viewed  from  a pathological  con- 
sideration are  we  to  expect  the  development  of 
the  organic  changes  in  the  vascular  tree  and  in 
the  heart  conformative  to  the  present  concep- 
tion of  hypertensive  heart  disease  and  yet  wit- 
ness escape  from  the  penalties  of  such  path- 
ology? Does  one  expect  to  find  no  thickening 
of  vascular  walls,  no  loss  of  elasticity,  no  lessen- 
ing of  lumen  in  /arterio-sclerotic  heart  disease? 
If  the  vessels  somewhere  to  some  extent  do  not 
undergo  arterio-sclerotic  changes,  can  one  then 
label  such  a case  as  arterio-sclerotic  heart  dis- 
ease? 

My  feeling  is  that  if  the  nomenclature  is 
justified  in  carrying  the  term  hypertensive 
Heart  disease,  then  will  there  be  hypertension 
at  some  time  in  all  cases  properly  diagnosed. 
If  the  condition  called  hypertensive  heart  dis- 
ease may  and  does  proceed  to  disaster  without 
hypertension,  then  the  nomenclature  must  need 
amendment. 

I am  in  accord,  in  the  main,  with  the  classi- 
fication of  heart  diseases  suggested  by  the  Heart 
Committee  of  the  New  York  Tuberculosis  Asso- 
ciation and  adopted  with  some  changes  by  the 
American  Heart  Association.  This  classifica- 
tion can  be  had  as  an  inexpensive  manual  and 
I indulge  the  hope  that  it  will  come  to  be  a 
part  of  the  library  of  every  doctor.  It  should 
be  used  in  classifying  cases  under  treatment  and 
not  reserved  for  vital  statistic  reports  alone. 


Glycosuria  in  Pregnancy. — Chase  found  sugar 
in  66  of  100  urinanlyses  of  pregnant  patients. 
One  patient  who  did  100  urinalyses  found  sugar 
47  times.  The  earliest  time  in  pregnancy  that 
sugar  was  found  was  two  months.  Sugar  tol- 
erance curves  were  done  on  three  pregnant  pa- 
tients and  on  three  patients  in  whom  glycosuria 
ftad  persisted  after  delivery;  the  curves  were 
similar  to  those  found  in  persons  with  renal 
glycosuria.  On  the  basis  of  her  observations, 
the  author  concludes  that  glycosuria  in  preg- 
nancy is  normal.  Its  frequency  depends  on  how 
thoroughly  it  is  sought.  It  does  not  require 
dietetic  treatment  and  probably  does  not  pre- 
dispose to  the  development  of  diabetes.  It  is 
differentiated  from  diabetes  by  the  small  amount 
of  sugar  present,  by  the  absence  of  thirst,  and 
by  the  presence  of  normal  blood  sugar  curves. 
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THE  PKIVILEGE  TO  SERVE* 

Leon  L.  Solomon,  M.  D. 

Louisville. 

Your  speaker  is  requested  by  the  Woman’s 
Auxiliars'  of  the  Kentucky  State  Medioal  As- 
sociation, during  a five  ni'inute’s  period,  to 
aiddress  a ratlio  audience  on  some  topic  of 
likely  interest  to  the  general  public.  He 
chooses  as  his  theme,  “The  Privilege  To 
Serve.” 

It  will  not  be  considered  ’iiinmodest,  he 
hopes,  for  a practitioner  of  medicine  to 
claim  for  his  colleagues,  a clory,  in  being 
oermitted  to  render  service. 

Throughout  the  ages,  the  doctor  has  ever 
been  man’s  trusted  friend  and  dependable 
guide.  Cheerfully,  with  gladsome  smile,  he 
responds  to  the  call,  neither  soonchin'^  sun 
nor  blighting  frost  holding  him  back  when 
your  summons  comes. 

The  AAmrds  of  a local  Doctor  of  Divinity 
are  recalled  at  this  moment.  A numher  of 
years  ago,  the  preacher  inquired  of  this 
speaker,  “Are  you  not  exhausted,  dioctor,  by 
your  daily  ministrations  to  the  sick?  Does 
not  the  word  of  encouragement  yo;i  iso  con- 
si.stently  utter — even  though  all  seems  even 
to  you  cheerless  and  hopeless — residt  in  yoxir 
own  physical  depletion  and  mental  fatigue?” 
And  the  reply  is  called  to  mind  at  this  mo- 
ment,— “the  IsatisfaiCition  whjieh  '.gives  the 
physician  an  unending  pleasure,  as  he  makes 
his  daily  roun'dis,  serves  to  prevent  his  ex- 
haustion ; though  fatigue  of  mind  and  body 
are  rarely  absent,  xvhen  he  says  his  ‘Now  I lay 
me  dovm  to  sleep,’  the  feeling  of  servdce, 
rendered,  never  ceases  to  be  his  blessed  pos- 
session. Jealously,  he  guards  the  privilege 
to  serve  as  the  profession’s  richest  heritage.” 

In  these  strenuous  days,  when  man  ife'  being 
sorely  tried  by  the  most  far  reaching  of  eco- 
nomic adversities,  it  is  noteworthy  that  the 
doctor  is  not  found  lacking.  The  most 
praiseiworthy  of  tender  emotionsi — sympathy, 
love,  compassion — never  flowed  more  freely 
from  the  heart  of  the  physician  than  today. 

My  listeners,  be  attentive,  lend  me  your 
ears ; hear,  with  pleasure,  words  of  praise, 
spoken  by  a doctor  of  your  doctor.  Always 
neglectful  of  iself,  he  sacrifices  in  its  truest 
sense.  And  today,  he  performs  a service, 
even  superior  to  and  nobler  than  that  here- 
tofore pierformed.  Wholly  without  regard 
for  material  benefit  or  profit,  he  carries  on 
among  the  sick  and  the  needy  from  early 
morn  till  late  in  the  night — even  through  the 
night,  if  you  demand.  Deal  kindly  xvith  this 
physician ; match  \^onr  servied  with  his 
service.  ' Innuim'erable  are  the  opportunities 

*A  radio  talk  over  WHAS,  September  7,  1932,  10:25  a.  m. 


and  the  instances,  when  you  may  lighten  his 
load,  gladdening  his  wiay  and  rejoice  his 
heart.  You  will  thus  help  a noble  man  in 
his  effort  to  assuage  pain  and  bring  comfort, 
while  you,  too,  will  enjoy  “The  Privilege  To 
Serve.” 

Remember  what  the  doctor  has  aceoiml- 
plished  within  the  span  of  your  lifetime. 
Verily,  they  are  wonders  in  your  behalf. 
Has  he  not  all  but  removed  many  dreadi  dis- 
eases? Has  not  preventive  medicine  made 
infrequent  the  occurrence  of  typhoid  fever, 
the  malarial  fevers,  smallpox,  scarlet  fever, 
whooping  cough,  the  diarrheas  and  dysen- 
tery? What  of  the  bugbear  of  second  sumt 
mer  babies — “summer  complaint,”  but  a 
few  years  ago,  a terrifying  term  for  parents? 

What  of  that  most  distressing  of  ailments, 
croup,  and  of  that  mortal  disease,  diphtheria  ? 
Has  not  your  phj'feician  played  .the  role  of 
benefactor  tO'  mankind  in  his  mastery  of 
these  and  other  not  less  fearful  morbid  pro- 
cesses? In  truth,  doctor  and  surgeon  are 
among  the  rarest  of  your  blessings.  Well  may 
you  join  xvith  both  in  thanking  a beneficent 
Creator  for  “their  privilege  to  serve.” 


SLBOCCTPITAL  DECOMPRESSION  IN 

TREATMENT  OF  DRAIN  INJURIES, 
THREE  ILLUSTRATIVE  CASES*  ’ 

B.  F.  Zimmerman,  M.  D.,  F.  A.  C.  S. 

Louisville. 

The  brain  is  unique  amongst  the  other 
orgaais  of  the  body,  ,at  least  in  the  paidicular 
that  it  is  eniciased  in  a fibro-osseous  capsule 
that  is  absolutely  inextensible  by  any  phy- 
sioliogical  force.  The  brain  is  a semi-solid 
substance ; it  is  about  as  incompressible  as 
water.  It  is  evident,  therefore,  that  any 
encroachment  on  the  intracranial  space,  as 
from  Iiemorrhage  or  edema,  must  be  at  the 
expense  of  the  blood  or  cerebro-spinal  fluid, 
or_  both.  The  displacement  of  the  cerebro- 
spinal fluid  is  extremely  limited  and  it  is 
evident  that  the  increased  pressure  manifests 
itself  principally  through  disturbance  of  the 
circulation.  The  pressure  m!ay  increiase  to  a 
point  of  producing  actual  herniation  of  the 
brain,  the  mid-brain  through  the  inefcura 
and  the  hind-brain  through  the  foramen 
magnum. 

The  means  usually  employed  for  clambating 
increased  pre.ssure  are  (1)  iimitation  of  fluid 
intake;  (2)  the  use  of  dehydrating  substances 
represented'  by  ai  hypertonic  solution;  (3)  re- 
peatedl  spinal  puncture  ^ (4)  decompression 
and  operative  procedure.  In  many  instanices, 
the  first  three  means  suffice  and  in  not  a 
few  no  treatment  avails  and  the  patient  quick- 
ly succumbs.  There  is  an  intermediate  group 

*Ri‘!h1  liefore  Ihe  .Tefferson  Cmint  Medioal  Sooiet\  T.oiiis- 
ville,  .Ume  20,  1932. 
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ill  which  after  a fair  trial  of  the  conservative 
imaasiires,  operative  treatment  is  of  great 
vaine.  It  is  our  opinion  that  the  profession 
has  become  iiltraconservative ; in  tliat  for- 
merly many  died  from  lack  of  conservative 
tr'eatment  irow  some  die  for  want  of  more 
radical  treatment.  Conservatism  is  some- 
tdmes  iciariied  to  such  an  extreme  that  it 
ceases  to  conserve  either  life  or  function. 
How  often  is  tliiC!  statement  seen  that  in  the 
absence  of  focal  signs  no  operative  treatment 
shall  he  employed  except  as  a last  and  final 
resort.  Should  there  be  any  Avondler  that  the 
operative  mioirtality  rate  is  unusually  high 
under  sirdi  circumstanices?  Our  principal 
effort  is  to  preserve  the  integrity  of  the  so- 
calleid  vital  centers,  the  medullary  centers, 
those  of  resipiratioii,  the  heart  and  vasomotor. 
To  wait  until  there  is  evidence  of  faihiie  of 
theiae  centers  to  function,  is  to  court  cLsaster. 
It  is  our  belief  that  these  centers  can  be  best 
protected'  in  those  cases  wdiere  iconserviative 
treatment  fail",  l)y  suboccipital  decompres- 
sion. A very  serious  doubt  lurks  in  our 
mind  as  to  the  efficacy  of  the  old  subtemporal 
deeompresision  even  though  it  be  bilateral. 
Certainly  if  it  is  to  accomplish  much,  the 
opiming  must  be  a great  deal  larger  than  we 
have  usually  lobserved.  A suboccipital  de- 
compression through  a mid-line  incision  can 
be  performctl  almost  as  (piickly  as  a sub- 
temporail,  and  increased  pressure  is  at  once 
I'tinoved  fronr  the  vital  icenters  by  this  op- 
eration. it  must  be  apparent  that  pi-essure 
i.s  not  ociually  distributed  throughout  the 
cranial  cavity  and  that  those  centers  imme- 
diately adjacent  to  the  site  lof  decompresisdon 
are  relieved  of  pressure  more  promptly  and 
(■ffiectively  than  those  distant  to  the  site  of 
decompression.  Agaiin,  in  a cas)e  of  severe 
cerebral  intraioranial  pressure  cvhere  our  ef- 
forts are  directed  toward  conservation  of  the 
vital  centers,  it  is  certainly  reasonable  tJ 
suppose  that  those  centers  can  be  best  pro- 
tected by  rekiase  of  pressure  in  their  imme- 
diate viciruty.  It  was  with  this  conception 
of  the  patholpigy  of  increased  intracranial 
])ressure  that  we  first  practiced  the  operation 
of  suboccipital  decompression.  Our  results 
have  been  gi-atifydng,  although  the  number 
of  cases  operated  have  not  been  many. 

The  following  cases  are  reported  here 
briefly,  in  the  belief  that  they  reinesent 
certain  types  Avhicli  may  be  successfully 
treated  by  this  method. 

Case  T'.  Case  of  severe  increased  intra- 
ci*aniad  pressure  with  subarachnioid  hemoi- 

e”g.,  IMale,  white,  injured  in  an  automobile 
collision  May  6,  1928.  Contusions  of  seialp. 
No  demonstrable  fracture  of  cranium.  The 
symptoms  Avere  typical  of  severe  increased 
intracranial  pressure.  Unconscious  at  times, 


restless,  Avith  diminished  reflexes,  pupils 
moderately  dilated  and  slightly  responsive  t'o 
light,  jAi-dse  sloAv.  Breathing  slow  and  deep, 
'it  times  Avith  stertor,  blood  pressure  Avell 
sustained  at  16U  mm.  Ilg.  Avhich  appeared 
highi  for  the  age.  IStiinai  fluid  tiressure  30 
mm.  Ilg.,  fluid  bloody.  In  spite  of  intensive 
conserviative  Treatment,  limitation  of  fluid 
iulakc,  large  doses  of  50%  glucose  at  6 hour 
intervals,  eoneentralted  magnesium  sulphate 
as  iretention  enemas,  and  repeated  spinal 
drainage,  the  patient’s  condition  did  not 
iurprove  and  at  the  end  of  3G  hours,  all  symp- 
toms. indiciated  that  the  pressure  had  not 
abated.  A suboccipital  decompression  was 
done,  Avith  removal  of  ])osterior  rim  of  fora- 
men nuignum.  There  Avas  pronlounced  hernia- 
tion of  cerebellum  into  the  bony  defect  on 
incision  of  the  dura.  The  pulse  rate  prompt- 
ly rose  f9cim  58  to  80  per  minute,  respiration 
became  more  regulair  and  normal,  Avithin  12 
hours)  there  Avere  indications  of  returning 
consciousnes.s..  and,  'at  the  end  of  24  hours 
patient  retiognized  members  of  his  family,  be 
made  a complete  recovery. 

In  such  cases,  which  are  not  infrequently 
encloiuntered,  where  there  are  no  focal  signs 
to  guide  one,  suboccipital  decompression 
shoul  1 be  seriouslj*  considered.  One  must  not 
wait,  hoAV'ever,  until  there  is  evidence  of 
actual  failure  of  the  medullaay  center  as 
shoAvn  by  falling  blolod  pressure,  increasing 
pulse  rabe-  and  rapid,  irregular  breathing. 
To  delay  this  long  is  to  have  lost  an  oppor- 
tunity. I 

Case  11.  Hemorrhage,  subtentorial,  Avith 
marked  symptoms  of  medullary  pressure. 

Boy,  'aige  8 years.  While  riding  a coaster 
doAvn  'a  fairly  steep  incline,  fell  backward, 
striking  the  occiput  on  the  concrete  pav^ement. 
Accident  o'ceured  December  28,  1929.  The 
child  Avas  rendered  unconscious  by  the  impact, 
probably  a concussion.  Consciousness  re- 
turned in  about  15  minut&s.  When  seen 
1 hour  after  the  acicident,  the  pripils  were 
contracted  and  did  not  respond  to  light.  The 
symptoms  lof  medullary  pressure  were  mark- 
ed', aii'cll  unconsciousness  haid  again  made  its 
appearance.  Without  Avaiting  for  am  x-ray 
examination  and  Avithout  doing  a lumbar 
puncture,  a rapid  suboccipital  decompression 
Avas  done  and  a clot  disclosed  under  the  dura. 
’Ihis  Avas  removed  auid’  the  bleeding  point  ( a 
(jo'rtieal  vessel)  AA'as  ligated.  Wound  closed 
Avithout  drainage.  At  operation,  a linear 
fracture  in  tin?  dC'ci] vital  bone  Avas  disclosed. 

I did  not  Avait  for  an  x-ray  for  the  reason 
that  1 had  previously  had  a fatality  hi  a child 
Avho  suffered  a simiilar  accident.  This  bo-  Ava'S 
in  a semiconscilous  condition  and  died^  Avhile 
beino-  conA'cyed  to  the  x-ray  room.  Consid- 
eralde  delay  had  occurred  in  getting  him  to 
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the  liosjjital.  Autojisv  revealed  a subtentorial 
elot. 

1 did  not  tlo  a spinal  puneture  because  I 
believe  it  to  be  a dangerous  procetlure  in  such 
eases.  The  oontraeted  pupils  and  symptoms 
of  medullary  c'om])ression  occurring  early 
with  evidence  of  occipital  injury,  are  to  me 
contiaindieations  for  spinal  puncture. 

Case  111.  Occipital  injury  with  syriiiptoms 
of  medullaiy  paralysis.  Respiration  GO  per 
minute,  pulse  110.  Unconscious  and  pupils 
i ontracted  to  pin  point. 

Ml'.  11.  G.  Age  54  yeai-j.  Injured  April  6, 
1932  in  an  automobile  aiecidisoit.  Was  not 
immediaitely  unconscious,  but  became  so  about 
20  minutes  later,  lie  was  transported  a dis- 
tance of  70  miles  in  an  aiinbulance  and:  was 
seen  6 hours  after  the  injury.  Spinal  ])unc- 
ture  by  Dr.  E.  L.  llend-rs'in  who  caUed  me 
to  see  the  case,  showed  a clear  fluid  under  a 
pressure  (of  35  mm.  llg.  lie  had  a lacerated 
wound  over  the  occipital  region  and  x-ray 
showed  a shadow  suggestive  of  fractui’e  of 
occipital  bone.  The  case  seemed  hoi^eless  and 
the  family  was  so  advised.  Tlie  <i.iy  pos- 
sible chance  seemed  to  be  in  the  direction  of 
a rapid  suboccipital  decompression  but  we 
expressed  the  belief  that  the  patient  would 
expinei  on  the  operating  table.  IMueh  to  our 
surprise  they  decided;  to  have  the  operation. 
When  the  bone  was  removed,  the  dura  was 
seen  to  be  very  tense  and  upon  incising  it  the 
cerebellum  herniatodl  promptly.  There  was 
an  instanteous  improvement  in  pulse  and 
respiration.  He  regained  consciousness  six 
hours  after  operation  and  iiiiade  an  unevent- 
ful recovery. 

This  was  undoid)tedly  a ca>c  of  acute 
edema  involving  principal ly  the  sul)tentorial 
structures.  As  was  stated  above,  the  elinicai 
picture  was  that  of  paralysis  of  the  medullary 
center  which  is  regarded  as  a hopeless  situa- 
tion. 

D5SCUSSION 

Franklin  Jelsma:  This  report  opens  up  a 

great  many  interesting  points  for  consideration. 
Time  precludes  anything  but  a brief  discussion 
of  a few.  I agree  very  thoroughly  with  Dr. 
Zimmerman  in  the  idea  that  conservatism  in  the 
form  of  undue  delay  certainly  many  times  causes 
a fatal  or  undesirable  outcome  in  these  acute 
cases.  On  the  other  hand,  there  are  many  cases 
in  which  too  early  an  operative  procedure  will 
do  the  same  thing;  so  it  is  a question  of  just 
when  and  in  what  particular  type  of  head  injury 
a suboccipital  decompression  and  exploration 
should  be  performed.  Two  of  three  casis  in 
this  report  received  a direct  injuiy  to  the  sub- 
tentorial structures. 

It  seems  that  this  operation  is  particularly 
indicated  in  those  cases  in  which  the  injury  was 
received  directly  in  the  subtentorial  region  and 
where  the  symptoms  indicate  that  there  is  in- 


volvement of  the  subtentorial  structures. 

The  clinical  manifestations  are  distunbances  of 
the  cranial  nerves,  usually  the  4th,  6th  and  7th, 
plus  an  evidence  of  medullary  pressure.  The 
pulse  usually  becomes  slow  and  bounding,  and 
if  pressure  is  allowed  to  remain,  it  wiii  become 
lapid,  the  respiratory  rate  and  temperature  ris- 
ing with  the  pulse.  If,  on  the  other  hand,  signs 
of  medullary  compression  are  merely  a part  of 
ihe  picture  of  geneial  increased  intracranial 
pressure,  then  I doubt  the  wisdom  of  suboccipital 
decompression  for  the  reason  that  the  midbrain 
very  probably  would  be  crowned  into  the  incisura 
ana  cause  a fatal  pressure  upon  the  mesenceph- 
alon structures. 

'Ihese  cases  have  been  very  interesting,  Dr. 
Zimmerman,  and  I believe  the  usage  of  suboc- 
cipital decompression  win  be  of  definite  value 
in  many  of  the  cases  of  subtentorial  brain  injury. 

D.  Y.  Keith:  The  last  case  reported  by  the 

essayist  was  seen  by  me  in  his  room  shortl j 
after  being  admitted  to  the  Kentucky  Baptist 
Hospital.  He  was  in  extreme  shock,  clothing 
wet  with  perspiration,  breathing  rapid  and  dif- 
ficult. We  doubted  the  wisdom  of  moving  the 
patient  to  the  raoiographic  room  for  examina- 
tion. 

Any  attempt  to  move  him  caused  violent  vomit- 
ing, the  vomitus  was  loloody  and  blood  was  oozing 
from  nose  and  mouth.  He  appeared  as  if  he 
would  die  at  any  moment,  totally  unconscious. 

X-ray  examination  was  very  unsatisfactoiy, 
revealing  a questionable  injuiy  to  the  skull  in 
the  occipital  region.  The  chest  examinauion  was 
negative  for  fractured  ribs  or  gross  hemorrhage 
into  the  pleura. 

With  Dr.  Zimmerman  and  Dr.  Henderson,  the 
family  was  advised  that  we  thought  he  would 
die  ill  a short  while  without  treatment  and 
would  probably  die  before  he  could  be  prepared 
for  operation  and  very  likely  would  die  before  a 
decompression  could  be  completed.  His  only 
chance  was  decompression  to  which  the  family 
quickly  consented.  I was  very  much  surprised 
to  learn  the  next  morning  that  he  had  recognized 
members  of  his  family.  It  was  interesting  to 
watch  the  rapidity  of  his  recovery. 

No  later  x-ray  examinations  were  made  to  de- 
termine if  he  had  a skull  injury  or  the  extent 
of  such  an  injury  if  any  was  present.  This  cer- 
tainly was  an  interesting  instructive  case.  The 
results  were  brilliant.  I wish  the  laity  could  be 
educated  that  a severe  brain  injury  can  occur 
without  a demonstrable  fracture  of  the  skull 
by  the  x-ray. 

B.  F.  Zimmerman,  (in  closing)  : I appreciate 

the  discussion  the  gentlemen  have  given  these 
cases. 

Dr.  Jelsma  .spoke  about  the  first  case  as  to 
whether  patient  had  an  occipital  injury.  My 
c bject  in  presenting  these  cases  was  to  show 
three  distinct  types  I have  treated  by  this 
method.  Most  of  the  cases  I have  treated  by 
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this  method  have  been  of  the  type  called  “Gen- 
eral Increased  Intracranial  Pressure.”  I had 
misgivings  very  much  like  Dr.  Jelsma  regarding 
suboccipital  decompresion  in  cases  of  general 
increased  pressure  and  fatal  hernia  into  incisura; 
but  I was  very  much  gratified  to  find  that  the 
results  in  these  cases  were  very  satisfactory. 
Out  of  eight  cases,  there  were  two  deaths,  which 
was  better,  I am  satisfied  than  any  subtemporal 
decompression  or  conservative  treatment  would 
have  given  me.  These  cases,  as  Dr.  Forsee  has 
said,  are  cases  which  must  be  watched  closely; 
and  when  one  decides  upon  an  operation,  get 
some  action  or  it  will  mean  a fatality. 

AGKANITLOCYTOSTS 
KEPORT  OF  TWO  CASES* 

J.  Q.  Taylor,  M,  D. 

Paducah. 

In  reporting  the.so  tasesi  of  Agranulocytosis, 
the  first  has  been  nndier  observation  and 
treatment  since  September  15,  1930.  During 
this  period  she  has  had  four  distinct  attacks. 
The  last  attack  Avas  on  September  4th  and 
lasted  until  September  25,  1931,  Avhen  she 
AAias  dischartg'ed  from  the  hospital  but  not  al- 
lowed to  go  on  duty.  She  has  remained  well, 
with  Avhite  blood  coiuit  and  differential  nor- 
mal. She  has  gained  in  weight  and  looks 
the  picture  of  health. 

Case  1.  Miss  C.  age  46,  single.  Laboratory 
Technician  and  X-i-ay  Operator.  Her  pre- 
vious illness' — tionsillitis.  appendicitis,  and  an 
occasional  attack  of  malaria.  Her  history  of 
the  first  attack  of  agranulocytosis,  before 
being  admitted  to  the  hospital  is  a follows: 

On  September  7,  1930,  she  awakened 
about  7 A.  M.  feeling  very  tired  and  aching 
all  o\er.  At  8 ;00  P.  M.  that  day  she  had 
a distinct  chill  followed  by  fever.  September 
8th  white  blood  count — 3000.  no  Poly’s.  No 
malarial  parasites  found.  5 grains  quinine 
given  every  three  hours  until  thirty  grains 
given.  No  chill  on  the  10th.  Blood  smear — 
no  Poly’s,  white  not  counted.  September 
11th,  4:00  P.  M. — Avhite  blood  count — 2200, 
no  Poly’s.  Severe  headache,  backache  and  feel- 
ing very  Aveak  'and  tired.  Quinine  grains  five 
everv^  three  hours  for  six  doses,  with  acid 
and  pepsin.  Septemiber  13th  beginning  in- 
flammatory piatches  on  Ignms.  Septemiber 
14th  slight  chill  at  1:00  P.  M..  folloAved  by 
fcA'er  and  sAveating.  Patches  on  gums  more 
inflamed.  September  15th  severe  inflam- 
mation and  pain  of  gums  and  mouth.  This 
inflammntorA’  lesion  of  mouth  finally  ter- 
minated in  larger  sloughing  area  about  3/4 
X 1 inch,  in  roof  of  mouth  left  side.  During 
the  greater  part  of  this  attack  patient  wais 
very  neiwous  and  mentally  d<epre.ssed  and  a 
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fatal  termination  Avas  not  unexpected.  Ad- 
mitted to  hospital  1 :30  Ik  kl.  severe  chill 
about  4:30  P.  M.,  temperature  102,  pulse  110. 
Smear  front  gums  showed  staphylococcus, 
blood  culture  negative.  There  Avcve  no  en- 
larged glands,  liver  and  spleen  not  palpable, 
heart  andl  lungs  normal.  Urine  negative. 
X-ray  of  teeth  negative.  From  the  15th  to 
the  20th  temperature  ranged  from  102  to  104, 
pulse  from  100  to  136,  respiration  fromi  20 
to  24.  She  Avas  very  uncomfortable  during 
these  five  days.  On  September  20th,  P.  M. 
she  was  A'ery  much  nauseated  and  seemed  de- 
pressetli.  Temperature  104  and  suffering  a 
good  deal.  Siie  Avas  given  1/6  gr.  morphia 
about  7 P.  M.,  she  became  miore  comfortable 
and  had  a good  night’s  rest.  The  temperature 
fell  to  normal  during  the  night.  The  white 
blood  icount  Avas  3,700,  Poly’s  5%  on  the 
inorning  of  the  21st.  Her  temperature  was 
normal  aiiid  she  Avtas  feeling  better.  Her 
white  blood  count  3,800,  Poly’s  18%.  Table 
Nioi.  1 gives  Avhite  blcod  counts  and  differ- 
entials from  September  16th  to  October  11th. 
The  treatment  during  this  attack  AA'as 
mouth  Avashes,  liver  extract  and  Fowler’s 
Solution  drops  3 t:i:d  ; laxatives  and)  morphia 
Avhen  needed  for  pain.  General  diet.  She 
continued  to  improA’e  after  the  20th  and 
gained  in  weight,  blood  count  became  normal 
and  in  sik  weeks  time  seemingly  had  reclov- 
eredi  and  woi’king  full  time. 

The  second  attack,  ovenvorked  herself  get- 
ting ready  for  Christmas.  Decenuber  24, 
1930,  feeling  very  Aveak  and  tired  during  the 
day.  About  8 :00  P.  M.  began  aching.  She 
took  5 grains  aspirin  upon  retiring.  December 
25th  aAAAakened  -ait  1 :00  A.  M.  with  a chill 
followed  by  fever.  Blood  count  at  11 :30 
A.  M. — white  bldoid  coirnt  3800,  no  malarial 
parasites  found,  differential  not  made.  De- 
cember 26th  Avhite  blood  count  3000.  Poly’s 
33%.  Estivo  Autumnal  parasites  foirnd.  Quin- 
ine grs.  5 for  six  doses.  Patient  kept  on 
anti-malarial'  treatment  for  a month.  No 
recurring  chills  and  she  continued  on  duty 
Avith  bloiod  count  increasing  to  normal  for  the 
Avhite  blood  count,  but  irregular  Poly  mor- 
phomtdear.  Irregular  until  March  4th,  1931 
AA'hen  patient  again  had  a chill  at  8 :30  P.  M. 
No  mJalarial  parasites  found.  March  5th 
Avhite  blood  count  3700,  poly’s  62%.  Quinine 
grs.  5 every  three  hours  for  six  doses.  She 
continued  on  duty  until  March  19th,  1931. 
Poly  dropping  from  52%  on  March  10th  to 
“’%  the  12th  and  no  poly  on  the  15th.  She 
Avas  verv  ill  March  19th  and  was  admitted  to 
hospital.  Blood  count  from  March  18th  to 
klay  8th,  1931  see  table  No.  2.  She  was  dis- 
charged April  4th,  1931  and'  on  dtity  until 
Mav  4th.  1931. 

May  the  8th  she  had  aiiiother  chill  'and  was 
adiiiiitled  to  the  hospital.  May  lllh  white 
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ulood  loouut  2iU(J,  poly  b t>7o.  iSee  table  No.  3 
lor  vvaue  biood  couuib  ami  diiiereuuais  irom 
may  ilUL  to  mugubi  iui,  ibbi.  Tne  wmte 
eoLuiG  dropped  to  dJU  and  two  dillereut  days 
no  poiy  s were  lound.  reetli  sliowed  mueJi 
demai  repair,  tne  gums  very  edematous  and 
aarn.  in  color,  witniu  a lew  days  tdere  wias 
great  swelling  ol  lower  lip  and  rignt  cneek. 
greater  part  ot  gums,  espeieially  lower  be- 
came gangrenous  wiin  resulting  bone  inlec- 
tiou  tower  maxilla  and  large  pieces  oi  bone 
were  extruded  leaving  m|ost  ol  teetk  very 
loose,  inese  were  removed  after  patient 
snowed  some  improvement.  At  tnis  time  tkere 
occurred  a large  slougii  on  tne  mucosal  side 
Oi  lower  lip  wnicb  soon  included  entire  tbick- 
ness  lof  lip.  biougn  in  the  skin  about  tbe 
size  of  a dime,  in  tne  rigfit  cneek  siougn 
about  lxf-‘/a  inciies  occurred  but  did  not  in- 
clude skin.  After  sbe  began  to  improve  sbe 
bad  three  lower  teetb  extracted  and  bridge 
work  removed  on  July  2nd.  iSbe  bad  tbe  rest 
of  ber  teetb  removed  on  July  7tb.  Sbe  bad 
very  little  fever  during  this  attack.  Was  dis- 
charged August  4,  1931  but  was  not  allowed 
to  return  to  work. 

Oil  (September  4tb  sbe  bad  anctber  relapse. 
This  was  tne  fourth  relapse.  This  lasted  irom 
September  4tb  to  (September  2Stb,  1931.  !See 
table  No.  4 for  biood  counts  and  differentials. 

1 bad  read  everything  that  1 could  find 
but  did  not  find  any  treatment  that  seem- 
ed to  be  of  any  benefit.  All  the  writei-s 
gave  tbe  pathology  as  tbe  loss  of  function  of 
tbe  bone  marrow,  b'eeling  that  there  was  a 
mialarial  element  in  addition  to  tbe  disease 
of  tbe  marrow,  I thought  1 would  give  ber  15 
grs.  of  quinine  daily  and  15  to  20  grs.  of  raw 
bone  marrow  three  times  daily.  Sbe  has  been 
kept  on  this  treatment  since  September  25tb 
1931.  Sbe  has  bad  no  further  attacks  and 
has  gained]  in  weight  and  looks  better  than 
before  sbe  became  sick.  It  is  now  eight 
months  since  sbe  has  bad  a relapse.  If  ber 
trouble  was  due  to  malaria  tbe  quinine  has 
been  beneficial.  If  due  to  disease  of  tbe 
marrow,  then  supplying  her  with  the  raw 
bone  marrow  during  her  convalescence  woidd 
theoretically  be  tbe  ideal  treatment  to  pre- 
vent a relapse. 

We  know  that  the  recovery  of  one  case  of 
any  disease  does  not  prove  that  the  remedy 
we  use  is  a specific,  for  recovery  takes  place 
in  disease  regardless  of  tbe  treatment  and  we 
are  aj)t  to  give  credit  to  the  last  remedy 
given.  • 

I believe  that  morphia  given  go  relieve  pair, 
and  procure  rest  and  symptomatic  treatment 
will  do  more  toward  carrying  our  patients  to 
'aonvalescenee  than  any  other  means  at  our 
command.  Dr.  H.  G.  ReynoldiS'  looked  after 
local  mouth  ^conditions.  Dr.  (Frank  Boydl 
and  Dr.  V.  L.  Powell  saiw  her  daily  and  were 


consulted  about  ber  treatment.  We  used  dur- 
ing ber  attacks  various  drugs  to  stimulate  tbe 
wnite  blood  cells  and  Poly  s,  such  as  Gacoidy- 
late  of  boda.  Neo-balvarsan,  Mixed  vaccine. 
Nuclein  and  intra -muscular  injections  of  Bis- 
muth. There  would  te  a slight  rise  in  tbe 
wiiite  blood  count  but  it  would  not  last. 

Gase  No.  2.  Admitted  2-26-32.  iSeen  in 
consultation  with  Dr.  H.  P.  Linn  by  whose 
permission  1 am  reporting.  Mrs.  IS.,  House- 
wife, age  61.  General  weakness,  elevation  of 
lemperature,  ulcers  on  gums,  tongue  and  jaws. 
Unset  about  two  weeks  ago.  Unset  and  course, 
about  two  weeks  ago  first  noticed  sbe  bad  ele- 
vation of  temperature  and  soon  after  that 
tune  was  exceedingly  weak  . She  has  been 
confined  to  bed  for  tbe  last  few  days  due  to 
weakness,  about  tw’o  days  ago  noticed  tbe 
Litcieration  of  mouth  and  tnroat  which  has 
become  quite  extensive.  Previous  bistoiy — ■ 
sbe  has  bad  tbe  usual  diseases  of  childhood, 
pneumonia.  Faimdly  history  negative.  Pby- 
ciicai  examination — general  appearance,  white 
lemale,  age  61.  high  mentality,  moderately 
nourished,  skin — white.  Hair — white.  Mus- 
cles— flabby.  Eyes  and  ears — negative  Chest 
— limited  excursion,  no  rales,  cavities  or  soli- 
difieations.  Heart— rate,  rhythm  and  force 
norntal.  Abdomen — no  masses  or  tenderness. 
No  enlargement  of  liver  or  spleen.  G.  U. — noc- 
turia, no  idlysuria  or  pyuria.  There  are  ulcers 
of  tbe  vagina.  Married  many  years.  One 
fiiild  died  at  six  im)ontbs.  Extremities — no 
edema,  tumors  or  varicosities.  Glands — no 
swelling  or  soreness.  Skin — white,  no  icterus, 
no  acne,  fever  blister  of  lips.  Tentative  diag- 
nosis; Agranulocytosis.  Admitted  to  tbe  hos- 
ital  2-26-32.  Temperature  102  2/5,  pulse  90, 
resiiiration  20.  Feeling  very  weak  and  de- 
pressed. Urinalysis — ^^color  amber,  s.  g.  1016, 
acid  reaction  albumin — trace,  sugar  negative. 
Many  squamous  epitbilium  cells,  few  pus  cells, 
few  sodium  urate  crystals.  Smear  from  mouth 
— .staphylococcus.  Blood  picture — H.  B.  60%, 
red  cells  3,320,000,  color  index  000,  W.  B.C. 
1700,  small  monos  89%,  large  monos  10, 
Poly’s  0,  Poly  Eosin  1.  Table  5 gives  the 
(liffereutial  and  \V.  B.  C.  daily,  from  2-26-32 
7;  3-8-32.  Alkaline  miouth  wash  for  the  mouth, 
amytal  grs.  1 for  rest.  On  the  27th  she  was 
liiven  1/6  gr.  Morphiai  at  4:45  P.  M.  as  the 
aspirin  and  pyramidon  did  not  quiet  her  nor 
give  her  any  rest.  The  morphia  was  given 
as  neeidied  for  relief  from  pain,  and  to  give 
her  rest.  On  February  29th,  1932,  the  morn- 
ing blood!  count  was — W.  B.  C.  1250,  Poly’s 
2 % , and  at  8 :20  A.  M.  5 gin.  of  Adenine  sul- 
phate given  intravenously  twice  daily  up  to 
iMarch  3rd.  On  March  4th  raw  bone  .mar- 
row was  commenced  and  also  Fowler’s  Solu- 
tion drops  3 t.  i.  d.  The  ulcers  in  the  mouth 
were  very  much  better  and  appetite  return- 
ing, fever  abating  and  the  patient’s  condition 
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m,uch  iniprowd',  whicli  continued  and  pa- 
tient was  discharged  from  hospital  Mai-ch  8, 
1932.  Since  returning  home  she  has  giadned 
in  weight  and  strength  and  says  she  feels 


better  than  in  years.  On  February  28th  her 
temperature  reached  104  2/5,  pulse  112, 
respiration  22.  After  that  there  was  a grad- 
ual decline  in  fever  until  it  fell  to  nornyal 
on  the  2nd  of  March. 


TABLE  NO.  1 — BLOOD  COUNTS 


Date 

1930 

H.  B. 

R.  B.  C. 

Color 

Index 

W.  B.  C. 

Polys 

Small 

Monos 

Large 

Monos 

Base's 

Poly 

Eosin 

Mye- 

los 

Trans 

CeU 

Count 

Mai. 

Par 

9-16 

80% 

4,560,000 

.9 

3,200 

8% 

77% 

15% 

0 

0 

0 

0 

100 

0 

917 

80% 

4,496,000 

.9 

3,500 

6% 

71% 

20% 

0 

0 

0 

3% 

100 

0 

9-18 

80% 

4,432,000 

.9 

3,500 

8% 

6Q% 

28% 

0 

0 

0 

4% 

100 

0 

9-19 

3,600 

4% 

67% 

24% 

0 

0 

0 

4% 

100 

0 

9-20 

3,700 

5% 

64% 

27% 

1% 

0 

0 

5% 

100 

0 

9-21 

3,800 

18% 

53% 

28% 

0 

0 

0 

7% 

100 

0 

9-22 

3,900 

48% 

43% 

5% 

0 

0 

0 

4% 

100 

0 

9-23 

9-24 

4,500 

57% 

37% 

5% 

0 

9-25 

78% 

4,184,000 

.9-1- 

5,300 

52% 

40% 

8% 

0 

0 

0 

0 

100 

0 

9-26 

5,900 

50% 

39% 

10% 

0 

0 

1% 

100 

9-27 

6,000 

55% 

37% 

8% 

0 

0 

0 

0 

ipo 

9-29 

5,700 

61% 

32% 

6% 

0 

0 

0 

1% 

100 

10-1 

5,300 

63% 

30% 

6% 

0 

0 

0 

1% 

100 

10-6 

6,700 

63% 

32% 

4% 

0 

u 

u 

1% 

100 

10-11 

6,800 

59% 

35% 

6% 

0 

0 

0 

1% 

100 

TABLE  NO.  2 


Blood  roiints  normal 


1931 

318 

3-19 

3-20 

3-20 

3-23 

3- 23 

4 1 

4- 2 
4 3 
4-4 
4-6 


4 21 
4-22 

4- 23  to  5-8  A.  M.  irregular 

5- 8  3:30  r'  M.  Chill;  8 P.  M. 

5-9 


A.  M. 
P.  M. 
until 


88% 


4,480,000 


from 

chill 


4,100 

4,600 

4,500 

4,500 

6.700 

5.700 
April  1st. 

2,800 

2,900 

3,400 

3,000 

4-100 


7,900 
6,600 
4,700  to  6 


2.200 


0 

80% 

12% 

4% 

0 

0 

4% 

100 

2% 

89% 

4% 

3% 

2% 

0 

100 

3% 

78% 

lh% 

0 

3% 

0 

57o 

100 

7% 

77% 

11% 

0 

1% 

0 

4</o 

100 

34% 

55% 

7% 

0 

2% 

0 

2% 

100 

62% 

26% 

6% 

0 

2% 

0 

4% 

100 

29% 

60% 

5% 

1% 

3% 

0 

100 

4% 

81% 

11% 

0 

3% 

0 

1% 

100 

0 

83% 

11% 

1% 

4% 

0 

100 

2% 

76% 

14% 

1% 

4% 

0 

3 % 

100. 

14% 

D — Poly’s 

66% 

irregular 

10% 

from  17% 

0 

to  50% 

6%. 

0 

4 7c 

100 

76% 

23% 

1% 

0 

0 

0 

0 

100 

41% 

1 — Poly's 

49% 
43%  to 

6'/o 

60% 

1% 

3% 

u 

0 

100 

16% 

74% 

6% 

0 

0 

0 

4%, 

100 

Date 

1931 

5-11 

5-12 

5-13 

5-14 

5-16 

5-18 

5-19 

5-20 

5-21 

5-21 

5-22 

5-23 

5-25 

5-26 

5-27 

5-28 

5-29 

5- 30 

6- 1 
6-3 
6-5 
6 6 
6-8 
6-11 


H B, 


78% 


6-11 

6-13 

6-15 

6-17 

6-18 

6-20 

6-22 

6-24 

6-27 

6- 30 

7- 3 
7-6 
7-8 
7-11 
7-13 
7-15 
7-18 
7-21 
7-25 

7- 30 

8- 4 


Color 

R B C.  Index  W.  B.  C. 

2,100 

2.500 
2,900 

2.900 

1.900 
4,100 

4.200 

5.200 
A.  M.  5,500 
P M.  3,600 

2.300 

3.900 

3.200 

2.700 

4.400 

3.700 
3,200 

3.300 

2.900 

3.400 

3.500 

4,096,000  .9-f  3,200 

4.700 
4,000 


2,000 

1,000 

700 

1.300 

2,100 

2.300 
.9+  3,500 

4.300 

5.100 

3.500 
3,000 
4,900 
4,300 

4.100 
3,700 

3.700 
4,200 

4.500 
4,800 

4.700 


TABLE 

; NO.  3 
Monos 

Monos 

Poly’s 

Small 

Large 

67o 

877o 

67o 

l7o 

82  7c 

137c 

4%, 

817o 

9 7c 

4% 

82  7o 

1117c 

8% 

76  7c 

107c 

11% 

73% 

12  7c 

24% 

62% 

77c 

25% 

69% 

47c 

51% 

42% 

67c 

18% 

75% 

- 2 7c 

45% 

47% 

67c 

42% 

507o 

7% 

21% 

' ' % 

67c 

5% 

88% 

6% 

4% 

82  % 

9 7o 

0 

90% 

6 7c 

4 7o 

84% 

9 7c 

17%> 

767c 

5 7c 

12  7o 

82  7o 

4 7o 

4% 

85  7o 

8% 

1% 

87  7c 

107c 

3% 

90% 

5 7c 

7% 

83  7c 

9% 

3% 

87% 

6 7o 

5 7c 

827c 

7% 

12  7o 

75  7c 

7% 

ll7c 

69  7o 

15% 

97o 

80% 

7% 

13  7c 

65% 

7 7c 

27  7o 

50% 

47c 

45  7o 

39% 

2 7c 

467c 

307c 

7 7c 

417o 

47  7c 

4 7c 

437c 

407. 

2 7o 

587c 

35% 

3 7c 

527c 

42% 

4 7c 

217c 

69% 

5 7c 

43  7o 

38% 

3 7c 

277c 

69% 

2 7o 

32  7c 

61% 

3 7c 

24  7o 

70% 

2 7c 

49% 

47% 

3% 

467o 

50% 

3 7c 

45  7c 

50% 

47o 

Base's  Tran's  Eosins  lo’s  Count 
Poly  Mye-  Cell 


17c 

0 

0 

0 

100 

0 

3 7c 

17c 

0 

100 

2 7c 

4 7c 

0 

0 

100 

0 

3 7c 

0 

0 

100 

0 

2 7c 

4 % 

0 

100 

0 

3 7c 

17c 

0 

100 

3 7c 

2 7c 

2<% 

2% 

0 

100 

0 

0 

0 

100 

0 

0 

17c 

0 

100 

17c 

3 7c 

17c 

0 

100 

0 

2 7c 

0 

0 

100 

0 

U7c 

0 

0 

100 

17c 

17c 

0 

0 

100 

2 7c 

17c 

0 

0 

100 

17c 

4 7c 

0 

0 

100 

0 

3 7c 

17c 

0 

100 

i7f 

2 7c 

0 

0 

100 

17c 

0 

1% 

0 

100 

17c 

i7o 

0 

0 

100 

0 

3J7o 

0 

0 

^00 

0 

2 7c 

0 

0 

[too 

0 

2 7o 

0 

0 

100 

0 

17c 

0 

0 

100 

17c 

0 

0 

2 7c 

0 

i7o 

Basket 
Cells 
3% 
3 7c 

0 

27c 

0 

47, 

0 

17c 

0 

4 7, 

0 

2 7o 

0 

2 7c 

0 

3 7c 

0 

127, 

0 

10  7c 

0 

9 7c 

0 

12  7o 

0 

3 7c 

0 

87c 

0 

97, 

0 

5 7c 

0 

,37c 

0 

57c 

0 

4 7„ 

0 

3 ■■■ 

(1 

17, 

0 

0 

.1 

■3  7« 

2 7c 

0 

0 

37, 

0 

5 7c 

27o 

97, 

0 

0 

17c 

17c 

0 

17c 

17c 

2 7c 

0 

0 

0 

0 

0 

0 

17c 

0 

0 

0 

i7o 

0 

0 

0 

1% 

0 

0 


65% 


3,640,000 
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619 


'>ate 

1931 


9-4 

9-5 

9-7 

9-8 

9-9 

9-10 

9-11 

9-12 

9-14 

9-15 

9-16 

9 17 

y-18 

9-19 

9-21 

9-22 

9-23 

9-24 

9-25 


Date 

1932 


2-26 

2-27 

2-28 

2-29 

2- 29 

3- 1 
3-1 
3-2 
3-2 
3-3 
3-4 
3-5 
3-7 
3-8 


Color 

H.  B,  R.  B.  C.  Index 


TABLE  NO.  4 


W.  B.  C. 

Poly’s 

Small 

ivionos 

Large 

Alonos 

Baso's 

2,100 

32% 

64% 

■1% 

0 

1,700 

27% 

T2% 

0 

1% 

1,950 

31% 

68% 

1% 

0 

2,700 

12% 

'/  9 Vo 

5% 

0 

3,100 

7% 

80% 

&% 

1% 

i5 , li  U U 

4 Vo 

86% 

6% 

0 

3,500 

2% 

86% 

7 Vo 

0 

3,700 

2% 

83  Vo 

50/0 

2% 

3,500 

8% 

79% 

3% 

0^ 

4,500 

23% 

6 9 Vo 

6 0/0 

0 

4,400 

42% 

54% 

2% 

u 

3,700 

20% 

71  Vo 

40/0 

3% 

■±,350 

‘d'A^/o 

60  Vo 

4% 

2% 

3,800 

17% 

77  . 

4 Vo 

0 

3,000 

26% 

70% 

3% 

0 

3,450 

34% 

58% 

6% 

0 

4,200 

13% 

80  0/0 

4% 

0 

4,250 

38% 

62% 

4% 

0 

3,400 

18% 

78  Vo 

3% 

0 

Boly 

Ti'au's  Eosin 


0 0 

0 0 

0 0 

0 2% 

2%  4% 

1 Vo  ^ Vo 

3%  2% 

1%  5 <55, 

4%  4% 

0 2% 

0 2% 


0 0 

0 1% 

0 2% 

0 3% 

0 4% 

0 


Basket 

Cells 


1 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 


TABLE  NO.  5 

Color  Small  Laree 

H.  B.  B.  B.  C.  Index  W.  B.  C.  Monos  ivlo.fos 


Poly's  Poly's  Baso's 
iNentro  Bosin 


,Tran's 


Mylo 


60% 


.9 

1,700 

89% 

10% 

1,000 

92% 

8% 

1,250 

90% 

10% 

A. 

M. 

1,250 

92% 

P. 

M. 

2,400 

80  Vo 

4«/r 

A. 

M. 

2,200 

76% 

2% 

P. 

M. 

1,900 

54% 

8% 

A. 

M. 

1,700 

65% 

P. 

M. 

3,250 

60% 

6% 

2,250 

74% 

6% 

2,100 

56% 

6% 

1,700 

60  Vo 

15% 

2,700 

75% 

5% 

3,500 

72  Vo 

6% 

0 

0 

0 

2% 

16% 

22% 

40% 

30% 

34% 

20% 

38% 

25% 

20  Vo 
22% 


1% 

0 

0 

Adenine  Sulphs.  5 gm. 
Adenine  Sulph.  5 gm. 
Adenine  Sulph.  5 gm 
Adenine  Sulph.  5 gm. 
Adenine  Sulph.  5 gm. 
Adenine  Sulph.  5 gm. 
Adenine  Sulph.  5 gm. 
Adenine  Sulph.  5 gm. 

Bone  Marrow  and  Fowler's  sol 


FATAL  HEMORRHAGE  FOLLOWING 
EROSION  OF  THE  INTERNAL 
CAROTID  ARTERY* 

Armand  E.  'Cohen,  B.  S.,  M.  S. 

Louisville. 

Dr.  Ig'lauer’s  recent  address  before  tlie  Eye, 
Ear,  Nose  and  Throat  Section  of  this  Society 
aiiparently  has  stiniulated'  interest  in  the  in- 
fections of  the  neck. 

Hemorrhage  and  death  following  erosions 
of  the  large  cervi'cal  vessels  is  probably  more 
Irequent  than  is  indicated  by  the  few  reports 
appearing  in  the  literature. 

The  case  history  I am  about  to  present  has 
previously  been  reported  in  “The  Interna- 
tional Journal  of  Medicine  and  Surgery.” 
That  report  embodied  merely  the  report  of 
the  ease  and  the  excellent  pathological  study 
by  Dr.  A.  J.  Miller.  This  evening  we  are 
particularly  fortunate  in  that  the  men  who 
served  as  consultants  are  presenting  the 
history  of  their  relation  with  the  case.  I 
want  to  thank  these  men  for  their  kindly 
assistance  with  the  ease  and  their  goodly 
co-operation  tonight  in  presenting  it  to  this 
society. 

Case  Report 

L.  H.  B.  a twelve  year  old  girl,  was  seen 
January  14th,  1931  at  which  time  she  com- 
plained of  sore  throat  and  head  cold.  She 
had  always  been  a delicate  child  and  her 
'general  health  was  not  improved  following 
tonsillectomy  in  1924. 

Aside  from  an  x-ray  and  physical  diagnosis 

*Read  before  the  Jefferson  County  Medical  Society,  May 
2,  1932. 


of  healed  pulmonary  tuberculosis,  the  most 
important  findings  were  in  the  naso-pharynx. 
The  nasial  membranes  were  congested  and  an 
excessive  amount  of  watery  discharge  was 
present.  The  pharynx  was  markedly  in- 
jected, and  small  pieces  of  acutely  infected 
stubs  of  tonsils  were  present  bilaterally.  The 
right  ear  drum  was  slightly  reddened,  but 
there  was  no  bulging.  The  right  sternomas- 
toid  muscle  was  slightly  swollen  and  tender. 
A marked  adenitis  of  the  right  cervical  glands 
was  present.  X-rays  and  transillumination 
of  the  sinusesi  were  negative.  The  tem- 
perature was  101  degrees  F.  The  blood 
count  showed  24,850  white  cells,  3,080,000 
red  cells.  Hemoglobin  70%.  The  differential 
count  showed  19%  lymphocytes  and  81% 
polymorphonuclear  leukocytes.  The  blood  cal- 
ium  was  6.58  mgm.%.  The  blood  Wassermann 
was  negative.  The  examination  of  the  urine 
aside  from  a trace  of  albuiriin  and  an  oc- 
casional pus  cell  was*  normal. 

The, patient  vaus  immediately  referred!  to 
an  otolaryngologist.  The  treatment  consisted 
of  that  usually  accorded  patients  with  se- 
vere nasopharyngeal  infections,  namely  ab- 
solute re®t  in  hed,  forced  fluids,  liquid  diet, 
anti-xiyretics,  eliminations,  hot  antiseptic 
gargle,  phenol  and  glycerine  in.sta  Hat  ions  in 
ear;  ephedrine  and  neo-silvol  installations  in 
the  nose. 

One  week  later  the  otolaryngologist  report- 
ed as  follows,  “The  ears  are  now  normal  in 
all  respects.  The  naso-membranes  and  tur- 
binates are  normal.  The  pharynx  is  now  only 
slightly  injected.  I do  not  feel  that!  these 
findings  could  in  any  way  account  for  the 
continued  temperature,  the  myositis  or 
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adeuitiis'.  The  gudus  are  red  and  congested 
and  several  teetn  are  in  tiie  iprocess  ol  erup- 
iion.  i cannot  say  tliat  the  dental  condi- 
tions accounts  for  her  symptoms,  but  think 
it  worthy  of  consideration. 

On  January  19th,  tlie  patient  was  seen  by 
another  larynogologist  who  felt  a distinct 
mass  in  the  posterior  pharyngeal  wall.  An 
inAsion  was  made  in  that  area  but  no  free 
pus  and  only  little  drainage  resulted. 

The  following  day  the  patient  suffered  a 
terrific  heiiinorrhage  from  the  nose  and  throat. 
The  red  cells  fell  to  2,15U,UUU,  the  hemoglobin 
to  1U%.  The  white  cells  increased  to  31,8UU. 
The  patient  was  renitoved  to  the  Jewish  Hos- 
pital and  a translusion  of  5U0  cc.  of  whole 
uiood  was  given.  At  this  time  a marked 
cfilatatiou  or  the  right  pupil  was  noted.  No 
evidence  of  mediastinal  mass  could  be  de- 
termined. The  patient’s  convalescence  was 
rapid.  On  the  fourth  day  following  her  ad- 
mission to  the  hospital,  the  temperature  be- 
caame  normal,  and  her  general  cond*ition  so 
markedly  improved,  that  she  was  permitted 
to  retuim  home. 

h’diowing  a slight  hemorrhage  from  the 
naso-pharynx,  one  week  later,  January  30, 
1931,  the  patient  returned  to  the  hospital. 
She  complained  lOf  some  pain  and  a slight 
mucous  discharge  from  the  right  ear.  The 
oar  condition  improved  rapidly,  following 
irrigations  with  boric  solution.  The  right 
{)upil  was  still  dilated  and  the  adenitis  and 
myositis  persisted.  The  blood  count  showed 
3,700,000  rod  cells,  09%  hemoglobin  and  «,- 
700  white  cells.  The  differential  count  show- 
ed 09%  polymorphonuclear  cells,  of  which 
0-1%  were  segmenteid  and  5%  were  staff 
forms,  lymphocytes  23%  eosinophiles  3%, 
monocytes  5%.  The  blood  culture  was  neg- 
ative. Because  of  the  posterior  pharyngeal 
mass)  and  the  absence  of  temperature  and 
leukocytosis  the  uossibility  of  a maiignancy 
w'as  considered.  Ten  milligranns  of  radium 
was  implanted  in  the  throat  and  left  in  place 
for  4 hours.  Three  days  later  at  12  :15  A.  M., 
the  piatient  suffered  a 'fatal  hem(on*h)age 
from  the  nose  and  throat,  expirinc  at  1:05 
A.  M. 

The  number  of  case  reports  of  erosion  of 
the  carotid  artery  or  its  branches,  in  the 
presence  of  cervical  abscesses  is  relatively 
small,  and  most  are  found  in  the  foreign 
literature.  Since  1919  we  have  found  re- 
ports of  66  cases,  ours  making  67. 

Regarding  the  clinical  symptoms  of  a peri- 
tonsilar  abscess  which  point  to  a perforation, 
the  following  factors  are  to  be  considered,:^ 

1.  A protracted  course  of  peri-tonsilar 
abscess. 

2.  A marked!  adenitis  of  the  glands  pos- 
teriorly and  below  the  angle  of  the  jaw. 

3.  The  miarked  sepsis  of  the  patient  in  the 


case  of  tonsilitis  having  a severe  course. 

4.  Failure  of  the  mass  in  the  para-pharyn- 
gcai  spa.e  lo  uisappear  alter  tne  abscess  is 
upenea. 

o.  Dilatation  of  the  pupil  on  the  affected 
side. 

6.  Hemorrhage  from  the  naso-pharynx  not 
otlierwise  laco unted  for. 

ITlOUNOSlS  AND  TkEATMENT 

U nless  the  common  carotid  artery  is  prompt- 
ly ligated,  the  prognosis  of  erosive  bleeding 
loi  me  caroU'ul  artery  is  invariably  bad.  In 
fact  since  ISercer  (1)  published  his  report 
in  ihkf  there  have  been  but  two  cases  report- 
ed in  which  failure  to  ligate  in  case  of  ero- 
sion of  the  internal  or  external  carotid,  was 
not  followed  by  death.  Sercer  suggests  liga- 
tion if  the  glandular  swelling  in  retro-tonsilar 
abscess  does  not  promptly  disappear  after 
the  abscess  is  opened.  ISuch  a procedure  would 
( iLiiinate  severe  complications  such  as  throm- 
bosis of  the  large  cerviial  vessels,  of  the 
uait  ernous  sinus  or  the  oievelopment  of  men- 
ingitis. The  advantage  of  ligation  over  con- 
servative treatment  is  shown  in  the  following 
tal)le  published  by  Ortman  (2)  in  1930  and 
ij  which  are  added  two  cases  by  Lukens  (3), 
SIX  b}'  Iglauer  (4),  and  the  one  reported  by 
us. 

No.  of  With  Without 

Author  Cases  Ligation  Deaths  Ligation  Deaths 


.^ebron 

..  23 

10 

2 

13 

12 

Lubbers.... 

..  3 

1 

0 

2 

2 

Stumff 

. 14 

6 

1 

8 

6 

Sercer 

. 16 

9 

3 

7 

4 

Thornval.. 

..  1 

1 

0 

0 

0 

( Irtman 

. 1 

0 

0 

] 

1 

Lukens 

2 

1 

0 

1 

1 

Iglaur 

. 6 

2 

0 

4 

2 

Cohen 

. 1 

0 

0 

1 

1 

67 

30 

6 

37 

29 

Of  the 

67  cases 

report^ 

ed  there 

were 

35 

deaths  or  52.2%.  Of  the  thirty  treated  with 
ligation  tlu'ce  were  6 deaths  or  20%.  Of  the 
37  treated  without  ligation  there  were  29 
deaths  or  78.4%. 

In  one  of  the  fatal  cases  mentioned  by 
Iglauer,  the  attending  surgeon  haa  placeid 
a ligature  aroundl  the  carotid  but  did  not 
tie  it.  i\  nurse  at  the  bedside  win  instructed 
to  tie  the  ligature  in  case  of  further  bleeding. 
During  a brief  absence  of  the  .i  i . iio.m)the 
bed  sidle  the  patient  bled  to  dja’l;  iglauer 
likewise  recalls  a case  in  which  ligation  of  the 
internal  carotid  was  insufficient  to  control 
the  hemorrhage  and  it  was  necessary  to  ligate 
the  external  carotid  also  before  the  co-lateral 
bleeding  could  be  controlled. 

Thornval  (5)  suggests  exposing  the  com- 
mon carotid  and  placing  a tie  and  hemostat 
around  that  vessel  and  at  one’s  ease  open  the 
abscess  cavity  and  look  for  the  bleeding  ves- 
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sel.  If  the  bleeding  is  from  the  branches  of 
the  external  carotid  that  part  may  be  ligated 
but  if  from  the  internal  carotid  or  from  th’ 
bifurcation  the  common  carotid  should  be  tied 
off. 

The  danger  of  ligation  of  the  comimon 
carotid  is  of  course,  cerebral  complications, 
either  an  ischemia,  thrombi,  or  emboli  and 
subsequent  infection  or  hemorrhage.  Among 
younger  individuals  the  procedure  should  be 
friaulght  with  little  danger  as  the  majority 
recover  and  is  indicated  even  should  the 
patient  be  exsanguinated.  Among  older 
ind(iviiduals  the  danger  is  great  but  in  so 
serious  a condition  there  is  nothing  to  be  lost 
by  attempting  a ligation. 

Conclusion  • 

Erosion  of  the  large  cervical  vessels  must 
be  suspected  in  all  eases  of  hemorrhage  from 
the  naso-pharynx,  especially  if  a retro-pharyn- 
geal abscess  be  present  which  runs  a pro- 
tracted course  or  if  the  infection  is  of  espe- 
cial virulence. 

Prior  to  the  appearance  of  hemorihage  from 
the  pharynx  or  external  auditory  meatus 
symptoms  may  be  present  pointing  to  an 
erosion  of  the  internal  artery,  luch  as  swelling 
in  the  posterior  mlandible  region. 

Ligation  of  the  common  carotid  artery  on 
the  affected  side  plus  immediate  transfusion 
offers  the  best  prognosis. 

In  the  case  reported  here  the  erosion  was 
due  primarily  to  tuberculosis  with  the  pneu- 
mococci as  a secondary  invader.  While  liga- 
tion might  have  been  of  temporary  value  the 
erosive  process  no  doubt  would  have  con- 
tinued and  the  ultimate  progress  would  have 
been  very  unfavorable. 
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Determination  of  Lung  Volume  by  Respira- 
tion of  Oxygen  Without  Forced  Breathing. — 

Senclroy  and  his  associates  describe  a method  for 
estimating  the  volume  of  air  in  the  lungs  by  the 
familiar  principle  of  mixing  this  air  with  a 
measured  volume  of  oxygen,  and  determining  the 
extent  to  which  the  nitrogen  of  the  pulmonary 
air  is  diluted.  By  employing  a scrubber  to  re- 
move carbon  dioxide,  and  by  measuring  the 
volume  of  gas  in  the  extrapulmonary  part  of  the 
system  at  the  end  instead  of  the  beginning  of 
the  respiratory  period,  it  is  possible  to  prolong 
the  period  to  as  m.any  minutes  as  are  necessary. 


RETROPHARYNGEAL  ABSCESS  IN  A 

CHILD,  WITH  AUTOPSY  FINDINGS* 

Claude  T.  Wolfe,  M.  D. 

Louisville. 

Retropharyngeal  abscesses  of  specific  nat- 
ure as  sequelae  of  caries  of  the  cervical  spine 
constitute  a relatively  common  clinical  pic- 
ture in  childhood,  as  observed  in  a careful 
search  of  the  medical  literature.  Consiider- 
ably  less  common  and  therefore,  less  well 
known,  are  tuberculous  retropharyngeal  ab- 
scesses of  this  origin.  Because  of  the  rarity 
of  such  cases  the  report  of  this  case  of  re- 
trophaiyngeal  abscess  which  originated  in  a 
tuberculous  caseous,  retropharyngeal  lymph 
node  seems  worthy  of  attention. 

On  January  19,  1931,  at  the  request  of  Dr. 
David  Cohen  I w*as  called  to  see  Miss  L.  B., 
a girl  of  12  years.  Her  chief  complaint  was 
na.sial  congestion  and  sore  throat. 

Exa'mdnation  of  her  nose  showed  some  in- 
tumescence of  the  lower  turbinates,  but  in- 
sufficient to  cause  marked  embarrassment 
in  breathing.  The  septum  was  in  good  alisTi- 
ment  and!  shrinkage  of  the  mucosa  failed 
to  disclose  any  pus  or  undue  amount  of  secre- 
tion. Bed  side  transillumination  showed  the 
anterior  grouu  of  sinuses  negative.  Since 
her  telmipierature  of  approximately  100°  F. 
pers;isted  it  was  suggested  that  an  x-ray  of 
her  sinuses  be  m'ade.  This  was  accordingly 
done  and  corroborated  our  negative  clinical 
findings.  The  mucus  membrane  of  the 
pliarynx  was  congested  especially  on  the  right 
side.  Evidence  of  a tonsillectomy  was  noted 
but  there  remained  small  stubs  of  lymphoid 
tissue  in  each  lower  fossae  which  are  often  ob- 
served following  the  removal  of  tonsils,  as 
nature  many  times,  in  my  opinion  attempts 
to  cofmpensate  for  the  loss  of  “something” 
and  throws  out  this  type  of  tissue  to  the 
embarrassmient  of  rII  laryngologists.  On  the 
right  side  this  tissue  was  markedly  inflamedi. 
The  left  side  of  the  pharynx  was  but  ^lightly 
injected.  The  usual  local  palliative  treat- 
ment was  instituted. 

Several  days  later  the  right  ear  became 
painful.  The  drum  membrane  wms  slightly 
congested,  particularly  along  the  handle  of 
the  malleus,  but  no  bulging  or  increased 
redness  developed  and  the  condition  respond- 
ed to  the  usual  treatment. 

As  we  could  find  nothing  to  account  for 
the  continuous  temperature  Dr.  Cohen  sug- 
gested! that  Dr.  0.  0.  Miller  go  over  her 
chest.  I was  present  at  this  examination 
and  feel  sure  that  Dr.  Miller  found  no  evi- 
dence of  lan  active  tuberculosis. 

Her  pharyngeal  pains  persisted  and  grad- 

*Read  before  the  Jefferson  Countv  Medical  Societ'*  Maj* 
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iially  there  d’eveloped  a bulging  inward  of 
tlie  right  lateral  pharyngeal  wall.  Undler 
'Careful  and  repeated  observation  covering  a 
period  of  several  days  we  saw  this  mass 
slowly  increase  in  size  until  it  filled  the 
original  tonsillar  fossae.  Digital  examination 
gave  one  the  impression  of  a rather  {soft 
semi-fluctuating  tumor.  A very  superficial 
incision  disclosed  a blood  clot  and  no  pus. 
The  clot  was  not  molested  and  no  free  bleed- 
ing was  noted. 

The  following  morning  Ave  saw  the  pa- 
tient and  she  seemed  to  be  doing  nicely  but 
late  in  the  evening  we  Avere  called  and  ad- 
vised that  she  was  having  a hemorrhage  from 
her  throat.  AVhen  Ave  reached  her  bed  side 
A^ery  soon  thereafter,  the  hemorrhage  hadi 
ceased,  the  throat  was  dry  and  we  could  not 
be  certain  Avhere  the  bleeding  had  come 
froiin. 

After  observing  her  for  approximately  30 
minutes  Ave  saw  no  evidence  of  further  bleed- 
ing andi  departed. 

A complete  blood  count  made  the  follow- 
ing morning  shoAved  that  she  had  been  con- 
siderably depleted  through  hemorihage.  As 
$0011  as  possible  she  was  removed  to  the 
flcAvish  Hospital  and  a blood  transfusion  was 
done  by  Dr.  Walkc'e  Frank.  Her  response 
Avas  Avonderful. 

The  temperature  returned  to  normal  grad- 
ually and  Avithin  a few  days  aa'C  felt  that  she 
could  return  hoanle  Avith  safety. 

We  Avere  in  touch  with  her  daily  either 
by  telephone  or  visit  and  her  improvement 
seemed  satisfactory  until  on  the  4th  day 
after  her  return  from  the  hospital  she  ooml- 
plainedi  of  pain  in  the  right  ear.  1 Avas  ad- 
vised of  this  about  10  o’clock  in  the  morn- 
ing andi  Avhen  I reached  her  bed  side  about 
2 ;0()  P.  M.  I found  the  ear  to  be  discharging 
slightly  from  a perforation  in  the  drum  in 
the  right  inferior  quadrant.  The  perfora- 
tion seemed  adequate  and  its  location  did  not 
Avarrant  surgical  • procedure.  Accordingly, 
the  usual  treatment  Avas  advised'  and  the  con- 
dition respondled  readily. 

On  January  30,  1931  a seccnd  hemorrhage 
from  her  throat  Avarranted  her  returning  to 
the  JcAvish  Hospital  for  observation.  The 
bleeding  stO]iped  of  its  OAvn  accord. 

On  Monday,  February  2,  1931,  Dr.  Gay- 
lord! Hall  Avas  called  in  consultation  and  ad- 
vised! further  exploring  of  the  mass  in  the 
7iharynx ; this  was  done  and  only  a blood 
clot  Avas  encountered.  The  inAvard  bulging 
of  the  right  pharyngeal  area  did  not  decrease 
and  the  possibility  of  malignancy  was  con- 
sidered. Realizing  that  radium  could!  not 
harm.  Dr.  Wallace  Frank  and  I implanted 
needles  in  the  maiss.  No  beneficial  effects 
AA’ere  noted  from  this  procedure. 

On  Frday,  February  6,  1931,  at  1:00 


o’clock  A.  M.  Avith  the  patient  apparently 
doing  nicely,  she  had  a severe  hemorrhage 
Avith  blood  coming  from  nose  and'  throat,  and 
expired  in  a very  short  time. 

A post  mortem  by  Dr.  A.  J.  Miller  dis- 
closed the  true  cause  of  her  death  as  follows : 

External  Examination ; Revealed  the  boidy 
of  a Avell  nourished  girl.  Lips  and  finger 
nails  and  even  the  dependent  portion  of  the 
body  AA'ere  pale.  Examination  of  the  viscera 
of  the  trunk  revealed  nothing  except  that 
there  Avere  small  blood  spots  in  the  lungs. 
These  areas  measured  from  a few  mm.  up 
to  IVh  cm.  They  were  slightly  firm  and; 
definitely  subcrepitant.  Sections  of  these 
areas  revealed  blood  in  the  air  sacs  apparent- 
ly from  aspiration.  In  the  apex  of  the  right 
loAver  lobe  there  Avas  a cluster  of  conglomerate 
tubercles  injeasuring  about  2i/^  cm.  in  dia- 
meter. These  had  caseous  centers. 

Microscopic  study  revealed,  hoAvever,  that 
granulation  tissue  Avas  organizing  the  caseous 
material  and  it  appeared  the  tubercles  were 
healing.  Direct  smears  and  acid  fast  stains 
revealed  a moderate  number  cf  organisms 
consistent  in  morphologA'^  to  the  bacillus  tu- 
berculosis. 

On  examination  of  the  posterior-pharyn- 
geal wall  a longitudinal  incision,  2 cms.  long, 
was  found  in  the  mlucosa  to  the  right  of  the 
midline  at  the  level  of  the  second  cervical 
vertebra.  This  incision  extended  into  a 
cavity  filled  with  laminated  blood  clot.  Most 
of  the  wall  of  the  cavity  Avith  its  contents  Avas 
excised.  Further  examination  revealed  the 
right  internal  carotid  artei-y  passing  through 
the  AAmll  of  the  cavity  and  in  this  vessel  there 
Avas  a small  round  opening  about  2 mm.  in 
diameter  through  which  bloodi  had  escaped 
into  the  post-pharyngeal  abscess  and  from 
there  into  the  pharynx. 

Sections  of  the  abscess  Avail  revealed  some 
recently  formled  granulation  tissue,  consid- 
erable fibrin  and,  toward  the  central  portion, 
caseous  necrosis.  In  this  granulation  tissue 
tubercle  bacilli  were  found  in  moderate 
numbers. 

The  post-mortem  interpretation  of  tlie 
findings  is  as  follows:  That  there  was  a 

recent  tubercAAlosis  of  the  apolx  of  the  right 
loAver  lobe  Avith  perhaps  secondary  lesions  in 
the  right  post-pharyngeal  lymph  node.  The 
latter  lesion  eroded  into  the  right  internal 
carotid  artery  at  the  IcA'el  of  the  second  cer- 
vical vertebra  and  death  resulted  from  hemor- 
rhage from  this  vessel. 

DISCUSSION 

J.  Garland  Sherrill:  This  condition  is  more 

than  a retropharyngeal  aibscess  and  is  in  reality 
in  its  later  state  a traumatic  or  dissecting 
aneurysm,  with  the  blood  escaping  beneath  the 
clot,  and  later  reaching  the  throat  through  an 
opening  in  the  aneuiysmal  sac. 
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If  such  an  aneurysm  reaches  any  size,  pulsa- 
tion and  a bruit  may  be  elicited  on  examination. 
In  this  case  the  small  size  of  the  sac  may  have 
pi  evented  the  observance  of  either  pulsation 
or  bruit. 

That  an  erosion  of  a large  artery  may  occur 
as  the  result  of  the  extension  of  an  inflam- 
matory process  in  adjacent  tissue  must  be  ad- 
mitted, but  it  is  of  rare  occurrence.  In  most 
cases  the  wall  of  the  artery  has  been  damaged 
by  traumatism  without  being  severed. 

A condition  such  as  the  one  reported  can  be 
handled  much  more  safely  by  an  external  in- 
cision rather  than  through  the  pharyngeal  wall 
with  the  structures  in  plain  view.  Hemorrhage 
from  the  arterial  trunk  can  be  temporarily  con- 
trolled by  direct . pressure  until  permanent 
methods  of  hemostasis  can  be  applied. 

This  type  of  surgery  requires  boldness  and 
dexterity  fo  obtain  the  best  results. 

B.  F.  Zimmierman:  I would  like  to  stress  one 

point  that  Dr.  Sherrill  made  in  regard  to  diag- 
nosis of  these  conditions.  Whenever  there  is 
intermittent  bleeding  from  the  pharynx,  or 
elsewhere,  always  be  on  the  lookout  for  hemor- 
rhage as  the  result  of  ulceration  into  a large 
vessel.  I have  seen  such  hemorrhages.  Some 
of  you  men  here  this  evening  will  remember  a 
case  we  had  back  in  1918,  Base  Hospital  52 
Rimacourt,  in  which  the  carotid  was  niched  by 
a gun-shot.  This  man  had  been  shot  ten  days 
before,  in  the  left  cheek  and  was  apparently 
convalescing  normally.  I happened  to  be  mak- 
ing rounds  and  was  in  the  adjacent  ward  at  the 
time  he  had  a terrific  hemorrhage.  This  pa- 
tient had  three  convulsions,  but  finally  under 
local  anesthesia  we  succeeded  in  ligating  the 
common  carotid  artery.  He  made  an  uneventful 
recovery.  I have  seen  a man  with  a hemorrhage 
from  the  deep  epigastric  artery  who  had  a sup- 
purative condition  following  an  appendectomy. 
There  was  intermittent  bleeding  for  about  two 
days.  Hemorrhage  became  excessive  and  was 
only  finally  controlled  by  operation.  One  should 
be  very  careful  whenever  there  is  an  infection 
about  these  lai'ge  vessels,  and  particularly  when 
there  has  been  intermittent  bleeding.  Always 
be  on  the  lookout,  and  have  ready  facilities  to 
perform  a ligation.  Better  stm,  if  in  doubt, 
takei  a chance  on  ligating  before  there  is  ulcera- 
tion and  uncontrollable  hemorrhage. 

A.  E.  CoKen,  (in  closi"g)  : This  is  one  of  the 
most  interesting  cases  I have  observed. 

Because  of  the  x-ray  evidence  of  healed  pul- 
monary tuberculosis  we  were  placed  somewhat 
on  the  wrong  tract  in  trying  to  detennine  the 
origin  of  these  hemorrhages.  The  mass  in  the 
throat  was  not  large  and  did  not  pulsate.  There 
was  no  bleeding  point  which  could  be  seen 
inside  the  throat.  None  of  us  suspected  an 
erosion  of  the  common  carotid.  However,  I 
am  sure  had  there  been  such  a suspicion  the 
surgical  consultants  would  have,  insisted  upon 


an  exploratory  operation. 

In  reading  over  the  case  histones  which  have 
been  reported,  I was  struck  by  the  similar  prog- 
ress of  the  disease  and  the  similar  confusion  in 
diagnosis  and  treatment.  Our  purpose  in  pre- 
senting this  paper  has  been  to  call  to  the  at- 
tention of  the  medical  profession  the  possible 
danger  from  hemorrhage  from  the  nose  and 
throat  particularly  when  the  origin  is  not 
recognized. 

Claude  T.  Wolfe,  (in  closing)  : I have  very 

little  to  add  except  to  emphasize  the  fact  that 
the  case  was  watched  very  carefully  by  all  of 
the  consultants  and  myself. 

With  negative  x-ray  and  clinical  findings,  ad 
of  us  felt  that  watchful  waiting  was  justifiable 
in  view  of  the  improvement  that  the  patient  was 
showing. 

DIAGNOSIS  AND  TKEATxAIENT  OP 
DO RDE KLINE  H YPERTH YROIDISM* 

\V.  O.  Johnson,  M.  D.,  F.  A.  C.  S. 

Louisville. 

The  differential  diagnosis  of  borderline 
hyperthyroidism  from  certain  other  non-toxic 
conditions  jiresents  indeed  a difficult  prob- 
lem. 

We  must  fir.st  understand  what  is  meant 
by  “hyperthyroidism.”  This  term  is  .gen- 
erally used  to  define  a disease  of  unknown 
etiology,  which  is  associated  with  an  abnor- 
mally increased  secretion  of  the  thyroid 
gland,  a “syndrome  disease,”  in  which  there 
is  a background  of  psychopathic  inadequacy 
in  the  individual,  and  upon  which  the  ex- 
cessive secretion  of  the  thyroid  gland  is 
brought  to  bear,  thereby  producing  the  symp- 
tiMus  as  found  in  the  disease. 

To  define  a border  line  hyperthyroidism 
we  may  call  it  a mild  hyperthyroidism,  in 
which  the  history  is  indefinite,  the  symptoms 
atypical,  and  the  basal  metabolism  below 
plus  thirty. 

This  condition  may  be  of  long  standing, 
and  unsuspected,  and  mistakenly  treated  for 
many  other  conditions.  However,  the  ten- 
dency of  many  physicians  to  suspect  and  treat 
any  complaints  associated  with  “nervousness” 
as  disorders  in  the  thyroid  function  has  lead 
them  to  diagnose  many  cases  as  hyperthyroid- 
ism that  are  not  primary  thyroid  disorders. 

There  are  'a)  few  conditions  which  may 
readily  be  mistaken  for  hyperthyroidism,  but 
are  not  relieved  when  so  treated.  The  most 
common  of  these  are  “exhaustive  neuroses,” 
“ neuro-circadatory  asthenia,”  some  cases  of 
tuberculosis,  some  early  forms  of  maniac  de- 
pres.sive  insanity,  and  some  early  agitative 
forms  of  Parkinson’s  disease.  The  purpose 

*Kp;ul  hffore  ^ruklnuigh  Hill  Medical  Society,  Lebanon, 
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of  this  paper  is  to  differentiate  the  symp- 
toms and  findings  of  borderline  hyperthy- 
I’oidisni!  from  similar  conditions,  and  present 
the  'operative  results  in  such  cases. 

For  a more  accurate  study  I will  select 
sixty-eight  cases  reported  by  Clute,  and 
twelve  of  my  own  cases,  whose  basal  meta- 
bolism was  below  plus  tliirty,  22%  of  these 
cases  'being  plus  or  minus  fifteen.  All  have 
been  subjected  to  thyroidectomy  and  have 
been  followed  at  three  month  intervals  for 
at  least  one  year  by  clinical  studies  and 
metabolism  tests. 

History : The  onset  of  the  symptoms  are 

usually  insidious  and  vague,  generally  dating 
back  for  yeai-s,  and,  not  infrequently  they 
are  associated  with  more  or  less  constant 
poor  health  and  frequent  “nervous  break- 
downs,” and  other  evidences  of  impaired 
health. 

“Nervousness,”  however,  is  the  most  fre- 
quent and  constant  symptom,  present  usually 
throughout  tlie  course  of  the  disease  and  al- 
most invariabW-  associated  with  the  other 
symptoms.  The  word  “nervousness,”  how- 
ever, is  very  difficult  to  analyze.  In  some 
jieople  it  implies  only  a .-liakiness  of  the 
hands  and  a tremulous  body,  in  other  cases, 
mental  unrest,  uneasiness,  and  'award  agita- 
tion which  is  not  controlled,  and  ,vnli  a great 
many  people,  habitual  nervous  movements 
alone  are  interpreted  as  nei’vousness.  So  one 
must  first  define  what  the  nervousness  of 
hyperthyroidism  is  before  it  can  be  separated 
from  the  other  nervous  manifestations. 

Tlie  patient  with  hyperthyroidism!  is 
usually  optimistic  and  hopeful  of  the  future, 
not  readily  convinced  that  she  is  ill,  and 
though  she  may  be  almost  completely  in- 
capacitated is,  nevertheless,  still  ambitious, 
and  Avill  persist  in  saying  that  she  feels  well 
and  is  perfectly  able  to  carry  on  her  work. 
Unless  her  nervousness  is  called  to  her  atten- 
tion, she  is  not  really  conscious  of  it.  The 
Tiorvousness  of  a hyperthyroid  patient  is  not 
actually  a conscious  nervous  state,  but  is  a 
conscious  driving  force  within  the  individual 
which  she  feels  must  be  satisfied ; and  only 
by  her  clumsiness  or  having  others  call  at- 
tention to  her  trembling,  does  she  become  con- 
scious of  nervousness  in  the  early  stages. 

There  is  one  form  of  shakiness  in  the  hyper- 
thyroid state  that  is  rather  characteristic. 
Resides  the  digital  tremor,  there  is  a vibra- 
tory tremor  felt  in  the  muscles  of  the  fore- 
arm which  is  of  great  diagnostic  significance 
in  these  eases,  for  it  is  present  in  very  few 
other  conditions;  (obtained  when  the  fingers 
are  extended  and  hand  of  examiner  on  fore- 
arm.) 

Associated  with  this  nervousness,  a new 
■mental  state  is  frequently  developed,  one  of 
marked  instability,  and  the  patient  may  pass 


frequently  from  laughter  into  tears  without 
adequate  cause.  Marked  irritability  and  in- 
ability to  adjust  herself  to  the  usual  routine 
of  life  develop  in  the  patient  who  has  pre- 
viously been  amiable,  but  through  it  all, 
there  is  usually  an  optimistic  trend. 

Palpitation  of  the  heart  is  the  next  most 
constant  symptom,  anu  is  usually  the  chief 
reason  for  seeking  .medical  assistance.  This 
jialpitation  comes  on  at  any  time  of  the  day 
or  night,  and  is  commonly  felt  after  meals, 
and  always  with  the  least  over  work  or  ex- 
citement. But  one  outstanding  factor  is  that 
the  palpitation  of  hypeidhyroidism  usually 
occurs  at  night,  and  keeps  the  patient  awake, 
or  awakens  her  at  night.  It  is  not  always 
related  in  its  onset  to  exertion,  fright  or  ex- 
citement, but  often  comes  when  the  patient 
is  sitting  quietly  or  in  bed. 

Increased  fatigueability  is  a frequent  com- 
plaint, with  even  a small  amount  of  exertion. 
The  patient  is  a.mibitious  and  quite  anxious 
to  work,  but  is  unable  to  do  so  because  of 
fatigue.  The  leg  muscles  are  usually  the  first 
to.  be  noticed,  especially  when  walking  up- 
stairs (quadriceps).  This  may  be  an  early 
and  extremely  good  diagnostic  lead.  The 
patient  notices  first  a shortness  of  breath, 
then  fatigueability  in  climbing  stairs. 

In  the  borderline  hyperthyroidism,  as  in 
the  definite  cases,  the  increased  susceptibility 
to  heat  is  a significant  factor.  There  is  first 
an  increased  sense  of  body  heat,  and  with 
it  a marked  increase  in  perspiration  which 
is  noticeable  to  the  patient  at  times,  hot 
flashes  in  the  upper  part  of  the  body.  The 
patient  also  notices  that  she  is  more  and  more 
uncomfortable  in  rooms  which  are  comfort- 
able to  others.  The  appetite  is  usually  al- 
ways good,  not  as  ravenous  as  in  marked 
hyperthyroidism,  and.  one  outstanding  factor 
is  that  with  good  appetite  there  are  very 
few,  if  any,  digestive  disorders,  and  the 
bowels  are  usually  not  constipated  when  they 
may  have  been  troublesome  before. 

In  these  cases  the  variations  in  weight  are 
not  great;  the  patient  may  gradually,  over 
a period  of  months,  become  thin,  but  there 
is  no  sudden  loss  in  weight,  and  this  loss  in 
weight  is  in  the  presence  of  a ^ constantly 
good  appetite  and  no  digestive  disorders. 

The  menstrual  order  may  not  be  changed, 
and  if  changed,  usually  becomes  gradually 
diminished  in  flow;  but  there  is  no  change  in 
reoiilarity  and  usually  no  other  specific 
symptoms  noted'  referable  to  the  pelvis. 

So  we  see  in  the  history  of  true  border- 
line hyperthyroidism  a driving,  optimistic, 
hopeful  nervousness,  associated  with  palpita- 
tion of  the  heart,  not  always  related  to  ex- 
ercise or  exertion,  and  occurring  at  rest  or 
at  night : a good  appetite,  no  digestive 

troubles,  but  graldual  loss  in  weight,  weak- 
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ness,  feeling  of  body  warmth,  susoeptibility 
to  heat  and  free  perspiration. 

There  is  another  complaint  that  is  of  im- 
portance to  me  and  that  is  what  the  patient 
complains  of  as  loss  of  memory,  but  analysis 
sliould  really  be  defined  as  loss  of  attention. 
The  patient's  driving  nervousness  causes  her 
mental  activity  to  run  far  in  advance  of  her 
physical  ability  and  she  does  not  become 
cojgnizant  of  her  physical  activities  at  the 
time  of  the  act.  From  the  physical  side  the 
examination  may  be  most  unsatisfactory,  be- 
cause there  may  be  no  positive  findings  to 
explain  the  complaints  of  the  individual. 

It  is  very  important  to  see  a patient  of 
this  type  at  intervals  to  get  cross-section  of 
her  activities  before  reaching  a definite  con- 
clusion. 

in  over  50%  of  these  cases  there  is  no 
goitre  or  any  enlargement  of  the  thyroid 
present,  and  rarely  are  there  bruits  or  thrills 
over  the  poles,  or  definite  evidence  of  in- 
creased vascularity  in  the  gland.  The  gland 
may  be  very  small  and  firm. 

It  is  a great  mistake  and  one  too  often 
made  in  doubtful  cases,  to  diagnose  a condi- 
tion as  of  hyperthyroidism  as  soon  as  the 
presence  of  an  enlargement  of  the  thyroid  is 
discovered.  Some  of  the  most  severe  ciases 
of  hyperthyroidism  are  not  associated  with 
any  appreciable  enlargement  of  the  thyroid, 
for  if  enlargement  is  to  be  of  diagnostic 
significance,  the  gland  must  be  hyperplastic 
in  type,  with  increased  vascularity  palpable 
in  the  gland,  which  must  be  distinguished 
from  the  soft,  colloid  variety  found  in  many 
neurotic  young  women. 

Eye  signs  are  usually  variable  in  these 
cases.  The  most  common  finding  is  a stare, 
possibly  with  slight  widening  of  the  palpe- 
bral margins  and  increased  glistening  of  the 
conjunctiva  due  to  increased  lacrimal  secre- 
tion; slight  lid  lag  may  be  present.  One 
must  differentiate  such  a stare  from  that  of 
a frightened  nervous  woman  with  dilated 
pupils,  which,  after  a few  words  of  reassur- 
ance, disappears. 

Hyperthyroidism  is  not  as  a rule  present 
without  a definite  tachycardia.  It  is  constant 
and  persistent,  does  not  diminish  in  rate  to 
any  great  degree  and  does  not  fluctuate  in 
range  as  much  as  in  the  excitable  oases  of 
neurosis.  Heart  sounds  are  usually  force- 
ful and  valvular  sounds  are  suggestive  of 
more  rapid  filling  and  emptying  of  the  heart. 

The  presence  of  tachycardia  or  even  an 
elevation  of  blood  pressure  does  not  prove 
that  hyperthyroidism  is  present.  The  pulse 
))ressure  is  usually  elevated  or  high  and  dias- 
tolic pressure  usually  remains  normal  or  be- 
low normal. 

Warm,  moist,  oily  skin  is  usually  present 


and,  associated  with  the  other  facts,  is  of 
importance. 

The  diagnostic  importance  of  the  basal 
metabolic  rate  has  been  over  emphasized  in 
tins  disease.  Repeated  estimations  of  the 
metabolism  under  truly  basal  conditions  must 
be  made  before  any  significance  can  be  at- 
tached to  them,  and  then  these  should  be 
considered  only  in  conjunction  with  the  phy- 
sical findings  and  carefully  studied  history. 

. ne  diagnosis  of  these  cases  can  be  settled 
by  no  single  detail.  Great  care  must  be  taken 
in  metabolic  tests  to  rule  out  technical  errors. 

A problem  too  frequently  encountered,  and 
most  defiant  of  diagnosis  is  that  presented 
by  the  patient  who  has  been  suspected  of 
hyperthyroidism  and  previously  treated  with 
iodine.  When  the  patient  has  been  taking 
iodine  for  any  length  of  time,  some  of  the 
significant  findings  on  which  the  diagnosis 
of  hyperthyroidism  is  made  will  be  masked 
or  absent,  land  under  such  conditions,  the 
diagnosis  should  be  withheld  until  another 
remission  of  the  disease.  Iodine  in  the  treat- 
ment oif  goitre  should  be  used  only  in  the 
prophylactic  treatment  of  adolescent  goitre, 
in  preparation  of  toxic  patients  for  opera- 
tion for  a period  of  not  over  thirty  days,  if 
the  heart  permits,  during  lactation  in  goiter- 
ous  mothers  and,  in  certain  cases,  at  meno- 
pause. 

Let  us  now  present  some  of  the  conditions 
that  are  so  commonly  confused  with  the  bor- 
derline hyperthyroidism  and  see  how  they 
contrast. 

The  most  common  condition  which  simu- 
lates borderline  hyperthyroidism  is  neuro- 
circulatory  asthenia,  or  neurasthenia. 

By  careful  study  of  the  mental  state  of  the 
patient  helpful  data  can  be  accumulated. 
The  pessimistic  viewpoint  of  a constantly 
complaining  individual  whose  many  somatic 
ailments  are  out  of  proportion  to  all  path- 
ological or  physiological  association,  differs 
so  decidedly  from  the  bubbling  over  optimism 
and  the  alert  stimulated  mentality  of  the 
hyperthyroid  state,  that  the  contrast  is 
marked,  and  will  alone  aid  greatly  in  the 
diagnosis.  This  depression,  together  with 
choking  sensations,  bands  about  the  neck, 
constrictions  and  lumps  in  the  throat,  all  im- 
agined, together  Avith  manifold  and  ^con- 
tinuous  worries  over  imaginary  states  and  a 
delight  in  the  assumption  of  martyrdom,  fall 
into  line  to  further  distinguish  the  neurotic, 
but,  in  the  minds  of  many,  such  character- 
istics are  frequently  mistaken  for  hyper- 
thyroidism. If  a patient  presents  a healthy 
looking  body  and  a long  history  of  ill  health, 
if  she  feels' better  in  hot  weather  and  is  de- 
pressed in  cold  and  consequently  avoids  cold 
climates,  if  she  perspires  very  little,  if  any, 
has  a very  capricious  appetite,  and  is  always 
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constipated,  the  physician  should  at  once 
be  skeptical  of  the  possibility  of  thyroid 
hypertunction. 

“fatigue  neurosis”  is  another  quite  com- 
mon condition  that  is  mistaken  for  hyper- 
thyroidism. This  is  best  illustrated  by  a 
hypothetical  history  to  picture  such  a case. 
A woman,  is  married  and  has  two  or  more 
children.  All  her  life  she  has  not  been 
strong  land  has  consequently  been  indulged. 
The  finaneial  or  social  status  of  her  mar- 
riage has  not  exactly  equalled  her  anticipa- 
tion; i-esponsibilities  are  too  great,  so,  grad- 
ually, or  abruptly,  she  becomes  nervous  and 
tired,  develops  varied  complaints,  notices 
rapidity  of  heart  action,  tremors,  s o m e. 
loss  in  appefite,  stomach  troubles,  v/eight 
loss  .and  constipation.  With  her,  a me- 
tabolism is  not  necessary  to  distinguish 
the  neurasthenic  state  from  hyperthyroidism. 

Here  you  have  social  and;  economic,  physic 
and  physical  problems  combined,  and  such  a 
case  is  the  most  difficult  to  handle  because 
of  the  lack  of  personal  initiative,  and  the 
unwillingness,  on  the  part  of  the  patient,  to 
face  her  problem  squarely.  You  cannot  cure 
one  who  does  not  want  to  get  well. 

One  very  confusing  finding  in  the  minds 
of  many  is  that  of  a small  thyroid  enlarge- 
ment. In  these  cases  the  diagnosis  is  quite 
difficult  at  times,  but  upon  the  repeated 
finding  of  normal  or  low  metabolism,  with 
the  preponderance  of  the  pessimistic  symp- 
toms of  a neurotic  individual,  one  in  time 
should  have  little  difficulty  in  diagnosing 
the  condition. 

Certain  cases  of  organic  heart  disease  or 
mitral  stenosis  frequently  have  symptoms 
which  may  simulate  borderline  hyperthy- 
roidism. Shortness  of  breath,  fatigueability, 
nervousness,  and  palpitation  of  the  heart,  be- 
ing common  symptoms  are  at  times  confusi^ 
but  when  there  is  present  a true  organic  dis- 
ease, and  an  absence  of  other  indications  of 
thyroid  disturbance,  such  as  moist  skin, 
weight  changes,  subjective  effect  of  heat, 
and  the  bright  mental  attitude,  and,  in  ad- 
dition, no  physical  findings  in  the  gland  it- 
self. the  diagnosis  should  not  be  difficult. 

If  hyperthyroidism  should  occur  in  such 
an  etxhausted  condition  it  is  very  important 
to  see  that  prompt  relief  is  obtained  to  pre- 
vent subsequent  cardiac  damage. 

Hypertension  is  commonly  a confusiug 
condition.  Essential  hypertension,  hyper- 
tensive heart  disease  or  cardio-renal  hyper- 
tension may  produce  a so-called  “nervous- 
ness,” palpitation  of  the  heart,  slight  eleva- 
tion in  basal  metabolic  rate  and  feeling  of 
warmth  of  skin  and  moist  skin.  One  must 
be  most  gu'arded  in  his  decision;  in)  such 
cases,  for  it  is  only  after  a period  of  obser- 
vadtion  that  a definite  diagnosis  can  be 


ascertained.  Pulmonary  tuberculosis,  dia- 
betes, pregnancy,  and  conditions  producing 
prolonged  low  metabolism  must  all  be  ruled 
out  in  the  diagnosis  of  borderline  hyper- 
thyroidism. 

In  the  treatment  of  borderline  hyperthy- 
roidism the  most  important  thing  is  to  be 
sure  of  the  diagnosis.  It  should  be  insisted 
that  those  patients  who  have  been  taking 
iodine,  or  who  have  had  improvement  with 
iodine,  should  be  free  from  iodine  medica- 
tion for  at  least  two-three  months  and  then 
have  a re-check  of  history,  physical  examina- 
tion and  basal  metabolic  rate.  Insist  on 
having  her  return  to  full  activity  to  see  if 
her  mind  can  be  relieved  of  any  suspicion 
or  fear  of  possible  thyroid  trouble,  and  if 
hyperthyroidism  is  actually  present  under 
such  conditions  it  will  readily  re-appear. 

We  cannot  have  much  help  in  the  diagnosis 
if  the  patient  continues  with  rest  and  seda- 
tives. Until  she  proves  definitely  by  her 
symptoms,  examination  and  basal  metabolic 
rate  that  mild  hyperthyroidism  is  present, 
Ave  do  not  recommend  radical  procedures. 
For  in  those  cases  that  do  not  have  mild 
hyperthyroidism  present  we  have  only  un- 
satisfactory results  and  many  consequent 
cases  of  myxoedema  which  are  worse  to  treat 
than  the  original  cases. 

So  we  place  the  burden  of  proof  on  the 
patient  to  show  by  the  results  of  her  activity 
and  absence  of  iodine  that  she  really  has 
hyperthyroidism,  and  until  the  diagnosis  is 
unquestionable,  surgery  should  be  avoided. 
In  these  cases  that  have  unquestionable  mild 
or  borderline  hyperthyroidism,  sub-total 
thyroidectomy  is  the  treatment  of  choice. 
Patients  who  have  mild  liyperthyroidism, 
and  are  treated  with  rest  in  bed,  limitation 
of  activity  and  iodine,  not  only  are  not  cured 
by  this  form  of  treatment,  but  the  period  of 
disability  is  markedly  prolonged. 

X-ray  treatment  has  been  used  in  a number 
of  these  cases  for  long  periods  of  time,  and 
we  have  seen  patients  under  these  circum- 
stances whose  basial  metabolic  rate  has  re- 
mained normal  or  below  normal,  and  yet  are 
still  subject  to  the  same  group  of  symptoms 
as  experienced  before  x-ray  treatment.  It 
is  important  to  note  here  that  there  are  many 
cases,  not  thyroid  in  origin,  belonging,  rather, 
in  the  neurotic  group,  which  as  Ave  know  will 
improve  for  a time  with  almost  any  form  of 
treatment,  and  will  relapse  into  their  nervous 
state  again  Avhen  the  treatment  is  discon- 
tinued. Also,  similar  cases  erroneously  diag- 
nosed as  hyperthyroid  states  have  been  psy- 
chically cured,  and  it  is  such  recorded  cases 
wdiich  give  false  data  of  cures  obtained 
with  x-ray  treatment. 

In  cases  of  true  hyperthyroidism  where 
there  is  a physical  change  in  the  gland,  only 
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alter  tiiyroidectomy  is  it  possible  ior  pa- 
nenis  to  ue  peruiauciitly  relieved  aud  return 
to  a normal  state  ol  living,  ivnu  may  i state 
bijiat  It  IS  not  until  tlie  patient  lias  uaci  tne 
amount  oi  giana  removed,  proper 
pre-  and  post-operative  treatment,  a period 
V,...  at  ctusi  mree  montns  up-building  and  one 
year's  observation  to  re-establisli  tne  proper 
endocrine  and  psycnic  adjustment  and  bal- 
ance, tliat  a permanent  cure  is  obtained. 

Tlie  technique  ol  tlie  operation  in  ni;iid 
hyperthyroidism  is  no  dilierent  Irom  the 
severe  tnyroid  eases,  but  it  is  technically 
more  dilticult  because  oi  the  small  size  of  the 
gland  and  tbe  many  possibilities  of  complica- 
tions present. 

' Myxoedema  following  the  operation  in 
these  cases  is  higher  than  in  severe  cases,  but 
the  treatment  witli  thyroid  extract  is  satis- 
factory. W ith  sub-total  thyroidectomy  in  these 
cases  of  defm‘te  mild  liypertliyroidism,  85% 
cures  can  be  expected,  with  a permanent 
lowered  metabolism  to  within  normal  limits, 
and  the  patients  return  to  their  former  oc- 
cupations. 

Conclusions 

In  the  diagnosis  in  border  line  hyperthy- 
roidism the  burden  of  proof  is  on  the  patient 
and  one  must  be  certain  in  that  diagnosis 
before  operation  is  advocated. 

(2)  Sub-total  thyroidectomy  with  post- 
operative care  and  follow’  up  give  85%  satis- 
factory results,  and  is  definitely  indioated  in 
these  cases  of  borderline  hyperthyroidism. 

(3)  Post-operative  myxoedema  is  high  and 
only  temporary  in  these  cases,  but  it  is  well 
controlled  by  thyroid  extract. 

(4)  Sub-total  thyroidectomy  should  not  be 
done  on  a case  that  does  not  have  definite 
hyperthyroidism. 

NEWS  ITEMS 

The  next  written  examination  of  the  American 
Board  of  Obstetrics  and  Gynecology  will  be  held 
on  Saturday,  October  22,  at  2 p.  m.,  in  19  dif- 
fernt  cities  of  the  United  States  and  Canada. 
In  order  to  reduce  traveling  expenses  for  can- 
didates special  arrangement  may  be  made 
through  the  Secretary  for  taking  the  written 
examination  at  any  city  other  than  those  reg- 
ularly specified  where  there  is  a Diplomate  who 
can  be  empowered  to  conduct  the  examination. 
This  arrangement  does  not  apply  to  the  gen- 
eral, clinical  examination. 

The  next  general,  oral  and  clinical  examina- 
tion, is  to  be  held  in  conjunction  with  the  meet- 
ing of  the  Pacific  Coast  Society  of  Obstetrics 
and  Gynecology  at  Los  Angeles,  California,  on 
December  7 provided  there  are  sufficient  ap- 
plicants. 

The  only  reduction  in  railroad  fares  that  will 
be  available  will  be  possible  seasonal  or  round 
trip  special  rates.  Information  regarding  this 
should  be  obtained  from  any  railroad  agent. 


Ihe  candidates  will  have  the  opportunity  also 
of  attending  the  scientiiic  sessions  of  tnis  So- 
ciety, as  tne  examination  is  scneUuled  for  the 
day  preceding  the  opening  oi  tne  session. 

Applications  for  these  examinations  should  be 
liieu  immediately.  Lists  close  lor  Group  B ap. 
piicants  (see  booklet)  on  October  5,  and  for 
uiuup  A applicants  on  November  15. 

for  application  blanks  and  other  information, 
address  Dr.  Paul  Titus,  Secretary,  1015  Hign- 
land  Building,  Pittsburgh,  Pennsylvania. 


William  J.  Martin,  Jr.,  M.  D.,  announces  the 
opening  of  offices.  Practice  limited  to  Surgery 
of  the  Anus  and  Rectum.  Diagnosis  of  Colonic, 
Kectal  and  Anal  Diseases.  Office  Hours:  8:00 
to  1:00  and  by  appointment.  800-801  Brown 
Building,  Louisville. 


COUNTY  bOCiL'lY  REPOKib 

Seventh  District:  The  Seventh  District  Coun- 
cilor Meeting  was  held  in  Crab  Orchard  Spring 
Hotel  August  4.  Dr.  Virgil  Kinnaird  presiding, 
and  the  following  present:  Louis  Frank,  Wallace 
I'rank,  A.  Hays  Davis,  F.  P.  Strickler,  J.  L. 
JoneS)  C.  D.  Enfield,  L.  H.  South.  Louisville; 
Nvii-i  Zia,  Stambul,  'rurker  W.  F.  Lamb,  Stan- 
ford; J.  L.  Phillips,  Crab  Orchard;  T.  J.  Acton, 
Eubank;  D.  B.  Southard,  Stanford;  W.  H.  Smith, 
Danville;  J.  B.  Floyd,  Richmond;  J.  S.  Brown, 
Stanford;  W.  L.  Crosby,  Williamsburg;  W.  M. 
Dr.  Dabney;  R.  W.  Smith,  Stearns;  W.a'ker 
Owen  Jones,  Mt.  Vernon. 

After  a very  excellent  dinner  of  fried  chicken 
and  country  ham,  the  meeting  was  held  in  the 
auditorium  with  the  following  program: 

“Decurrent  Dislocation  of  the  Shoulder”  (mo- 
tion picture),  F.  P.  Strickler,  Louisville. 

“Oxygen  Therapy’”  (lantern  slides),  R.  H. 
Davis,  Louisville. 

“Cancer  of  the  Breast”  (motion  picture  of 
living  cancer  cells),  L.  Wallace  Frank  and  C.  D. 
Enfield,  Louisville. 

VIRGIL  KINNAIRD,  Councilor. 


Franklin:  The  regular  montniy  session  of  the 

Franklin  County  Medical  Society  was  held 
Thursday,  September  1st,  in  the  Capital  Hotel, 
this  being  the  first  meeting  since  June  2nd. 

The  President  called  the  meeting  to  order. 
The  minutes  of  the  last  meeting  were  read  and 
approved.  Members  present:  Drs.  Patterson, 

Snyder,  Travis,  Martin,  Coleman,  Minish,  Coblin, 
Ginn,  Heilman,  Jackson,  Stewart,  Demaree  and 
Youmans. 

Dr.  L.  T.  Minish  had  charge  of  the  program 
and  was  fortunate  in  secu-ing  Dr.  W.  0.  John- 
son, of  Louisville,  specialist,  who  gave  a most 
interesting  talk  on  “Goiter”  which  was  enjoyed 
iby  all  present. 

C.  E.  YOUMANS,  Secretary. 
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NEXT  MEETING  MURRAY 


[November,  1932 

ADDITIONAL  COUNTY  SOClElY  REPORTS 

Jefferson:  The  following  is  the  program  for 

the  November  Meetings  of  the  Jefferson  County 
Medical  Society: 

November  7th — Case  Reports 

Chronic  Pancreatitis,  W.  0.  Johnson,  M.  D. 

Ruptured  Duodenal  Ulcer,  J.  Garland  Sher- 
rill, M.  D. 

Essay 

The  Activities  of  the  Department  of  Psy- 
chiatry and  Mental  Hygiene  of*the  University  of 
Louisville  School  of  Medicine,  S.  S.  Acker- 
ly  M.  D. 

November  21st — Case  Report 

Birth  Injuries,  Henry  M.  Rubel,  M.  D. 

Symposium  on  The  New-Born 

Resuscitation,  Nora  D.  Dean,  M.  D. 

Hemorrhagic  Diseases  of  the  New-Born,  Lee 
Palmer,  M.  D. 

Intracranial  Birth  Injuiies,  James  H.  Prit- 
chett, M.  D. 

Infections  in  the  New-Born,  Philip  F.  Bar- 
bour, M.  D. 

Discussion  to  he  opened  by  Drs.  W.  W.  Nich- 
olson and  Henry  M.  Rubel. 

GUY  AUD,  President, 

ULY  H.  SMITH,  Secretary. 


Nelson:  The  Ne'son  County  Medical  Society 

met  at  the  City  Hall,  Bardstown,  Wednesday, 
September  26  with  the  President,  Dr.  E.  D. 
'Mudd,  New  Haven,  presiding. 

The  following  were  present:  Dr.  and  Mrs. 

Shackette,  Hodgensville;  H.  S.  Harned,  Boston; 
Dr.  and  Mrs.  H.  R.  Wilbur,  Lebanon;  Dr.  and 
Mrs.  0.  M.  Crenshaw,  Lebanon;  Dr.  and  Mrs. 
J.  I.  Greenwell,  New  Haven  ;Drs.  Jethra  Hancock, 
A.  E.  Bell,  S.  C.  McCoy,  J.  H.  Pritchett,  J.  D. 
Allen,  L.  H.  South,  Irvin  Abell,  Winston  Rut- 
ledge, Louisville;  Dr.  J.  J.  Wakefield,  Bloom- 
field; Dr.  G.  G.  Thorton,  Lebanon;  Dr.  and  Mrs. 
A.  C.  Overall,  Lawrencehurg;  Dr.  and  Mrs.  A.  D. 
Steely,  Bardstown;  Mrs.  Henry  L.  Muir,  Bards- 
town; R.  H.  Greenwell,  Bardstown;  Dr.  J.  D. 
Lilliard,  Lawrencehurg;  Dr.  M.  W.  Hyatt,  Miss 
Nellie  Hyatt,  Willisburg;  W.  E.  Crume,  Bards- 
town, Mrs.  Irvin  Abell,  Louisville;  J.  B.  Overall, 
and  Roddie  Hamilton,  Springfield. 

The  following  program  was  carried  out: 
Prenatal  Syphilis,  Winston  RutledgJ,  M.  D., 
Louisville.  Discussion  by  Jethra  Hancock,  M.  D., 
Louisville. 

Sequellae  of  Scarlet  Fever  in  the  Otolaryn- 
geal  Field,  A.  E.  Bell,  M.  D.,  Louisvile. 

Dinner  1 P.  M., — Old  Kentucky  Home  Hotel. 
Surgical  Tuberculosis  of  the  Kidney,  S.  C. 
McCoy,  M.  D.,  Louisville. 

Treatment  of  Retro  Displacement  and  Com- 
nlete  Relapse  of  the  Uterus  (Lantern  Slides). 
Irvin  Abell,  M.  D.,  Louisville. 

Diphtheria  Problems,  J.  H.  Prichett,  M.  D., 
Louisville. 

RICHARD  H.  GREENWELL,  Secretary. 
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EDITORIAL 

TYPHOID  VACCINATION 

At  the  Wiashington  meetiiiig  of  the  American 
Public  Health  Association,  there  were  many 
discussions  on  the  value  of  vaccination  to 
prevent  typhoid  fever  and  numerous  health 
departments  weie  reporting  many  cases  oi 
typhoid  fever  occurring  after  vaccination,  and 
were  questioning  the  value  of  this  procedure 
for  preventing  typhoid  fever.  There  were 
many  arguments  regarding  repeating  the  in- 
oculations every  year  or  increasing  the  dos- 
age in  an  endeavor  to  secure  better  immunity. 
Many  of  the  health  officers  seem  to  have  for- 
gotten that  no  amount  of  vaccine  can  avoid 
the  results  of  an  overwhelming  and  concen- 
trated infection,  and  that  vaccination  is  a 
temporary  measure  and  that  sanitation  is 
permanent.  In  several  of  the  Southern  States 
where  emphasis  has  been  put  on  permanent 
sanitary  improvements,  especially  in  small 
towns,  chief  sources  of  the  disease,  reports 
show  that  the  pandemic  this  year,  caused  no 
increase  in  the  incidence  of  the  disease. 

The  late  Sir  Andrew  Balfour,  who  was 
Director  of  the  London  School  of  Hygiene 
and  Tropical  Medicine,  gave  the  following 
as  his  opinion  regarding  the  value  of  vaccina- 
tion as  a means  of  preventing  typhoid  and 
other  enteric  fevers;  “There  is  a tendency, 
a growing  tendency,  to  have  recourse  to  pre- 
ventive inoculation  which  proved  its  value  in 
time  of  war.  That  it  is  an  excellent  preven- 
tive measure  no  one  who  has  studied  the  sub- 
ject with  an  unbiased  mind  will  deny.  That 
it  is  a valuable  auxiliary  in  the  campaign 
against  typhoid  fever,  more  especially  in 
times  of  emergency,  will  be  generally  ad- 
mitted, but  it  appears  to  us  that  it  would 
be  a pity  were  it  to  usurp  first  place  in  the 
line  of  defence.  There  is  a distinct  danger 
that  this  may  occur,  and  that  thereby  com- 
munities will  be  led  to  neglect  their  obvious 
duties  in  the  way  of  providing  cleanly  sur- 
roundings and  carrying  out  essential  sanitary 
works.  It  is  no  doubi  cheaper  to  pay  bi-an- 
nually  for  three  preventive  doses  of  vaccine 
than  to  provide  satisfactory  sanitation.  It 
is  cheaper  but  not  wiser  in  the  long  run. 
Typhoid  fever  is  only  one  of  several  filth 
diseases,  and  if  a community  is  to  live  hap- 
pily and  healthily,  it  must  pay  handsomely 
for  those  services  which  abolish  filth  and  the 
ill  results  of  filth.  It  is  not  a sound  sanitary 


policy  to  rely  on  a large  scale  upon  a measure 
like  preventive  inoculation,  if  only  because 
the  enteric  fevers  cannot  be  divorced  from 
other  dangerous  maladies  against  which  au 
anti-typhoid  vaccine  conveys  no  protection, 
and  because  progress  in  sanitation  is  a most 
important  factor  in  education  and  the  phy- 
sical, mental  and  moral  improvement  of  man- 
kind.” 


CONGRATULATIONS  ON  A TWENTY- 
FIFTH  ANNIVERSARY 

Alluring  advertisements  and  persuasive 
radio  announcers  daily  bring  before  us  the 
need  for  clean  bodies,  teeth  protection,  sun- 
shine, plenty  of  refreshing  sleep  and  nour- 
ishing food.  But  it  was  not  ever  thus. 
Twenty-five  years  ago  the  majority  of  men 
and  women  seldom  read  or  heard  about  rea- 
sons why  one  should  practice  daily  health 
habits.  The  first  instrument  to  bring  this 
need  home  to  them  was  a tiny  symbol.  It  was 
used  as  a medium  to  teach  health  education. 
It  was  the  penny  Christmas  seal.  Its  twenty- 
fifth  anniversary  is  this  year.  Congra'^ula- 
tions ! 

Tuberculosis  associations  from  the  begin- 
ning have  made  health  education  one  of  their 
chief  concerns.  During  the  past  twenty-five 
years  their  teachings  have  contained  such 
slogans  as:  “Play  in  the  sunshine.”  “Go  to 
your  doctor  at  least  once  a year,”  “Keep 
your  body  clean  inside  and  out  with  plenty 
of  water,”  “Brush  your  teeth  twice  a day,” 
“A  cold  is  nothing  to  sneeze  about.”  The.se 
statements  were  backed  bv  scientific  reasons 
for  obeying  health  laws.  “By  preventing  tu- 
berculosis we  can  eventually  stamp  it  out.” 
was  the  basic  theorv  upon  which  they  found- 
ed their  nationwide  health  movement. 

There  is  no  question  that  todav  practicallv 
everybody — from  the  school  child  to  the  grand- 
father— has  becomo  health-conscious.  Soan 
manufacturers,  food  producers,  bathinsr  suit 
makers,  and  many  other  business  concerns 
have  capitalized  our  health-consciousness. 
We  are  made  aware  of  this  fact  every  time 
we  look  through  a magazine  or  turn  on  the 
radio.  Far  be  it  from  the  2,084  State  and 
local  tuberculosis  associations  or  their  leader, 
the  National  Tuberculosis  Association,  to  take 
undue  credit  for  better  health  conditions 
that  were  bound  to  come  with  the  march  of 
progress.  For  their  symbol  of  good  health, 
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however,  the  gay  little  Christmas  seal,  they 
may  justly  be  proud.  Appealing  to  news- 
boy and  banker  alike,  these  holiday  stickers 
have  come  to  be  the  accepted  “seals  of 
health.” 

This  year  is  the  tAventy-fifth  anniversary 
of  their  use.  In  a comparatively  short  period 
of  time  they  have  helped  to  decrease  the 
death  rate  from  tuberculosis  to  less  than  one- 
half  of  what  it  was  in  1907.  On  a twenty- 
fifth  birthday  a person  is  just  standing  on 
the  threshold  of  productive  life.  Yet  at  that 
age  period  there  are  now  more  deaths  from 
tiibereulosis  than  for  any  other  age  period. 
For  that  reason  the  work  niust  still  go  on  and 
the  little  seals  must  be  sold  until  we  have  this 
sickness  as  well  controlled  as  smallpox.  For 
research  work,  clinics,  tuberculosis  nurses, 
protective  tests  among  children,  the  money 
must  be  raised.  Such  a good  beginning  must 
be  followed  by  a good  ending. 

The  Kentucky  Tuberculosis  Association  was 
organized  under  the  National  association  in 
1911.  In  that  year  deaths  from  tuberculosis 
in  the  State  totaled  5,293,  the  rate  being 
229.5  per  100,000  population.  Tn  1930,  the  rate 
had  dropped  to  94.5  per  100,000  population, 
the  aggregate  deaths  that  year  being  2469. 
In  1931,  the  rate,  after  steadilv  declinig  for 
several  years,  took  a slight  upturn,  the  rate 
being  95.2  and  the  total  number  of  deaths 
2474.  While  this  increase  is  comparatively 
small,  the  significant  fact  is  that  the  trend 
bad  changed  from  downward  to  unward,  and 
this  fact  gathers  additional  significance  from 
what  it  may  reasonably  be  assumed  to  por- 
tend. The  effects  of  economic  depression  on 
public  health  are  bound  to  be  cumulative.  The 
influence  of  prolonged  economic  strain  and 
stress  upon  tuberculosis  mortality  is  only  be- 
ginning definitely  io  manifest  itself.  From 
three  to  five  years,  assuming  that  the  peak 
of  the  depression  has  been  passed,  will  be 
required  to  show  the  full  effects. 

Tn  such  circumstances,  there  is  a A’^etn’’  defi- 
nite threat  of  a steady  increase  in  tubercu- 
losis in  Kentucky,  unless  extraordinary  ef- 
forts are  put  forth  to  control  the  disease.  To 
this  end,  every  possible  means  should  be  used 
to  locate  and  properly  take  care  of  cases  of 
tuberculosis  everywhere  in  the  Common- 
wealth. Money  for  this  purpose  must  come, 
if  it  is  to  come  at  all,  largely  from  the  sale 
of  Christmas  Seals. 

Congratulations  to  the  Christmas  Seal  on 
its  twenty-fifth  anniversary ! And  paradoxical 
as  this  birthday  wish  may  sound' — we  hope 
it  will  not  be  necessary'  for  the  Seal  to  reach 
its  fiftieth! 


MBS.  WALTER  JACKSON  FREEMAN 

Every  one  who  was  present  at  the  recent 
sessions  of  the  Kentucky  State  Medical  Asso- 
ciation will  remember  the  fine  presence  of 
Mrs.  Walter  Jackson  Freeman,  the  President 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  and  will  share  with  us 
in  sincere  regret  at  her  death  of  an  acute 
illness  which  developed  immediately  follow, 
ing  her  return  from  Louisville. 

Mrs.  Freeman  was  finishing  a tour  of  many 
states  when  she  was  in  Louisville,  but  her 
seemingly  tireless  enei^,  confidence  and 
vision  and  her  fine  conception  of  the  oppor- 
tunity presented  by  the  developing  organiza- 
tion which  had  honored  her  with  its  Presi- 
dency, was  one  of  the  most  interesting  events 
of  the  best  medical  meeting  ever  held  in 
Kentucky. 

Mrs.  Freeman  was  the  daughter  of  Doctor 
W.  W.  Keen,  one  of  the  world’s  greatest  sur- 
geons. He  passed  on  recently,  after  almost 
arriving  at  the  centiiry  mark.  Her  husband 
also  preceded  her  to  the  Great  Beyond,  but 
she  leaves  behind  two  sons  who  will  carry  on 
the  fine  traditions  of  one  of  the  great  medical 
families  of  our  country. 

It  was  a great  privilege  to  have  this  fine 
spirit  amongst  us  and  we  join  her  sorrowing 
friends  everywhere  in  acknowledging  the  joy 
she  gave  us  while  she  was  here,  where  she 
exemplified  the  real  values  in  life  by  her 
charm  and  her  wisdom. 


THE  SUMMER  ROUND-UP 

At  the  recent  meeting  of  the  State  Medical 
Association  Doctor  Minish  brought  to  the  at- 
tention of  the  profession  the  importance  of 
the  summer  round-up  of  pre-school  children 
that  is  being  promoted  by  the  Kentucky  Con- 
gress of  Parents  and  Teachers. 

Tbe  success  of  this  movement  is,  of  course, 
dependent  on  thorough  co-operation  between 
parents,  teachers  and  physicians.  The  idea 
is  to  get  the  public  educated  as  to  the  value 
of  securing  the  important  immunizations  and 
protections  for  child  health  at  the  proper 
time. 

Thoughtful  physicians  are  advising  ppents 
to  bring  tbeir  children  in  for  vaccination  at 
six  months,  diphtheria  immunization  at  nine 
months,  scarlet  fever  immunization  during  the 
third  year  and  the  beginning  of  the  tvphoid 
inoculations  during  the  fifth  year.  The  re- 
snonsibility  for  thc.se  procedures  should  be 
definitely  accepted  bv  the  family  pnyslciau. 
He  should  call  attention  of  tbe  parents  in  his 
nracti'Ce  to  tbe  necessity  of  these  procedures. 
At  the  time  of  such  inoculations  be  will,  of 
course,  carefully  examine  the  child  and  give 
such  adv'ice  as  is  necessary  to  have  it  in  the 
best  possible  condition  during  the  pre-.school 
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age  so  that  it  will  be  ready  to  enter  school 
sound  in  mind  and  body.  Where  the  phy- 
sician has  failed  to  do  his  duty  to  his  fam- 
ilies, the  summer  round-up  is  of  tremendous 
importance  in  centering  tne  attention  of  the 
heads  of  families  to  the  necessity  of  these  pro- 
cedures. 

It  is  very  important  for  the  profession  Lo 
keep  in  mind  that  three-fourths  of  the  deaths 
from  diphtheria  occur  between  the  ninth 
month  and  the  si^th  year  and  these  deaths  are 
only  going  to  be  prevented  if  the  immuniza- 
tions are  done  at  the  proper  time.  People 
cannot  know  these  things  except  as  they  are 
taught  them  by  their  doctors.  In  Kentucky 
the  medical  profession  is  especially  grateful 
to  the  Parent-Teachers  organizations  for 
bringing  the  attention  of  the  public  to  the 
important  progress  of  scientific  medicine. 


McCracken  county  leads 

One  of  the  most  important  reports  pre- 
sented to  the  House  of  Delegates  at  the  Oc- 
tober, 1932  meeting  was  that  of  the  Cancer 
Committee.  Its  suggestion  that  each  county 
society  have  a symposium  on  cancer  sometime 
during  the  coming  year  was  enthusiastically 
endorsed  by  the  delegates. 

On  November  7,  the  following  letter  was  re- 
ceived from  Dr.  Leon  Higdon,  Secretary  of 
McCracken  County  Society: 

“Dear  Doctor: 

The  McCracken  County  Medical  Society 
meets  November  23,  and  we  wish  to  have  a 
symposium  on  cancer.  This  program  is  to  be 
presented  by  members  of  the  Bernard  Skin 
and  Cancer  Clinic  of  St.  Louis.  We  also  hope 
to  have  one  of  these  guests  give  a lecture  over 
radio  station  WPAD,  provided  this  shall  meet 
with  the  approval  of  the  State  Society,  for 
the  control  of  cancer. 

Very  truly  yours, 

Leon  Higdon,  M.  D.’’ 

After  consulting  with  Dr.  Wallace  Frank, 
Chairman  of  the  Cancer  Committee  of  the 
State  Society  we  immediately  wrote  Dr.  Leon 
Higdon  not  only  approving  his  plan  but  also 
congratulating  his  society  on  leading  the  way. 
We  are  anxious  to  hear  of  similar  plans  by 
other  county  societies  andj  are  prepared  to 
suggest  men  to  appear  on  such  programs  if 
desired.  Communications  may  be  addressed 
to  Dr.  Wallace  Frank,  Hey  burn  Building, 
Dr.  A.  T.  McCormack,  or  the  undersigned. 

J.  Duffy  Hancock,  M.  D. 

State  Chairman  of  the  American  Society 
for  the  Control  of  Cancer.  516  Brown 
Bldg.,  Louisville,  Ky. 


A NEW  BACTERIOLOCY 

Regardless  of  what  department  of  mediciue 
a pUysician  may  use  as  a specialty,  Ue  win 
always  nave  occasion  to  refer  to  a good  boon, 
on  i:>acterioiogy.  Almost  every  day  new  prob- 
lems arise  in  tins  xield  tUat  affect  every 
branch  of  medicine  and  while  tUe  general 
practitioner  and  surgeon  cannot  be  Bacterio- 
logists, tliey  siioulu  loiow  how  to  evaluate  re- 
ports and  interpret  laboratory  results  and  be 
lamiliar  with  the  progress  tins  science  is 
making.  We  recommena  to  our  readers  the 
new  Sixth  Edition  of  the  Text  Book  of  Bac- 
teriology by  Hans  Zinsser,  M.  D.,  of  Harvard 
University,  published  by  1).  Appleton  dsis  Com- 
pany, New  1 ork.  it  is  concise,  easily  readable, 
and  not  so  technical  that  it  can  not  be  compre- 
liended  by  those  not  familiar  with  the  many 
new  methods  described.  Many  new  and  inter- 
estiug  chapters  have  been  added  in  this  new 
edition,  as  pertaming  to  pathogenic  fudgi 
and  the  investigations  of  Copenhagen  com- 
mission on  hemophilic  bacteria  associated 
with  influenza  and  whooping  cough. 

It  is  a treatise  on  the  application  of  Bac- 
teriology and  Immunology  to  the  etiology, 
diagnosis,  specific  therapy  and  prevention  of 
infectious  diseases  for  students  and  practi- 
tioners of  medicine  and  public  health. 


THE  KENTUCKY  WHITE  HOUSE 
CONFERENCE 

The  Kentucky  White  House  Conference  on 
Child  Health  and  Protection,  held  in  Lexing- 
ton, October  28-29,  was  an  outstanding  meet- 
ing. The  program  presented  was  very  com- 
plete, embracing  the  many  various  phases  of 
child  welfare  work. 

The  Committee  on  Education  discussed  the 
educational  needs  of  the  child,  beginning  with 
the  pre-school  age,  continuing  with  the  prob- 
lems of  vocational  and  special  clasoes  and 
supplementing  with  character,  physical  and 
safety  education. 

The  Committee  on  Medical  Welfare  em- 
phasized, first  of  all,  the  value  and  impor- 
tance of  pre-natal  care,  not  only  to  the  mother, 
but  to  the  coming  child.  With  the  baby  well- 
born, periodic  physical  examinations  at  reg- 
ular intervals,  together  with  proper  attention 
to  diet,  clothing  and  posture,  bring  the  child 
in  healthy  condition  to  the  school,  where  ade- 
quate control  of  communicable  diseases  les- 
sens the  gamut  of  childhood  ills  which  our 
children  must  run.  Especially  important  is 
the  recognition,  of  tuberculosis  as  a large  fac- 
tor in  the  underweight,  undeveloped  child. 
Comprehension  of  the  psychology  of  the  child 
is  assuming  larger  and  larger  proportions  in 
our  study  of  child  needs. 

Dr.  Martha  Eliot  of  the  Federal  Children’s 
Bureau,  Washington,  gave  a detailed  study  of 
food  values  and  needs  for  the  growing  child. 
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At  the  Dinner  Meeting  very  forceful  ad- 
dresses were  delivered  by  Governor  Laffoon; 
State  Superintendent  of  Public  Instruction, 
James  ii.  KiciimonU;  State  Health  Officer’, 
Dr.  A.  T.  McCormack;  Dr.  H.  E.  Barnard,  Na- 
tional Director,  White  House  Conference, 
Washington;  and  Miss  Katherine  Tucker,  Di- 
rector of  the  National  Oi’ganization  for  Pub- 
lic Health  Nursing. 

The  report  of  the  Committee  on  Social 
Welfare  was  especially  varied  and  construc- 
tive. The  social  relations  of  the  child  are 
assuming  greater  and  greater  importance  in 
proportion  as  we  are  coming  to  realize  more 
luliy  the  duty  and  responsibility  of  the  State 
and  of  Society  to  children.  The  dependent 
child  will  constitute  a particular  civic  chal- 
lenge in  the  next  few  months,  though  the 
problem  is  necessarily  one  that  will  continue, 
in  greater  or  less  measure,  always  to  abide 
with  us. 

Kentucky  has  been  outstanding  in  its  ef- 
forts in  behalf  of  the  defective  child.  The 
School  for  the  Blind  at  Louisville  and  the 
School  for  the  Deaf  and  Dumb  at  Danville 
were  among  the  first  of  such  institutions  to 
be  established  in  the  United  States.  The 
work  of  the  Crippled  Children’s  Commission 
needs  to  be  mentioned  only  to  be  applauded. 
We  shall  need  much  thought  for  a better  plan 
for  handling  the  delinquent  child  in  Ken- 
tucky, though  our  social  workers  have  a fine 
vision. 

A great  piece  of  preliminary  work  has  been 
done.  It  now  remains  for  all  of  us  to  unite 
in  the  high  endeavor  to  carry  home  to  every 
community  in  the  State  the  reports  of  the 
various  committees  and  translate  their  find- 
ings into  action.  In  no  other  single  way  can 
we  better  insure  the  health  and  happiness  of 
our  children  and  so  promote  the  well-being 
and  prosperity  of  the  Commonwealth. 

Philip  F.  Barbour 


TO  BE  SAFE  FROM  TULAREMIA 

The  following  precautions  should  be  rigidly 
observed  by  hunters,  market  men,  house- 
wives and  others  who  handle  wild  rabbits  if 
they  would  be  absolutely  safe  from  tularemia, 
or  rabbit  fever : 

1.  Never  put  your  unprotected  hands  in- 
side a wild  rabbit. 

2.  Always  wear  rubber  gloves  when  hand- 
ling wild  rabbits. 

3.  The  rabbit  must  be  thoroughly  cooked ; 
so  well  cooked  that  there  is  no  red  meat,  nor 
any  red  juice,  near  the  bone. 

4.  As  at  least  1 per  cent  of  all  wild  rab- 
bits are  infected,  the  hunter,  to  be  perfectly 
assured  of  safety,  should  not  take  home  a 
wild  rabbit  that  he  shoots  in  the  field  if  it 
seems  sickly. 

5.  In  order  to  minimize  possible  infection, 
rabbits  which  seem  slow  or  sickly,  or  can  be 
run  down  and  killed  with  a club,  should  be 


SCIENTIFIC  EDITORIAL 

THE  TREATMENT  OF  PNEUMONIA 

In  the  treatment  of  pneumonia,  we  are  deal- 
ing with  a violent  infection  usually  rapid  in 
Its  course  and  often  tending  to  a fatal  ter- 
mination. It  should  therefore,  be  recognized 
early,  and  no  step  should  be  left  unturned 
to  give  the  patient  a better  chance  to  resist 
the  infection. 

There  are  two  important  factors  which  lead 
to  fatality.  The  symptom  complex  known  as 
anoxemia,  where  there  is  an  actual  want  of 
oxygen  in  the  combining  power  of  the  blood 
and  the  severe  toxemia  from  the  infection. 
Each  one  of  these  factors  has  its  important 
group  of  symptoms,  and,  naturally,  each  one 
tends  to  increase  the  other. 

As  soon  as  the  diagnosis  is  made  or  pneu- 
monia is  suspected  the  patient  should  be 
placed  in  an  otxygen  atmosphere.  With  the 
modern  tent  that  is  available  today,  the  per- 
(^entage  of  oxygen  can  be  perfectly  regulated 
and  kept  constant.  This  will  vary  according 
to  the  severity  of  the  case  and  the  needs  of 
the  individual.  With  a mild  case  35  to  40% 
may  be  sufficient.  As  the  severity  increases  the 
])ercentage  of  oxygen  in  the  atmosphere  should 
ue  raised,  and,  in  the  very  severe  cases,  55 
to  60%  may  be  needed,  but  it  is  not  advisable 
to  increase  it  above  60%.  The  percentage 
necessary  is  easily  determined  by  the  condi- 
tion of  the  patient.  The  oxygen  treatment 
should  be  continued  for  about  24  hours  after 
the  crisis,  and  then  it  should  be  removed  grad- 
ually, carefully  watching  the  effect,  and  im- 
mediately replaced  if  necessary.  In  this  man- 
ner the  patient  will  soon  be  able  to  do  with- 
out it. 

With  the  anoxemia  out  of  the  way,  the 
other  treatment  may  be  directed  towards  coia- 
liating  the  toixin,  and,  in  doing  this,  every 
effort  should  be  used  to  save  the  strength 
and  the  circulation  until  the  resisting  power 
can  overcome  the  infection. 

The  patient  should  be  kept  absolutely  m 
bed  and  not  permitted  to  make  any  undue 
exertion.  He  should  be  kept  quiet,  and  the 
cough  controlled  by  opiates.  There  is  no  seda- 
tive as  safe  in  a pneumonia  case  as  opium. 
Codeine  may  be  given  during  the  day  in  half 
grain  doses  sufficiently  often  to  keep  the  pa- 
tient quiet  and  a hypodermic  of  morphine  at 
night. 

The  diet  is  important  and  should  be  of  a 
nature  to  combat  acidosis  and  prevent  abdo- 
minal distension,  as  tympanifies  is  a serious 
symptom  in  pneumonia,  embarrassing  the  al- 
ready laboring  heart  and  the  respiration.  The 
disease  is  of  short  duration  and  the  quantity 
of  food  is  usually  not  important,  if  sufficient 
carbohydrates  are  given  to  prevent  acidosis. 

A rliof  ocnoPicillTr  in  ffA’t'Pra 
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have  the  patient  drink  at  frequent  intervals 
an  orangeade  made  of  1U%  glucose,  with  suf- 
ncient  orange  juice  to  maKe  it  palatable. 
Whiskey  acts  as  a food  and  should  always 
be  given  if  the  patient  is  accustomed  to  its 
use.  Other  very  simple  foods  should  be  used 
with  great  caution.  J^’luids  should  of  course 
be  given  freely  but  the  orangeade  just  men- 
tioned in  sufficient  quantity  also  accomplishes 
this  purpose. 

The  bowels  should  be  moved  once  daily, 
preferably  by  enemas,  as  purgation  is  wealc- 

ening. 

It  will  often  be  found  necessary  to  use 
stimulants  to  support  the  heart  and  circula- 
tion. h’or  years  Digitalis  has  been  highly 
favored,  but  the  tendency  of  belief  today  is 
that  Digitalis  in  pneumonia  does  more  harm 
than  good.  It  is  questionable  if  it  should 
ever  be  used  but,  if  so,  the  dose  should  never 
be  greater  than  one-half  the  digitalizing 
quantity.  Of  all  the  stimulants  to  tfie  circu- 
lation Glucose  intravenously  is  the  best.  This 
may  be  given  two  to  four  times  during  the  24 
hours  or  even  oftener  if  the  circulation  is  fail- 
ing. Caffeine  and  Sodium  Benzoate  is  also 
good  when  necessary,  and,  in  emergencies. 
Camphor  in  Oil  may  be  used.  If  there  is 
a tendency  to  edema,  atropine  is  the  best  drug 
for  its  drying  effect. 

I have  left  the  specific  treatment  of  pneu- 
monia until  last  because  I want  to  discuss 
this  in  some  detail.  In  the  beginning,  there 
is  a tendency  today  in  certain  cases  to  give 
a combined  pneumococcus  vaccine  daily  for 
two  or  three  doses.  The  immunizing  bodies 
do  not  appear  until  five  days  after  the  first 
injections,  but  this  may  be  of  value  in  pre- 
venting spreading  of  the  consolidation  which 
is  most  dangerous  later  in  the  disease.  The 
use  of  antipneumococcic  serum  is  of  unques- 
tionable real  value.  There  are  many  cases  on 
record  where  the  injection  of  the  serum  has 
very  quickly  changed  a positive  blood  stream 
infection  into  a negative  one.  A blood  cul- 
ture is  always  of  great  value,  not  only  from  a 
prognostic  standpoint,  but  from  the  stand- 
point of  advisable  treatment.  In  order  to 
consider  the  serum  treatment  the  pneumo- 
coccus must  be  typed.  This  is  done  by  in- 
jecting the  sputum  into  the  peritoneal  cavity 
of  white  mice  and  testing  out  the  peritoneal 
exudate  with  the  specific  sera.  Tf  the  case 
belongs  to  Type  1,  the  serum  is  of  very  great 
value.  In  Type  II,  it  is  of  value,  but  of  le.ss 
value  than  in  Type  I.  In  Type  III  it  is  use- 
less, and  in  Type  IV  there  is  no  serum.  If  the 
serum  is  used  it  should  be  given  intraven- 
ously, preceded  by  an  eye  test  for  sensitiza- 
tion. The  physician  should  inject  it  very 
slowly  and  should  remain  with  the  patient  for 
one-half  hour  afterwards,  ready  to  administer 
adrenalin  at  once  if  a reaction  appears.  It 


is  necessary  to  give  100,000  units  during  the 
twenty-four  hours  to  get  the  effect.  The  first 
dose  may  be  10,000  units  and  subsequent 
doses  20,000  units,  given  at  about  four-hour 
intervals.  The  greatest  care  should  always 
be  used  to  prevent  severe  reactions,  as  pneu- 
monia patients  have  already  all  to  combat 
that  their  resistance  will  stand.  The  serum, 
however,  if  used  properly  and  scientifically 
is  a great  aid  in  the  treatment  of  Type  I and 
Type  11  pneumonia,  but  I do  not  believe  that 
it  should  be  used  as  a routine  in  all  of  these 
cases.  The  cases  should  be  chosen  that  have 
a positive  blood  stream  infection  or  that  show 
a tendency  to  be  severe  or  to  spread. 

R.  Hayes  Davis. 


OFFICIAL  ANNOUNCEMENTS 

Minutes  op  the  Eighty-Second  Annual 

ScTENTipic  Session  of  the  Kentucky 
State  Medical  Association,  Held 
at  Louisville 
October  4-6,  1932 
FIRST  SCIENTIFIC  SESSION 
Tuesday  Morning,  October  4,  1932 

The  opening  session  of  the  Eighty-Second 
Annual  Meeting  of  the  Kentucky  State  Med- 
ical Association,  held  in  the  Roof  Garden 
of  the  Hotel  Brown,  Louisville,  October  4-6, 
1932,  was  called  to  order  at  9:15  o’clock, 
J.  T.  Reddick,  Paducah,  President  of  the  As- 
sociation, presiding. 

President  Reddick  ; The  Kentucky  State 
Medical  Association  will  now  be  in  order. 
Will  you  please  stand  reverently  and  hear 
the  invocation  by  Dr.  Teunis  E.  Gouwens, 
Pastor  of  the  Second  Presbyterian  Church. 

Rev.  Teunis  E.  Gouwens;  Eternal  God, 
our  Father  in  Heaven,  we  pause  in  Thy 
presence  as  we  open  this  meeting  to  seek  Thy 
blessing.  Thy  servants  have  gathered  here 
from  various  parts  of  our  state  and  land  to 
share  with  each  other  their  experience  and 
their  wisdom  and  to  equip  themselves  further 
for  the  great  work  to  which  Thou  hast  called 
them. 

Bless  them  in  their  fellowship  and  enrich 
them,  we  beseech  Thee,  for  the  benefits  of 
mutual  exchange  of  ideas.  Bless  him  who 
lays  down  the  presidency  of  this  organization 
and  him  who  takes  it  up.  Bless  all  who  shall 
contribute  to  these  meetings.  May  the  infor- 
mation and  the  inspiration  imparted  and 
received  here  further  fit  Thy  servants  to  go 
about  healing  and  preventing  diseases  and 
being  a benediction  to  mankind.  May  all 
that  is  undertaken  here  have  the  sanction  and 
support  of  the  Great  Physician.  And  Thine 
shall  be  the  praise  and  the  glory  forever, 
world  without  end.  Amen. 

President  Reddick:  In  the  absence  of 
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Honorable  William  B.  Harrison,  the  Mayor 
oi  Bouisville,  "we  will  now  be  favored  witb  tlie 
address  of  welcome  by  Dr.  U.  H.  Harris,  of 
this  city. 

ADDBESS  OF  WELCOME 

C.  H.  Habbis,  Louisville;  Mr.  Bresident, 
Mr.  Bresident-Elect,  Ladies  and  Gentlemen 
of  the  Hentucky  State  Medical  Association ; 
The  Mayor  bas  delegated  me  to  say  a few 
words  01  welcome  to  tnis  Society! because  of  Ins 
inability  to  be  present,  and  so  in  his  name 
and  on  behalf  of  the  other  executive  officers 
of  this  city,  i bid  you  greeting  and  a very 
hearty  welcome  to  this  great  and  beautiful 
city. 

\Ve  usually  stop  there  and  say  that  we  hope 
that  your  deliberations  will  be  profitable  and 
your  stay  pleasant,  but  i am  going  to  change 
that  a little  and  advise  you  to  strictly  obe> 
Liie  mandates  of  the  E'gnteenth  Amendment 
while  in  the  City  of  Louisville.  Dunk  noth- 
ing from  a bottle,  and  if  you  do  be  sure  you 
do  not  do  it  in  the  presence  of  a policeman 
or  a deputy  sheriff  because  he  vvill  take  it 
away  from  you  an  I drink  it  himself. 
(.Laughter). 

1 had  the  very  great  pleasure  Sunday 
evening  of  attending  the  meeting  of  the 
Warren  Memorial  Church,  Fourth  and  Broad- 
way, and  hearing  the  masterly  address  of  Dr. 
Howard  Kelly,  anu  1 w^mt  to  say  to  this 
Association  that  if  nothing  else  came  out  of 
this  meeting  other  than  that  splendid  and 
wonderful  address  by  Dr.  KeUy.  your  meet- 
ing has  been  worth  while. 

Dr.  Howard  Kelly,  now  grown  old  in  the 
profession,  being  seventy-five,  having  re- 
ceived all  of  the  honors,  nearly,  that  could 
be  bestowed  upon  a brother  doctor,  yet  had 
the  courageousness  to  stand  up  in  a Chris- 
tain  pulpit  and  defend  the  principles  of  the 
Christian  religion.  He  made  a most  won- 
derful statement  there,  that  if  all  the  scien- 
tific volumes  of  the  world  epuld  be  housed 
in  one  great  room  and  the  Holy  Bible  in  an- 
other room  alone,  the  Bible  would  outweigh 
and  overshadow  all  the  rest  of  the  volumes 
in  the  world.  That  is  a wonderful  statement, 
and  I felt  like  giving  a great  big  Methodist 
shout  when  I h^ard  Dr.  Kelly  say  that. 

In  this  day  when  the  ultra-scientific 
teacher  is  disposed  to  get  away  from  the 
principles  of  the  Christian  religion  in  our 
colleges,  what  a wonderful  thing  it  is  to  have 
an  outstanding  man  come  forward  and  de- 
fend it.  It  is  one  of  the  best  things  that  ever 
has  occurred  in  this  city. 

I know  it  is  wrong  to  refer  to  self ; it  vio- 
lates the  ethics  somewhat,  but  gentlemen,  I 
have  had  forty-one  years  experience  in  the 
practice  of  medicine  in  this  city,  and  I want 
to  tell  you  that  the  older  I grow  and  as  I 
approach  further  and  further  into  the  after- 


noon of  life,  1 rely  more  and  more  upon  the 
ureat  ruysician  ana  His  teaclungs.  i tniuB 
every  true  uoctor  would  do  tnat.  what  uoots 
It  IX  we  do  not  undersiand  everything  that  is 
in  the  xsioiei  ihe  whale  swailoweu  donah. 
We  Know  that  the  whales  that  we  see  today 
couldn  t swallow  a chicken,  let  God  maue 

o whale,  and  why  couldn't  He  maKe  a 
whale  to  swallow  donah  and  all  the  parlor 
furniture  and  everything  else,  i accept 
(,-veiy tiling  tnat  1 do  not  understand  in  Olind 
laith,  aosolutely  and  positively,  and  i ex- 
act no  bond  nor  surety  from  my  heavenly 
r ather  that  He  will  fulfill  the  promise  that 
He  has  given  me.  All  i want  to  do  is  to  ring 
true  to  the  duty  and  obligations  that  are 
upon  me,  and  i start  every  day  with  a prayer 
and  I end  every  day  with  a prayer,  in  the 
morning  I ask  God’s  guidance  to  help  me 
deal  with  the  perplexities  and  problems  of 
the  day;  at  night  i thank  Him  for  what  He 
did  for  me  that  day.  i hope  as  1 grow  older 
and  come  to  the  end  of  the  journey,  I may 
be  able  to  say  with  the  greatest  of  all  crea- 
tures; The  day  of  my  departure  is  at  hand, 
I have  fought  a good  fight,  I have  finished 
my  course  and  kept  the  faith.  Henceforth 
there  is  laid  up  for  me  a crown  of  righteous- 
ness which  He  has  preserved  for  me  against 
that  day,  and  not  only  for  me,  but  for  all 
those  who  love  Him.  (Applause). 

President  Keddick;  We  will  now  have 
response  to  the  address  of  welcome  so  splen- 
didly given  by  Dr.  Harris.  The  response 
will  be  given  by  Dr.  John  W.  Scott  of  Lex- 
ington. 

RESPONSE  TO  ADDRESS  OF  WELCOME 

John  W.  Scott,  Lexington:  Dr.  Harris, 
jMr.  President,  Ladies  and  Gentlemen:  Un- 

accustomed as  I am  to  public  speaking,  as 
you  all  know,  it  seems  to  be  almost  an  unfaii- 
advantage  to  take  of  me,  having  thought  out 
some  words  to  say  in  response  to  your  dis- 
tinguished Mayor,  to  find  another  gentleman 
here,  equally  distinguished,  but  a physician, 
who  is  giving  us  a welcome. 

I am  profoundly  impressed  by  the  great 
impression  which  Dr.  Kelly’s  speech  on 
Sunday  night  made  on  Dr.  Harris.  I regret 
that  I did  not  come  at  least  a day  sooner.  I 
think  perhaps  if  Dr.  Harris  had  heard  one 
more  such  address  he  might  even  have  left 
out  his  apostrophe  to  Bacchus  which  began 
his  address  of  welcome. 

But  to  respond  to  the  welcome,  we  always 
like  to  come  to  Louisville.  There  are  many 
attractions  in  Louisville.  Unfortunately  they 
do  not  seem  to  be  confined  to  what  goes  on 
in  this  hall.  Many  of  the  men  find  a great 
deal  of  entertainment  in  an  extra-curricular 
fashion,  so  to  speak,  but  there  is  much  here 
to  attract  us.  To  many  of  our  members  it 
is  alma  mater,  the  place  where  they  received 
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their  training  in  medicine,  and  all  together 
It  i«  a delightful  thing  to  come  to  Douisville. 

After  all,  though,  the  pleasantest  thing  is 
that  old  friends  are  giving  us  a warm  wel- 
come. (Applause). 

President  Reddick  ; Members  of  the  Ken- 
tucky State  Medical  Association,  Guests, 
Ladies  and  Gentlemen : This  meeting  today 
marks  another  milestone,  the  eighty-second, 
in  the  history  of  the  Kentucky  State  Medical 
Association,  a history  replete  with  much  that 
is  best  in  medicine  and  surgery  in  all  the 
world.  Today  also  marks  the  induction  into 
office  as  President  of  this  Association  of  one 
who  has  during  his  many  years  of  service  to 
the  medical  profession  as  teacher,  writer, 
specialist  in  that  great  department  of  pedia- 
trics, won  the  favor  of  this  Association.  Not 
only  has  his  wisdom  and  learning  been 
sought  in  his  own  state  association,  but  also 
in  the  greatest  medical  associations  of  our 
country. 

And  now.  Dr.  Barbour,  1 invest  you  willi 
the  badge  of  your  office  as  President  of  this 
Association  and  present  to  you  our  gavel, 
embleml  of  authority,  and  it  is  my  desire  and 
wish  that  you  receive  the  same  pleasure  in 
presiding  over  the  deliberations  of  this  fine 
body  of  Kentucky  physicians  that  I have  had 
and  also  the  same  respectful  regard. 

Ladies  and  Gentlemen,  it  is  my  great 
pleasure  to  present  Dr.  Barbour,  President 
of  the  Kentucky  State  kledical  Associa- 
tion. (Applause). 

Philip  Barbour,  Louisville:  Dr.  Red- 
dick, my  friends : It  is  impossible  for  me 

to  find  the  words  to  express  my  appreciation 
of  the  great  honor  that  you.  have  conferred 
upon  me.  It  is  the  greatest  honor  that  a 
Kentucky  doctor  can  receive. 

I feel  a great  responsibility  in  accepting 
this  position,  because  we  all  sen.se  that  there 
are  subtle  movements  that  foreshadow  a great 
change  in  the  next  few  years  in  the  sociologif^ 
and  economic  conditions  that  surround  us. 
We  shall  need  from  you  keen  foresight  and 
very  intelligent  co-operation  to  meet  the  new 
conditions  which  lie  before  us.  I think  all 
of  us  doctors  sense  those  changes  which  we 
cannot  as  yet  understand,  but  we  shall  have 
to  meet  some  day.  I know  that  this  Ken- 
tucky State  Medical  Association  will  meet 
that  situation  as  it  ought  to  be  met. 

Now,  Dr.  Reddick,  since  we  are  quoting  the 
Bible  this  morning  I want  to  quote  old 
Elisha:  I crave  a double  portion  of  the  grace 
and  dignity  with  which  you  have  presided 
over  this  organization.  (Applause). 

Philip  F.  Barbour  took  the  Chair. 

Secretary  McCormack  : Mr.  President, 

I just  noted  the  arrival  in  the  room  of  the 
member  of  our  profe.ssion  who  has  longe.st 
served  it  in  an  official  nosition.  There  is 
no  other  man  more  beloved  by  the  profession 


in  Kentuky  and  whom  we  more  delight  to 
honor.  I would  move  you  that  Dr.  Gardner 
and  Dr.  Estill  be  appointed  a committee  Lo 
escort  Dr.  W.  B.  McClure,  the  lifetime  hon- 
orary treasurer  of  this  Association,  elected 
last  year,  to  the  rostrum  that  he  may  sit  in 
the  chair  that  for  the  last  twenty-seven  years 
he  has  occupied,  and  may  again  give  us  the 
pleasure  of  demonstrating  our  affection  and 
esteem  for  him. 

President  Barbour  : Gentlemen,  I take 

it  that  it  is  not  necessary  to  say  anything, 
that  you  fully  agree  with  Dr.  McCormack. 

W.  E.  Gardner  and  Julian  Estill  escorted 
W.  B.  McClure,  of  Lexington,  to  the  rostrum. 
(Applause) . 

W.  B.  McClure,  Lexington:  I want  to  say 
that  I know  of  no  reason  why  1 should  he 
thus  honored.  1 assure  you  that  I do  not 
realize  that  1 have  done  anything  to  merit 
such  distinction  and  manifestation  of  esteem, 
and,  may  1 say,  of  love,  on  the  part  of  my 
fellow  doctors  in  Kentucky.  However,  1 most 
heartily  thank  you  for  this  distinguished 
honor. 

President  Barbour:  Wp  will  now  have 

a report  from  Dr.  Aud,  Chairman  of  the  Com- 
mittee on  Arrangements. 

Guy  Aud,  Louisville : There  will  be  a pub- 

lic meeting  at  eight  o’cock  tonight  in  the 
Crystal  Ballroom  of  the  Brown  Hotel.  The 
program  consists  of  the  President’s  address, 
t)y  Philip  P.  Barbour,  and  the  annual  oration 
by  John  Lovett  Morse  of  Boston,  President  of 
the  American  Society  of  Pediatricians. 

There  will  be  a subscription  banquet  in  tlie 
Crystal  Ballroom  of  this  hotel  on  Wednesday 
evening,  at  six-thirty.  The  guest  speaker  will 
be  Dr.  Ira  B.  Hiscock,  of  Yale  University. 
Your  wives  and  friends  are  invited.  , 

The  annual  luncheon  of  the  ladies  of  the 
Auxiliary  as  guests  of  the  Kentucky  State 
Medical  Association  will  be  held  at  twelve- 
thirty  Wednesday  in  the  Crystal  Ballroom 
of  the  Brown  Hotel.  The  luncheon  will  b'* 
in  honor  of  Mrs.  Walter  Jackson  Freeman,  of 
Philadelphia,  President  of  the  American  Med- 
ical Association  Auxiliary,  and  Mrs.  Charles 
E.  Oates,  Little  Rock,  President  of  the  South- 
ern Medical  Association  Auxiliary. 

The  Golf  Comimittee  'announces  that  the 
annual  golf  tournament  will  be  held  at  the 
Louisville  Country  Club.  Playing  privileges 
will  be  granted  at  any  of  the  golf  clubs  by 
presenting  your  raembeiship  card  or  official 
badge  of  the  Kentucky  State  Medical  Asso- 
ciation. Trophies  will  be  given  for  the  low 
gro.ss  and  low  net.  To  be  eligible  for  low  net 
vour  club  handicap  is  necessary.  A kicker’s 
handicap  tournament  will  be  held  where 
everyone  is  eligible.  A trophy  will  be  given 
for  each  of  two  lucky  numbers.  Players  may 
turn  in  scores  from  last  Saturday  through 
Wednesday.  Results  will  be  announced  and 
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trophies  presented  at  the  banquet  on  Wednes- 
day evening.  Ask  any  member  of  the  golf  com- 
mittee for  information. 

The  automobile  committee  has  arranged 
with  Mrs.  Adams  of  the  Auxiliary  to  supply 
automobiles  as  desired. 

In  behalf  of  the  Jefferson  County  Medical 
Society  I want  to  say  that  we  are  always  glad 
to  have  you  here.  We  want  you  to  feel  free 
to  call  upon  us  at  all  times,  and  if  there  is 
anything  we  can  do  to  make  your  stay  here 
more  profitable  and  pleasant,  we  hope  you 
will  call  on  us,  because  we  will  be  glad  to  do 
anything  we  can  for  you. 

Secretary  McCormack:  Tonight,  follow- 
ing the  public  meeting.  Dr.  Virgil  Simpson 
will  have  an  informal  reception  for  the  mem- 
bers at  the  French  Village. 

President  Barbour:  Gentlemen,  we  shall 

proceed  now  with  the  regular  scientific 
session. 

The  following  napers  were  presented: 

Acute  Gall  Bladder  Disease,  by  W.  H. 
Smith.  Dan-\nlle;  discussed  by  Walter  T. 
Hume,  Louisville ; I.  J.  Hoover,  Owensboro ; 
Leon  L.  Solomon,  Louisville;  closing  discus- 
sion by  W.  H.  Smith. 

Bclative  Value  and  Dansrers  of  Spinal  an>I 
Inhalation  Anesthesias,  by  Ulv  H.  Smith.  Lou- 
isville : discussed  by  John  W.  Heim,  Louis- 
ville; W.  Hamilton  Long,  Louisville;  M.  A. 
Gilmore.  Hopkinsville;  E.  M.  Ewers.  Somer- 
set; A.  D.  Willmoth,  Louisville;  J.  G.  Sher- 
rill, Louisville;  R.  L.  MeCormaek,  Louisville; 
closing  discussion  by  Uly  H.  Smith. 

The  Treatment  of  Compound  Fractures,  by 
C.  B.  Pettv.  Lynch;  discussed  by  Orville  Mil- 
ler, Louisville;  F.  P.  Striekler,  Louisville;  D. 
Y.  Graves,  Bowling  Green ; I.  A.  Arnold, 
Louisville;  George  A.  Hendon,  Louisville; 
closintr  discussion  by  C.  R.  Petty. 

Treatment  of  Generalised  Infection  by 
Blood  Transfusions,  by  W.  I.  Hume,  Louis- 
ville: discussed  bv  E.  Owslev  Grant,  Louis- 
■''I'llpr  J.  H.  Pritchett.  Louisville;  George  A. 
Hendon.  Louisville;  C.  C.  Howard.  Glasgow; 
clndng  discussion  bv  W.  T.  Hume. 

Tbc  Oration  in  Surcerv.  The  Epileptic 
Problem,  was  delivered  by  R.  Glen  Spurling, 
T;''ni<!vine. 

The  meeting  adjourned  at  twelve  forty-tive 
o’'*lock. 

SECOND  SCTENTTFTC  SESSION 

Tuesday  Afternoon,  October  4,  1932 

The  Second  Sciertific  Session  was  called 
to  order  at  2 ;10  p m.,  Tuesday,  October  4, 
by  President  Barbour. 

The  following  papers  were  presented : 

Stricture  of  the  Female  Urethra,  by  W.  T. 
Bricrgs,  Lexinadon;  discussed  by  H.  J.  Far- 
bach,  Louisville;  E.  Owsley  Grant  Louisville; 
C.  G.  Hoffman,  Louisville;  S.  C.  McCoy,  Lou- 
isville; closing  discussion  by  W.  T.  Briggs. 


Relief  of  Prostatic  Obstruction  through  the 
Urethra,  by  E.  Owsley  Grant,  Louisville; 
discussed  by  W.  T.  Briggs,  Lexington;  S.  C. 
klcCoy,  Louisville;  R.  C.  Burrow,  Cunning- 
ham; C.  G.  Hoffman,  Louisville;  Arthur  T. 
McCormack,  Louisville ; closing  discussion  by 
E.  Owsley  Grant,  Louisville. 

Abscess  of  the  Lung  and  Its  Treatment,  by 
Oscar  0.  Miller,  Louisville ; discussed  by  M. 
J.  Alexander,  Louisville;  Paul  A.  Turner, 
Louisville;  Gaylord  C.  Hall,  Louisville;  clos- 
ing diseu-ssion  by  Oscar  0.  Miller. 

Diverticulitis,  of  the  Cecum,  with  Report 
of  a Case,  by  Joseph  M.  Frehling,  Louisville; 
discussed  by  Irvin  Abell,  Louisville;  C.  W. 
Dowden,  Louisville;  closing  discussion  by 
Joeeph  M.  Frehling. 

The  meeting  adjourned  at  four-thirty 
0 ’clock. 

PUBLIC  MEETING 
Tuesday  Evening,  October  4,  1932 

The  Public  Meeting  was  called  to  order  at 
8 :10  p.  m.,  C.  R.  Petty,  Lynch,  Vice-Presi- 
dent, presiding. 

Chairman  Lynch  ; I Icnow  of  nothing  that 
would  give  me  'greater  pleasure  or  keener 
delight  than  to  have  the  privilege  of  intro- 
ducing to  you  the  first  speaker  of  the  eve- 
ning. I know  of  no  man  connected  with  the 
University  of  Louisville  who  has  endeared 
himself  to  more  students  and  planted  in  them 
higher  ideals  in  the  practice  of  the  profession 
of  medicine  than  Dr.  Philip  F.  Barbour, 
President  of  the  Kentucky  State  Medical  As- 
sociation. ( Applause).  • 

President  PhHjIp  F.  Barbour  ; Mr.  Chair- 
man, Members  of  the  Kentuck-'’  State  Medical 
Association.  Ladies  and  Gentlemen  • In  cast- 
ing about  for  a subject  to  talk  to  you  unon 
tonight  I tbousi’bt  that  nerbaps  it  would  be 
well  to  have  a little  different  viewnoint.  So 
many  times  we  doctors  have  talked  to  von 
about  what  the  medical  nrofession  is  doinor 
for  the  beople  in  general.  Actinsr  on  Mr. 
Einstein’s  practice.  I thought  it  might  be  well 
to  see  not  what  we  do  for  othe”  peorde.  bnt 
what  medicine  really  does  to  us  as  doctors. 

President  Barbour  read  his  address.  Why 
A Doctor.  (Applause). 

President  Barbour;  I spoke  to  Dr.  Mc- 
Cormack about  gettin?  a physician  to  speak 
to  us  as  our  guest.  He  suggested  that  I get 
some  outstanding  pediatrist  because  the 
pediatrists  bad  not  bad  the  recognition  here- 
tofore in  our  state.  So  in  looking  over  the  list 
of  pediatrists  in  this  countrv,  I thought  I 
would  send  for  the  King  Bee.  I therefore 
wrote  to  Dr.  John  Lovett  Morse,  who  is  the 
President  of  the  American  Academv  of  Pedia- 
tricians. formcrlv  the  head  of  the  Department 
of  Pediatrics  in  Harvard  Medical  School,  and 
a man  who  is  beloved  and  admired  and  re- 
spected as  a smart  doctor  all  oyer  the  country. 


December,  1932] 


KENTUCKY  MEDICAL  JOURNAL 


637 


1 have  the  pleasure  tonight  of  introducing 
and  presenting  to  you  Dr.  J ohn  Lovett  Moi-se, 
of  Boston.  (Applause]. 

John  Lovjett  Moksk;  It  is  always  very 
awkward  for  a speaker  to  be  introduced  as  i 
have  been  introduced  tonight.  I should  like 
to  say  Just  as  nice  things  about  Dr.  Barbour, 
but  'unfortunately  we  don’t  do  those  things 
so  well  in  New  England  as  you  do  here,  so  T 
won’t  try.  1 thinic  I can  say,  though,  that  if 
you  hadn’t  wanted  me  you  wouldn’t  have 
asked  me  and  if  I hadn’t  wanted  to  come  I 
wouldn’t  be  here.  (Laughter). 

John  Lovett  Morse  read  his  address. 

Secketary  McCormack;  Mr.  President,  I 
know  every  member  of  this  Association  and 
our  guests  as  well  as  the  members  of  the  Aux- 
iliary, who  are  really  members  as  ourselves, 
have  been  very  much  enlightened  and  stimu- 
lated to  thought  by  these  two  great  addresses 
that  we  have  heard  tonight,  and  I know  every 
one  of  us  here  takes  pride  in  the  proceedings 
of  this  Association  which  have  been  brought 
forth  so  wonderfully  on  this  occasion. 

ISinoe  our  last  session  together,  the  limited 
roll  of  honorary  life  members  of  this  Asso- 
ciation has  been  deprived  of  one  of  its  illus- 
trious names,  the  late  lamented  Dr.  Frank 
Billings.  We  have  had  the  privilege  of  hav- 
ing him  address  us  on  several  ooeasions  at  past 
meetings  of  this  sort.  Since  this  leaves  a 
vacancy  in  the  list  of  our  honorary  life  mem- 
bers, i should  like  to  move  you,  Mr.  President, 
that  this  Association  honor  itself  and  honor 
medicine  by  eleeting  Dr.  John  Lovett  Morse 
of  Boston  as  an  honorary  life  member  of  the 
Kentucky  State  Medical  Association,  that  we 
may  have  the  privilege  of  recalling  him  from 
time  to  time  and  that  we  may  have  his  sound 
advice  in  the  important  progress  that  we 
propose  to  make  in  the  practice  of  medicine 
in  the  Commonwealth  of  Kentucky. 

I know  Dr.  Morse  will  be  glad  to  know  that 
in  facing  this  Association  he  faces  not  the 
ordinary  medical  society  ; he  faces  a group  on 
whom  the  Commonwealth  of  Kentucky  as  or- 
ganized has  placed  the  responsibility  for  the 
practice  of  medicine  and  the  prevention  of 
disease  and  the  prolongation  of  life  within 
the  confines  of  this  state.  This  group  of 
medical  men  are  not  merely  critical  of  those 
who  are  performing  public  service,  but  they 
them.selves  are  every  one  charged  by  law  with 
public  service,  and  it  is  our  responsibility, 
our  proud  responsibility,  that  every  life  that 
comes  into  beinsr  in  the  Commonwealth  of 
Kentucky  comes  within  our  domain  and  with- 
in our  Jurisdiction  by  law.  and  we  are  re- 
snonsible  that  every  safeguard  and  every  ca'-e 
that  modern  science  knows  shall  be  thrown 
around  them.  It  ill  behooves  any  one  of  us 
that  there  may  be  lany  practical  progress  in 
the  practice  of  our  art  or  of  our  profession 
that  we  do  not  acquaint  ourselves  with  and 


make  available  to  those  who  are  dependent 
upon  us  for  it. 

In  Kentucky  we  practice  state  medicine  all 
the  time  and  always  have,  and  every  one  of 
us  practices  it  for  the  benefit  of  the  indivi- 
duals for  whom  we  practice.  We  practice  it 
under  a system  that  we  have  devised  ourselves 
and  that  has  been  recognized  by  our  law- 
makers as  the  best  that  can  be  devised  for  the 
protection  and  care  of  individuals  either  well 
or  sick  within  our  jurisdiction. 

I think  it  is  important  for  our  attention  to 
be  called  by  such  distinguished  leaders  of 
scientific  thought  as  this  man  tonight  has 
done  in  his  plain,  simple  language  that  every 
one  of  us  has  understood,  that  has  been  a chal- 
lenge to  everything  that  is  best  in  us  to  devote 
ourselves  better  and  better  to  the  profession 
which  gives  the  greatest  opportunity  for 
service  that  is  given  by  any  human  organiza- 
tion, and  that  we  may  go  from  this  hall  to- 
night pledged  again  and  again  to  do  better 
and  better  work  for  the  people  we  love  to 
serve  and  the  state  of  which  we  are  proud  to 
be  citizens. 

President  Barbour:  You  have  heard  Dr. 
McCormack’s  motion  that  Dr.  John  Lovett 
Morse  be  made  an  honorary  life  member  of 
our  Association.  All  of  those  who  are  in  favor 
will  please  stand. 

Upon  motion  of  Arthur  T.  McCormack, 
Louisville,  unanimously  carried,  John  Lovett 
Morse  was  elected  to  Honorary  Life  Member- 
ship in  the  Kentucky  State  Medical  Associa- 
tion. 

The  meeting  adjourned  at  nine-twenty 
o ’clock. 

THIRD  SCIENTIFIC  SESSION 
Wednesday  Morning,  October  5,  1932 

The  Third  Scientific  Session  was  ealled  to 
order  at  9 :00  a.  m.,  Wednesday,  October  5. 
by  President  Barbour. 

The  following  case  reports  were  presented : 

Carotinemia  or  Xanthosis,  by  Winston  IT. 
Rutledge,  Louisville;  discussed  by  Arthur  T. 
McCormack,  Louisville;  Leon  L.  Solomon. 
Louisville ; Lillian  H.  South,  Louisville ; clos- 
ing discussion  by  Winston  U.  Rutledge. 

Bronchiectasis,  by  James  W.  Scudder,  Lib- 
erty : discussed  by  Paul  A.  Turner,  Louisville ; 
P>.  S.  Rutherford.  Bowling  Green;  Leon  L. 
Solomon,  Louisville;  closing  discussion  by 
James  W.  Scudder. 

Leprosy  in  Kentucky,  bv  Lillian  H.  South, 
Louisville;  discussed  by  Winston U.  Rutledge 
Tjouisville:  A.  Sargent.  Hopkinsville;  Smith 
field  Keffer,  Grayson;  Leon  L Solomon,  Lou- 
isville; closing  discussion  by  L.  H.  South. 

The  following  papers  were  presented: 

Diairnosis  and  Treatment  of  Empyema  of 
Childhood,  by  Clark  Bailey,  Harlan;  discus- 
sed by  Philip  F.  Barbour,  Louisville;  Hart 
Hagan,  Louisville ; Arthur  T.  McCormack, 


) 


638 


KENTUCKY  MEDICAL  JOURNAL 


Louisville;  B.  S.  Rutherford,  Bowling  Green; 
J.  Duffy  Hancock,  Louisville ; R.  C.  Burrow, 
Cunningham;  A.  Sargent,  Hopkinsville;  clos- 
ing discussion  by  Clark  Bailey. 

Malpractice  Suits,  by  J.  B.  Lukins,  Louis- 
ville ; discussed  by  Arthur  T.  McCormack,  Lou- 
isville; A.  D.  Willmoth,  Louisville;  George 
P.  Spx'ague,  Lexington;  B.  S.  Rutherford, 
Bowling  Green;  Leon  L.  Solomon,  Louisville; 
J.  N.  Bailey,  Paducah;  P.  D.  Gillim,  Owxns- 
boro  Lee  C.  Redmon,  Lexington ; G.  G.  Thorn- 
ton, Lebanon;  C.  A.  Vance,  Lexington;  Will- 
iam E.  Eallis,  Louisville;  Mr.  L.  R.  Curtis, 
Louisville;  closing  discussion  by  J.  B.  Lukins. 

Eczema,  by  Robert  L.  Kelly,  Louisville; 
discussed  by  C.  Brooks  Willmott,  Louisville. 

In  a Symposium  on  Anemias,  the  following 
papers  were  presented ; Diagnosis  and  Treat- 
ment of  (a)  Agranulocytosis,  by  Carl  H. 
Fortune,  Lexington ; discussed  by  Morris 
Flexner,  Louisville;  George  A.  Hendon,  Lou- 
isville ; Louis  Frank,  Louisville ; Rowan  Mor- 
rison, Louisville ; closing  discussion  by  Carl 
H.  Fortune,  (b)  Lymphatic  Leukemia,  by 
J.  ^Marshal],  Paducah,  and  (c)  Indications 
in  Anemia  for  Smgery  of  the  Spleen,  by 
Austin  R.  Quigley,  Maysville;  discussed  by 
W.  E.  Fallis,  Louisville;  Louis  Frank, 
Louisville. 

The  Oration  in  Medicine,  Chronic  Hypo- 
chromic Anemia,  was  delivered  by  Charles  N. 
Kavanaugh,  Lexington. 

r*v'o+'ng  adionrned  at  1:10  oclock. 
FOURTH  SCIENTIFIC  SESSION 

Wednesday  Afternoon,  October  5,  1932 

The  Fourth  Scientific  Session  was  called 
to  order  at  2 :00  p.  m.,  Wednesday,  October  5, 
President  Barbour,  presiding. 

The  following  pajieis  were  presented: 

Allergy,  by  Armand  E.  Cohen,  Louisville; 

■1,0, .lot;  Kavanaugh,  Lexing- 

inn  : Hugh  R.  Leavell,  Louisville;  Winston  U. 
Rutledge.  Louisvill ; G.  G.  Thornton,  Leb- 
anon ; Leon  L.  Solomon,  Louisville ; Philip  F 
Barbour,  Louisville;  closing  discussion  by 
Armand  E.  Cohen. 

Calcium  Metabolism  in  Health  and  Disease, 
.-c  p Winter.  Loui.sville:  discussed 

hv  George  A.  Hendon,  Louisville;  Morris 
Flexner,  Louisville;  Henry  M.  Rubel,  Louis- 
ville; C.  E.  Wakerlin,  Louisville;  A.  Sargent, 
Hopkinsville;  C.  W.  DoAvden,  Louisville;  J. 
A.  Orr,  Paris;  closing  discussion  by  James  E. 
Winter. 

Relation  of  Ear,  Nose  and  Throat  to  Gen- 
eral Infectious  Disease,  by  A.  L.  Bass,  Louis- 
ville; discussed  by  Gaylord  C.  Hall,  Louis- 
ville; closing  discussion  by  A.  L.  Bass. 

In  a SA^mposium  on  Obstetrics,  the  folloAving 
papers  were  read  : (a)  Complications  of  Pre.g- 
naney.  Early  and  Late  Hemorrhages,  by  Lee 
C.  Redmon,  Lexington;  (b)  Labor  and  Its 
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Complications,  by  B.  S.  Rutherford,  Bowling 
Green;  tc)  The  Puerperium  and  Its  Compli- 
cations, by  N.  0.  Witt,  Franklin  (read  by 
Henry  M.  Rubel,  Louisville)  ; disemsed  by 
EdAvard  Speidel,  Louisville;  J.  T.  Reddick, 
Paducah ; Smithfield  Keffer,  Grayson ; J.  B. 
.juKui,-.  ijouisville;  B.  J.  Lammers,  Louisville; 
J.  B.  Stroud,  Louisville;  S.  P.  Oldham, 
Owensboro;  E.  A.  Stevens,  Mayfield;  Oscar ,L. 
Barnes,  Hopkinsville ; H.  L.  Read,  Louisville ; 
Henry  M.  Rubel,  Louisville;  W.  N.  Bailey, 
White  Plains ; S.  J.  Smock,  LaGrange ; closing 
discussion  by  L.  C.  Redmon  and'B.  S.  Ruther- 
ford. 

The  meeting  adjourned  at  4:30  o’clock. 

SUBSCRIPTION  DINNER 
Wednesday  Evening,  October  5,  1932 

A subscription  dinner  for  the  members  ox 
the  Association,  their  Avives,  friends  and 
guests,  held  in  the  Crystal  Ballroom  of  the 
Hotel  BroAvn  at  6:30  on  Wedne.sday  evening, 
Avas  presided  over  by  the  President  Philip'  F. 
Barbour,  Louisville. 

President  Barbour:  The  story  is  told 

about  Dr.  W.  W.  Keen  that  when  he  was 
walking  along  the  street  one  day,  he  saw  a 
man  fall  and  break  his  leg.  Dr.  Keen  was 
carrAung  an  umbrella,  which  he  used  as  a 
.splint,  set  the  man’s  leg  and  fixed  it  up  and 
then  aceempanied  the  man  to  the  hospital.  A 
young  interne  came  out  to  receive  him,  looked 
at  the  man’s  leg  and  said,  “Who  did  this?’’ 

Dr.  Keen  said  that  he  had  helped  to  do  it. 

The  young  felloAv  said,  “That’s  a pretty 
good  job.’’  Whereupon  Dr.  Keen  handed 
him  his  card,  and  the  young  interne  pro- 
ceeded to  faint. 

One  of  our  honored  guests  tonight  is  a 
daughter  of  Dr.  W.  W.  Keen.  She  tells  me 
that  this  story  is  like  the  story  of  Mark  Twain 
wbo  read  an  obituary  notice  of  himself  and 
said  that  it  was  grossly  exaggerated.  She  said 
that  this  thing  did  not  happen  to  Dr.  Keen, 
but  that  it  might  have. 

I have  the  great  pleasure  of  introducing  to 
A'ou  Ml’S.  Freeman,  who  is  the  President  of 
the  Woman’s  Auxiliary  of  the  American 
Medical  Association.  (Applause). 

Mrs.  Walter  Jackson  Freeman  : Mr. 
President,  Madam  President  of  the  Kentucky 
State  Auxiliary,  Ladies  and  Gentlemen:  I 

had  a beautiful  speech  written,  but  after  that 
nice  informal  introduction  I am  not  going  to 
read  it.  T just  feel  that  I would  like  to  talk 
to  you  a little  bit  instead  of  reading  you  a 
more  formal  address. 

It  is  the  greatest  pleasure  to  me  to  come 
back  here  to  Kentucky  for  the  second  time;  T 
had  the  pleasure  of  being  with  you  at  the 
lime  of  the  Southern  Medical  Association  two 
years  ago.  and  it  is  very  unusual  that  an  Aux- 
iliary member  has  an  opportunity  to  come 
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twice  to  the  same  town.  I happen  to  belong 
to  forty  different  auxiliaries,  and  1 have  only 
a year,  so  you  may  know  1 actually  have  to 
leap  around  this  country  in  order  to  visit  as 
many  as  1 can. 

i suppose  that  most  of  you  doctors  know 
about  the  Auxiliary.  You  have  a very  wonder-* 
ful  and  very  active  membership  here  in  Ken- 
tucky. They  have  done  some  very  remarkable 
pieces  of  work,  but  foi  the  benefit  of  those 
who  perhaps  are  not  so  familiar  with  it,  1 
should  like  to  tell  you  a few  things  about  it. 

In  the  practice  of  medicine,  in  teaching,  in 
research  work,  there  is  no  place  for  a lay 
worker,  but  tke  day  that  saw  the  birth  of  pre- 
ventive medicine  made  the  Auxiliary  perfect- 
ly inevitable.  The  nearest  lay  worker  to  whom 
a doctor  can  turn  usually  draw  on  her  Aux- 
iliary duties  with  her  wedding  ring,  and  after 
years  of  experience  with  the  telephone  and  the 
plate  warmer  she  is  ready  to  meet  with  the 
other  wives  and  plan  still  further  Auxiliary 
work. 

Preventive  medicine,  as  you  all  know,  offers 
a great  field  for  lay  workers.  Dr.  Olin  West 
has  likened  preventive  medicine  to  building 
a wall  on  the  brink  of  the  precipice  instead 
of  sending  an  ambulance  to  the  bottom.  The 
medical  profession  must  pick  the  site  for  the 
wall ; they  must  trace  its  design ; they  must 
select  its  material,  and  they  must  superintend 
its  construction,  but  any  lay  worker  can  be 
a hewer  of  wood  and  a drawer  of  water,  a 
mixer  of  concrete  or  a layer  of  bricks.  'That 
is  exactly  what  the  Aujxiliary  is  prepared  to 
do  when  you  gentlemen  have  decided  about 
the  wall;  when  you  have  made  your  plans 
you  can  safely  leave  it  to  us  to  do  the  buil'J- 
ing. 

We  prepare  the  way  for  the  medical  pro- 
fession and  we  have  a unique  place  in  preven- 
tive medicine ; we  have  our  own  special  niche 
in  organized  medicine.  Through  our  daily 
contacts  with  the  medical  profession  we  can 
follow  the  development  of  medical  thought 
from  its  inception.  A man  comes  home  from 
a medical  meeting  or  lays  down  his  medical 
journal  and  says:  “This  is  the  most  marvel- 
ous thing.  Did  you  know  that  liver  is  a 
good  thing  in  anemia  ? Here  is  this  man  who 
says  he  has  had  so  manj-  cases  and  has  done 
this,  that  and  the  other,  and  he  thinlcs  he  has 
proved  it  ‘ ‘ Of  course  his  wife  is  immediately 
interested.  Here  is  httle  Johnny  who  has 
looked  kind  of  white  and  she  immediately 
proceeds  with  liver.  You  see,  as  it  goes  on 
through  the  weeks  and  the  months  and  per- 
hap.s  the  years  of  building  up  this  idea  about 
liver,  she  hears  of  it  at  home.  The  same  is 
true  of  diphtheria  immunization,  the  Schick 
test,  the  other  special  features  of  preventive 
medicine.  We  hear  them  spoken  of  at  home 
and  they  sort  of  grow  up  in  our  midst,  so 
when  you  are  ready  to  launch  your  cam- 


paign for  this,  that  or  the  other  thing,  we 
are  ready  to  help  you  intelligently ; we  have 
heard  ot  it  all  during  these  weeks  and  months, 
perhaps  years;  thrcugh  our  daily  contacts, 
our  daily  social  contacts  with  cur  friends,  w ^ 
have  spoken  of  it;  our  memoership  in  various 
other  women’s  organizations  will  open  doors 
to  you  which  otherwise  would  be  hermetically 
sealed. 

A woman  on  the  board  of  a club  in  Phil- 
adelphia, the  oldest  and  most  important  wo- 
man's club  in  the  city,  said  that  there  was  a 
wondertul  osteopath  who  had  done  her  so 
much  good  and  he  wanted  to  present  a course 
of  lectures  at  that  club — I think  he  was  going 
to  do  it  free.  One  of  our  important  Auxiliary 
members  was  on  that  board,  and  she  managed 
to  get  that  resolution  tabled.  She  went  af- 
terwards to  this  lady  w’ho  had  proposed  it  and 
said : ‘ ‘ How  can  you  suggest  having  a series 
of  talks  on  medical  subjects  from  a man  who 
hasn’t  even  a medical  degree? 

‘ ‘ Well,  ’ ’ the  lady  said,  ‘ ‘ he  has  helped  me.  ’ ’ 

‘ ‘ He  may  have  helped  you,  but  do  you  feel 
that  our  club,  the  most  important  and  the 
oldest  in  Philadelphia,  can  properly  sponsor 
a series  of  medical  talks  by  a man  who  hasn ’t 
even  a degree?” 

The  resolution  remained  on  the  table  and 
died  and  was  interred,  and  that  is  exactly 
wliat  the  Auxiliary  can  do  in  every  line  of 
approach  that  we  have  to  the  public.  It  is  a 
great  responsibility  for  us,  and  if  we  step  out 
of  that  particular  niche  there  is  no  one  else 
who  can  fill  it. 

You  gentlemen  are  the  ones,  as  I said,  to 
decide  where  that  wall  is  to  be  built,  and  we 
can’t,  we  don’t  know  enough,  we  don’t  want 
to  know  enough.  I don’t  want  to  know  all 
about  it ; I want  to  know  what  you  would  like 
to  have  us  do.  You  know,  we  don’t  come  in  like 
Boadicea  with  scythes  on  our  chariot  wheels 
ready  to  plow  our  way  into  the  medical  as- 
sociation or  over  the  general  public.  We  are 
standing  like  Queen  Esther.  I don’t  know  how 
many  of  you  have  recently  read  the  book  of 
Esther,  but  I can’t  sufficiently  recommend  to 
you  a reperusal  of  it.  When  Esther  wanted 
something  done  she  fixed  herself  up,  she  went 
to  the  beauty  parlor,  she  bought  herself  the 
most  wonderful  clothes,  she  gave  the  king  a 
great  feast,  and  then  she  stood  and  waited 
until  the  golden  scepter  was  extended  before 
she  could  do  anything.  That  is  precisely  what 
the  Auxiliary  does.  We  are  standing  wait- 
ing, and  until  the  golden  scepter  is  extended 
by  you  we  can’t  do  one  thing.  You  gentle- 
men must  make  the  move. 

It  is  a wonderful  and  fortunate  thing  that 
here  in  Kentucky  the  relations  between  your 
health  department  and  your  medical  society 
and  your  Auxiliary  are  so  friendly,  so  cordial, 
so  co-operative.  If  you  gentlemen  will  get  to- 
gether with  the  Auxiliary  and  decide  what 
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you  want  done,  you  will  find  that  every  mem- 
ber of  the  Auxiliary  is  only  too  delighted  to 
support  you  in  every  possible  way. 

When  1 w^as  down  in  New  Orleans  at  the 
meeting  of  the  Auxiliary  at  the  time  of  the 
American  Medical  Association  meeting  last 
May,  i was  invited  out  to  ainner,  and  in  the 
course  of  the  evening  the  lady  next  to  me  said : 
"You  know,  Mrs.  Freeman,  you’re  a great 
talker.  ’ ’ 

Well,  1 didn’t  think  1 could  have  under- 
stood her.  Of  cov.rse,  I couldn’t  plead  guilty 
to  any  such  thing  as  that,  and  1 said,  "1  beg 
your  pardon?”  i thought  tlie  music  and  ’!ie 
noise  might  have  made  me  misunderstand  her. 

She  said,  “Mrs.  Freeman,  you’re  a great 
talker.  ’ ’ 

I said,  “What  did  you  say?” 

She  said,  “You  know,  you  really  do  talk  a 
great  deal,” 

1 said,  “I’m  afraid  1 shall  have  to  admit 
it?” 

She  said,  “There’s  one  thing  about  you, 
Mrs.  Freeman,  you  talk  a great  deal,  but 
when  you  are  on  the  platform  you  say  what 
you  have  tO'  say,  and  then  you  sit  down.”  So 
now  I will  sit  down.  (Applause). 

President  Barbour:  1 am  sure  all  of  us 
men  feel  very  much  complimented  to  be 
elassed  with  the  gentleman,  IMrs.  Freeman, 
who  extended  a golden  scepter.  I haven't 
seen  anything  of  that  kind  around  here. 
(Laughter). 

1 feel  very  much  like  the  devil  did.  You 
have  all  heard  the  story  of  the  old  colored 
preaeher  whom  someone  asked  how  he  got  his 
sermons  up,  whether  he  wrote  them  all  out, 
and  he  said  no  he  didn’t  write  them,  out,  that 
when  he  got  up  to  preach  he  didn’t  know  what 
he  was  going  to  say,  and  not  even  the  devil 
knew  what  he  was  going  to  say.  I haven’t 
the  faintest  idea  what  our  next  speaker  is  go- 
ing to  talk  about.  I have  something  of  a sus- 
picion that  he  is  going  to  advise  some  of  our 
alttenuated  young  folks  to  drink  milk.  I 
think  possibly  if  there  are  any  that  are  not 
perfect  36 ’s  here  he  may  suggest  to  you  to 
take  a little  milk  and  cream  on  the  side. 

I wonder  how  he  would  handle  a case  that  I 
heard  about  the  other  day  of  a colored  woman 
who  was  up  before  the  judge.  The  judge 
said,  “Mandy,  how  old  are  you?” 

“Jedge,  Ize  forty-eight.” 

He  looked  at  her  and  said,  “What ! A young 
woman  like  you?” 

She  said,  “Jedge,  Ize  mist  ikoi,  mebbe;  i 
doan  know  whedder  dat’s  mah  age  or  mah 
bus  measure.”  (Laughter). 

If  he  will  teach  us  how  to  modify  that  milk 
so  as  to  help  Mandy  out,  I think  he  will  have 
filled  the  bill  admirably.  I have  had  a very 
delightful  time  talking  to  him. 

You  know.  Dr.  Kelly  has  been  here,  and  he 


has  been  quoting  the  Bible  to  us,  so  I am  go- 
ing to  show  my  knowledge  of  the  Bible  by 
making  a quotation  that  the  t^ueen  of  Sheba 
said  about  Solomon.  She  said,  she  had  been 
hearing  about  him  with  her  ear  but  that  the 
half  of  it  had  never  been  told. 

i introduce  to  you  Dr.  Ira  V.  Hiscock, 
Professor  of  Public  Health,  School  of  Medi- 
cine, iale  University.  (Applause). 

Ira  V.  Hiscock:  Mr,  President,  Madam 
President  of  the  Auxiliary,  and  Friends  of 
iveutucky;  That  was  a devil  of  a good  in- 
troduction, and  it  has  removed  the  necessity 
ol  my  telling  you  any  stories  at  this  point,  out 
1 do  want  to  express  my  appreciation  of  this 
opportunity  to  meet  with  you  here,  and  1 
wish  to  pay  tribute  particularly  to  the  pio- 
neering work  which  your  medical  association 
has  done  in  supporting  your  Board  of  Health 
and  the  work  which  your  Auxiliary  has  done, 
because  from  the  standpoint  of  preventive 
medicine,  in  which  1 am  particularly  inter- 
ested, those  activities  have  had  significance 
far  beyond  the  confines  of  your  own  state. 

1 particularly  want  to  pay  tribute  to  the 
work  of  your  eminent  State  Health  Officer, 
who  incidentally  or  otherwise  is  national  ora- 
tor of  our  Amereian  Public  Health  Associa- 
tion and  in  his  presence,  the  presence  of  one 
famed  for  his  silver-tongued  oratory,  I am 
somewhat  shy.  I want  to  tell  you  that  that 
leadership  has  meant  a great  deal  to  the 
country  as  well  as  to  the  State  of  Kentucky. 

Ira  V.  Hiscock  read  his  address. 

President  Barbour:  The  Kentucky  State 
Medical  Association  appreciates  very  much 
the  fine  turn-out  we  have  had  tonight,  and  I 
am  sure  it  has  been  a pleasure  to  the  speakers 
to  have  such  an  attentive  and  attractive  audi- 
ence. 

Secretary  McCormack:  The  largest  num- 
ber of  physicians  fiom  outside  of  Louisville 
are  attending  this  meeting  of  any  meeting 
the  Association  has  held  in  the  eighty-two 
years  of  its  existence,  and  that  is  the  largest 
meeting  that  has  ever  been  held.  I think  that 
is  a splendid  tribute  to  the  program  that  has 
been  prepared  by  Dr.  Barbour  and  Dr.  Miller 
and  to  the  spirit  of  Kentucky  physicians  in 
these  trying  times. 

The  session  adjourned  at  9 :00  p.  m. 

FIFTH  SCIENTIFIC  SESSION 
Thursday  Morning,  October  6,  1932 

The  Fifth  Scientific  Session,  conducted  by 
the  University  of  Louisville,  was  called  to 
order  at  9 :00  a.  m.,  Thursday,  October  6 by 
President  Barbour. 

The  following  papers  were  presented  : 

Radical  Treatment  of  Joint  Tuberculosis, 
by  R.  L.  Woodard,  Louisville;  discussed  bj 
I.  A.  Arnold,  Louisville;  Ellis  Duncan,  Lou- 
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isvillej  Orville  R.  Miller,  Louisville;  closing 
discussion  by  R.  L.  W oodard. 

(Jimical  instruction  in  Dermatology  and 
Sy philology  at  the  University  ot  Louisville, 
by  (J.  Brooks  VViilmott,  Louisville;  discussed 
by  Winston  U.  Rutledge,  Louisville. 

(Studies  on  the  Circulation,  by  J.  M.  Kins- 
man, Louisville;  discussed  by  John  Walker 
Moore,  Louisville. 

Clinical  Brogress  in  Obstetrics,  by  Edward 
Speiuel,  Louisville;  discussed  by  ilenry  M. 
Rudel,  Louisville;  !S.  B.  Oldham,  OwensDoro; 
closing  discussion  by  Edward  ISpeidel. 

The  Early  (Symptoms  of  Acute  Boliomyelitis, 
by  Jonn  d.  lUoren,  Louisville;  discussed  by 
Curran  Bope,  Louisville;  Bhilip  E.  Barbour, 
Louisville;  Lee  Balmei’,  Louisville;  closing 
discussion  by  John  J.  Moren. 

Some  Causes  of  Biindness,  by  Claude  T. 
Wolfe,  LouisviUe. 

The  Ano-Rectal  Abscess,  by  Bernard  As- 
man,  Louisville;  discussed  by  M.  H.  Puls- 
kamp,  Louisville;  Granville  S.  Hanes,  Louis- 
ville; dosing  discussion  by  Bernard  Asman. 

Surgical  Complications  in  Bneumonia,  by 
L.  Wallace  Frank,  Louisville. 

Some  Braetical  and  Theoretical  Points  in 
Oxygen  and  Carbon  Dioxide  Therapy,  by  W. 
Hamilton  Long,  Louisville ; discussed  by  John 
W.  Heim,  Louisville;  Wallace  Prank,  Lou- 
isville; S.  C.  Frankel,  Louisville;  closing  dis- 
cussion by  W.  Hamilton  Long. 

Varicose  Veins  of  the  Broad  Ligament  as 
Cause  of  Pelvic  Discomfort,  by  Charles  W. 
Hibbitt,  Louisville. 

Recent  Developments  in  the  Department  of 
Psychiatry,  by  W.  E.  Gardner,  Louisville; 
discussed  by  S.  S.  Ackerley,  Louisville. 

Recent  Advances  in  Pediatric^,  by  James 
H.  Pritchett,  Louisville. 

The  Prognosis  of  Nasal  Sinus  Diseases  by 
Walter  Dean,  Louisville. 

The  meeting  adjourned  sine  die  at  12 :4.5 
0 dock. 

A.  T.  McCormack,  Secretary. 


Celluloid  Capsule  for  Measuring  Venous  Pres- 
sures.— ^Krogh  and  his  associates  describe  a cel- 
luloid capsule  for  the  determination  of-  venous 
pressures.  This  is  easily  made,  and  notches  can 
be  cut  so  that  it  will  fit  any  arrangement  of 
veins.  It  is  cemented  to  the  skin  with  collodion. 
V/hen  with  high  venous  pressures  the  necessarily 
high  intracapsular  pressure  would  cause  d’S- 
tortion  of  the  skin  and  erroneous  readings,  the 
error  can  be  avoided  by  the  use  of  a counter- 
weighting clamp,  also  described.  Such  a counter- 
weight is  usually  needed  for  the  measurement  of 
venous  pressures  above  30  cm.  water  pressure. 


Minutes  op  the  Eighty-Second  Annual 

Session  op  the  House  op  Delegates  op 
THE  Kentucky  State  Medical  As- 
sociation Held  in  Brown  Hotel, 
Louisville 

October  3-6,  1932 

Monday  Apternoon,  October  3,  1932 

The  first  session  of  the  House  of  Delegates 
of  the  Eighty-Second  Annual  Meeting  of  the 
Kentucky  State  Medical  Association,  held  at 
the  Hotel  Brown,  Louisville,  October  3-6, 
1932,  convened  at  2 :0U  o’clock,  the  President, 
J.  T.  Reddick,  Paducah,  presiding 

President  Reddick;  The  House  of  Dele- 
gates of  the  Kentucky  State  Medical  Associa- 
tion will  now  be  in  order.  The  first  item  on 
the  program  is  the  report  of  the  Credentials 
Committee. 

The  Secretary  : Mr.  President,  in  the  ab- 
sence of  Dr.  Pritchett,  1 have  the  report  of 
the  Committee,  which  consists  of  the  roll  with 
the  credentials  of  the  officers  and  members, 
and  1 move  that  the  report  of  the  Committee 
be  made  the  official  roll  and  that  additional 
delegates  be  enrolled  as  their  credentials  are 
presented  to  the  C ommittee. 

The  motion  was  seconded  and  carried. 

President  Reddick:  The  Secretary  will 

call  the  roll. 

The  Secretary  called  the  roll. 

The  Secretary;  There  is  a quorum. 

President  Reddick:  A quorum  being  pres- 
ent the  next  order  is  the  minutes  of  the  1931 
meeting. 

Smithpield  Keeper,  Grayson:  I move  that 
we  dispense  with  the  reading  of  the  minutes 
of  the  last  meeting. 

The  motion  was  seconded  and  unanimously 
carried. 

President  Reddick:  Next  is  the  report 

on  Scientific  Work. 

The  Secretary:  In  the  absence  of  Dr. 
Philip'  F.  Barbour,  Chairman  of  the  Commit- 
tee on  Scientific  Work,  I should  like  to  pre- 
sent the  program  and  move  you  that  this  be 
made  the  official  program  for  the  session.  Dr. 
Barbour  will  probably  want  to  make  a sup- 
plemental report  when  he  comes  in. 

The  motion  was  seconded  and  unanimously 
carried. 

The  Secretary:  I should  like  to  call  the 

attention  of  the  members  to  the  fact  that  the 
adoption  of  that  motion  makes  this  the  offi- 
cial program,  and  motions  lan  only  be  made 
in  the  House  of  Delegates  for  the  extension 
of  time  or  for  changes  in  the  program,  so 
it  avoids  the  embarrassment  to  the  President 
and  to  the  members  of  asking  that  time  be 
extended  in  the  geneial  session.  It  is  im- 
portant for  all  of  us  to  remember  that  so  we 
can  back  up  the  President  in  his  rulings  hold- 
ing the  essayists  and  others  to  exact  com- 
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piiauce  witii  tiie  program. 

rniLJp  I’.  jBabboub,  Louisville;  The  pro- 
gram IS  the  report  ot  the  (Joinmittee  on  Smen- 
ulic  U ork,  and  i think  i have  nothing  sup- 
plemental to  add. 

i would  like  to  take  the  time,  however,  if 
the  Chair  will  permit  me,  to  say  that  tonight 
alter  the  meeting  o":  the  Jelierson  Uouniy 
Society,  Mrs.  Barbour  and  i are  going  to  hold 
a very  informal  reception  at  our  house,  and 
we  want  to  invite  the  delegates,  tlie  visiting 
doctors,  the  local  doctors,  and  especially  their 
wives,  to  come  out. 

Bbesident  Keddick;  Next  on  the  program 
is  tbe  report  on  Arrangements,  by  Dr.  Aud, 
IT’esident  of  the  Jefferson  County  Medical 
Society,  who  is  chairman. 

CuY  Aud,  Louisville:  Gentlemen,  1 should 

like  to  state  first  that  the  meeting  of  the  Jet- 
ferson  County  Medical  Society  will  be  held 
this  evening  at  eight  o’clock  in  the  Crystal 
Ballroom,  and  we  are  to  have  as  our  special 
guest  Dr.  Howard  A.  Kelly  of  Baltimore 
who  will  address  the  Jefferson  County  Medi- 
cal Society  and  also  the  membei’s  of  tue  Ken- 
tucky State  Medical  Association  and  the  Aux- 
iliary. Your  friends  are  invited. 

There  will  be  a public  meeting  at  eight 
o’clock  Tuesday  i ight  in  the  CrystaJ.  Ballroom 
of  the  Brown  Hotel,  and  the  program  will  con- 
sist of  the  address  of  the  Bresident,  Dr. 
Philip  F.  Barbour,  and  the  annual  oration 
by  Dr.  John  Lovett  Morse,  of  Boston,  Presi- 
ilent  of  the  American  Society  of  Pediatri- 
cians. 

There  will  be  a subscription  banquet  in 
the  Crystal  Ballroom  of  the  Brown  Hotel 
Wednesday  at  6:30  p.  m.  The  guest  speaker 
will  be  Dr.  Ira  V.  Hiscock  of  Yale  University. 
Your  wives  and  friends  are  invited. 

The  annual  luncheon  of  the  Woman’s  Aux- 
iliary as  guests  of  the  Kentucky  State  Medical 
Association  will  be  held  at  12:30  p.  m.  Wed- 
nesday in  the  Crystal  Ballroom  of  the  Brown 
Hotel.  The  luncheor  will  be  in  honor  of  Mrs. 
Walter  -Jackson  Freeman  of  Philadelphia, 
President  of  the  American  Medical  Associa- 
tion Auxiliary',  and  Mrs.  Charles  E.  Oates,  of 
Little  Kock,  President  of  the  Southern  Medi- 
cal Association  Auxiliary. 

We  have  some  announcements  with  regard 
to  golf,  but  I don’t  want  to  bother  you  with 
that  because  they  are  the  ruling's  of  the  com- 
mittee goveniing  the  golf  tournament  that  is 
to  be  held. 

It  might  be  interesting  to  you  to  know  that 
at  the  banquet  on  Wednesday  evening  the 
golf  committee  will  present  these  trophies. 

The  automobile  committee  reports  that  ar- 
rangements have  made  with  Mrs.  R.  C.  Adams 
of  the  Auxiliary  to  siipply  automobiles  as  de- 
sired, and  they  will  be  available  at  all  times. 

The  Jefferson  County  Medical  Society 
of  course  hopes  that  you  all  will  enjoy  your 


meeting  here  very  much.  If  there  is  any- 
tliing  mat  we  can  do  for  you  at  any  time  to 
help  make  your  stay  here  more  profitable  and 
pleasant,  piease  don  t hesitate  to  call  on  ua. 
vVe  will  be  glad  to  serve  you  in  any  way. 

The  Seceetaby;  i would  like  to  ask  the 
members  and  the  delegates  to  constitute  them- 
selves a committee  in  regard  to  the  dinner 
that  is  to  be  given  by  the  Association  for  the 
Auxiliary  on  Wednesday.  That  dinner  is  tor 
Hie  members  of  the  Auxiliarv  and  visiting 
women  who  are  in  attendance  at  the  sessions 
ui  tiie  Auxiliary.  Those  who  merely  come 
to  the  dinner  will  be  charged  $1.  h'or  those 
who  attend  the  meetings  the  Association  will 
take  care  of  their  expenses. 

Gentlemen  of  the  House  of  Delegates,  1 
have  the  honor  of  introducing  the  President, 
who  will  now  make  his  report.  Dr.  J.  T. 
Reddick,  of  Paducah.  (Applause). 

Pbesident  Reddick:  Gentlemen,  1 wish 

to  say  that  it  has  been  a very  pleasant  year 
with  me  so  far  as  the  Kentucky  State  Medical 
Association  is  concerned.  1 haven’t  had 
i.iucli  to  do;  that  has  ail  been  done  by  the 
Secretary  and  his  office  force  and  the  various 
committees. 

1 want  to  again  to  express  my  deep  appre- 
ciation of  this  distinguished  honor  that  you 
have  conferred  upon  me.  I am  proud  to  have 
my  name  identified  with  the  great  number 
ot  Presidents  of  the  Kentucky  State  Medical 
Association  who  have  preceded  me. 

Our  Association  is  in  excellent  condition  in 
;i  great  many  respects,  in  practically  every 
. espect  in  fact.  We  know  that  we  are  going 
VO  have  a good  meeting  here.  We  always  have 
good  meetings  in  Louisville ; these  Louisville 
doctors  do  things  right  when  we  come  to  Lou- 
isville. 

i have  nothing  further  to  say  except  that 
we  want  toi  go  on,  we  want  to  continue  in  the 
good  work  that  we  are  doing. 

Next  is  the  Treasurer’s  report.  That  has 
heen  published  in  the  Jouenal. 

E.  R.  Palmeb,  Louisville:  I move  we  pass 

the  reading  of  that  report. 

The  motion  was  seconded  and  carried. 

Pbesident  Reddick:  Next  is  the  Secre- 

tary’s report. 

Repobt  op  the  Seceetaby 

Mr.  President  and  Gentlemen,  as  your  Sec- 
retary I have  had  the  usual  happy  expei-i- 
ence  I have  been  having  for  twenty-five  years' 
with  you.  My  burdens  as  Secretary  of  this 
Association  are  very  light  because  you  do 
pkaci^icaly  all  the  work  -yoikrselves  , except 
when  you  are  working  me  and  I have  had  a 
very  pleasant  and  profitable  year. 

I have  been  able  to  meet  with  more  of  the 
County  Societies  tliis  year  than  for  several 
years. 

There  has  been  no  time  in  the  history  of 
Kentucky  medicine  when  every  member  of 


December,  1932] 


KENTUCKY  MEDICAL  JOURNAL 


643 


the  profession  has  been  faced  more  directly 
with  the  difficult  problem  of  continuing  to 
give  the  broadest  and  best  service  to  his  peo- 
ple, and  at  the  same  time  to  maintain  his  own 
home  and  family  because  of  the  unprecedent- 
ed economic  depression.  To  the  younger 
members  of  the  profession  it  is  very  hard  to 
explain  this  difficulty.  It  is  the  sort  of  thing 
that  I imiagine  one  feels  when  he  is  swimming 
and  finds  he  is  in  deeper  water  than  it  is 
possible  for  him  to  negotiate  with  safety  and 
he  begins  to  clutch  at  everything.  For  the 
oilder  members  it  is  a return  to  what  in  the 
early  history  of  the  profession  was  a normal 
condition. 

When  I made  the  first  survey  under  your 
direction  as  chairman  of  a committee  of  this 
Association  in  1898,  the  average  cash  incoiue 
of  the  practitioner  of  medicine  in  Kentucky 
was  a Ittle  less  than  $800  a year.  It  is  very 
important  for  us  to  remember  that,  because 
at  that  time  it  was  necessary  for  members  of 
our  profession,  as  it  was  necessary  for  many 
years  for  members  of  the  ministerial  and 
'Cither  professions,  to  have  side-lines  of  work  in 
order  to  maintain  them.selves  and  educate 
their  fa'milieis.  It  was  then  that  Kentucky 
medicine  was  for  the  first  time  really  or- 
ganized. Before  that  time  we  had  hacl,  un- 
der the  old  scheme  of  organization,  perfectly 
delightful  meetings  of  this  organization,  and 
the  one  or  two  hunderd  of  its  members  ( there 
were  never  more  than  300  any  year  before 
1898)  gathered  together  in  annual  session  in 
different  parts  of  the  state  and  mutually  con- 
ducted proceedings  that  were  of  the  highest 
scientific  interest  to  the  very  small  group  to 
whom  they  were  available,  but  in  1898  when 
the  profession  was  reorganized  and  when 
practically  every  active  physician  in  the 
state  became  a member  of  it  for  the  first 
time,  we  began  to  take  some  cognizance  of  the 
conditions  that  confronted  the  profession  and 
that  were  causing  it  such  serious  concern  as 
to  its  maintenance. 

At  that  time  we  had  4200  practitioners  in 
state.  We  hud  then  nine  medical  .schools 
operating  in  Kentucky.  Of  cour.se,  the  older 
ones  amongst  us  recall  that  in  those  days  a 
man  went  to  a medical  school  and  if  he  paid 
his  fees  for  a couple  of  years  he  gradiTated ; 
if  he  didn’t  pay  them  he  failed  under  ex- 
aminations. The  result  was  that  we  had 
three  classes  oif  practitioners  in  the  istate. 
One  was  the  splendid  grouj)  of  students  who 
really  studied  wherever  they  were  and  who 
would  have  learned  to  practice  medicine  in 
any  sort  of  an  institution,  no  matter  what 
.sort  it  was.  There  was  that  very  much  lar- 
ger group  who  did  hard  and  'difficult  work 
without  having  had  sufficient  preliminary 
training  really  to  acquire  the  scientific  edu- 
cation that  was  then  beginning  to  be  demand- 


ed of  the  successful  practitioner,  and  who 
have  continued  to  furnish  up  to  the  present 
time  the  large  bulk  of  that  group  of  our  pro- 
fession that  is  its  most  important  group,  the 
general  practitioner.  Then  there  was  pos- 
sibly a third  of  the  entire  membership  who 
ought  never  to  have  been  admitted  into  a 
medical  school  at  all  and  who  were  wholly 
unfit  to  practice  and  were  a detriment  to  all 
the  rest  of  us. 

It  was  perfectly  natural  that  that  large 
group  of  low-grade  men  was  a group  that 
cliarged  very  little  for  their  services.  They 
weren’t  mu(;ii  and  knew  it  and  didn’t  charge 
much,  because  if  they  charged  the  same  as 
other  doctors  they  didn’t  get  any  practice. 
'I’hat  was  recognized  and  is  still  recognized, 
and  there  always  will  be  some  men  who  are 
worth  less  than  others  and  who  will  always 
(diarge  le.ss  than  others.  That  is  a thing  that 
has  to  be  recognized  in  every  vocation  and 
profession. 

We  began  at  that  time,  with  our  bi’ethren 
in  otlier  states,  the  reoiganization  of  the  pro- 
fession, and  in  no  state  was  the  management 
of  the  matter  conducted  more  wisely  or  with 
greater  self-sacrifice  on  the  part  of  a large 
number  of  the  members  of  our  profession 
than  in  Kentucky. 

Within  a few  years  two  of  our  nine  schools 
liad  become  obsolete  and  flie  other  seven  Avere 
combined  into  what  is  now  the  Medical  De- 
Tiartment  of  the  University  of  Louisville. 
Standards  Avere  rapidly  raised  from  three  to 
four  years,  and  then  a preliminary  medical 
education  of  at  least  tAvo  years  was  required. 
The  graduates  of  our  institutions  compare 
faA'orably  Avith  those  in  any  other  state. 

During  the  developing  period  in  economics 
in  the  country  since  that  time,  and  'due  to  the 
fact  that  the  average  member  of  the  profes- 
sion Avas  a very  much  better  qualified  physi- 
cian than  he  ever  had  been  before,  we  have 
made  great  progress  both  scientifically  and  as 
a self-sustaining  profession  since  those  days. 

It  is  A^ery  important  for  us  in  difficult  times 
like  these  to  counsel  together  that  we  may 
maintain  ourselves  as  Ave  have  begiin  to  do 
as  a profession.  It  is  absolutely  impossible 
for  a man  to  practice  medicine  now  without 
an  amount  of  expense,  of  cost,  that  in  my 
younger  days  was  Avholly  unknoAvn.  We  had 
to  have  very  little  equipment  when  I grad- 
uated in  medicine,  unless  we  practiced  sur- 
gei-A'.  Noav  every  physician  who  practices 
medicine  has  to  have  an  expensive  equipment. 
The  actual  cost,  the  maintenance  of  his  office, 
the  maintenance  of  his  office  force,  the  main- 
tenance of  the  armamentarium  with  which 
he  practices,  involves  a A’cry  large  outlay  of 
money,  and  the  public  must  sustain  that  cost 
if  they  are  to  continue  to  secure  the  benefits 
to  be  derived  from  modern  medical  science. 
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The  medical  service  for  the  people  today  is 
better  than  it  ever  was  in  the  history  of  this 
country  or  of  any  other  country  in  the  world, 
and  our  people  have  a better  opportunity  for 
proper  treatment  both  for  the  prevention  and 
the  cure  of  disease  than  tliey  ever  had  before. 
It  must  be  constantly  borne  to  them  that  that 
is  to  cost  them,  money,  but  it  costs  them  very 
much  less  money  than  the  disease  and  death 
that  followed  former  unqualified  practice. 

I think  it  is  tremendously  important  that  we 
keep  before  our  people  the  fact  that  the  death 
rate  in  Kentucky  today  is  considerably  less 
than  a third  of  what  it  was  in  1898  when  the’ 
profession  was  reorg’anized.  It  is  important 
to  keep  before  them  that  our  morbidity  rate 
has  tremendously  decreased.  We  had  more 
cases  of  typhoid  fever  in  1898  in  Kentucky 
than  we  have  cases  of  serious  illness  all  to- 
gether today. 

At  the  same  time  that  that  is  true,  I think 
it  is  vei’y  important  for  the  profession  to  keep 
before  itself  the  fact  that  while  at  one  time 
we  felt  that  there  would  be  a diminishing  de- 
mand for  medical  service  as  disease  was  era- 
dicated, we  now  know  just  as  definitely  that 
the  decrease  in  sickness  and  the  continued  pro- 
motion of  better  health  on  the  part  of  our 
people  will  require  in  the  future  more  medical 
service  and  more  highly  scientific  medical 
service  than  it  has  ever  done.  We  are  hav- 
ing to  re-educate  our  pe(>ple  from  merely  the 
old  remedial  idea  that  when  you  go  bed  you 
send  for  a doctor,  to  the  idea  that  while  you 
are  w'ell  you  consult  your  physician  in  his 
office  so  as  to  ha^e  his  advice  in  order  to  re- 
main well.  When  you  are  a little  sick  you 
go  to  your  doctor’s  office  rather  than  wait 
until  you  are  severely  sick  and  call  him  in 
to  care  for  you  through  a severe  illness. 

It  is  important  that  as  these  services  are 
being  so  much  better  rendered  today,  we 
educate  our  public  as  to  the  necessity  for 
proper  compensation  for  the  physician  for 
liis  office  practice  which  is  well  done,  in  con- 
tradistinction to  the  superficial  practice  wh.h 
which  they  have  been  acquainted  through  the 
generations  that  have  preceded  us.  As  we  do 
that,  and  in  proportion  as  we  do  that,  w^e 
are  going  to  find  ourselves,  as  physicians, 
human  engineers  guiding  this  complicated 
machinery,  individual  in  its  character  alwaye. 

One  of  the  tendencies  of  this  whole  time 
is  the  socialization  of  everything.  We  have 
rather  gotten  the  idea  that  everybody  and 
everything  is  to  be  )gouped  together — one  of 
the  unfortunate  by-products  of  a scheme  of 
education  that  attempts  to  cut  every  mind  off 
at  exactly  the  same  standard  and  to  educate 
every  child  in  the  same  subjects  at  the  same 
rate  of  speed,  regardless  of  whether  they  are 
slow  or  smart  or  average.  We  have  gotten  our 
whole  people  trained  into  the  idea,  for  a 


generation  or  two,  of  thinking  in  terms  of 
standards  and  of  giroups.  I thinic  no  other 
responsibility  that  is  before  us  as  a profession 
is  more  important  than  that  we  constantly 
bear  in  mind  that  there  is  no  procedure  yet 
devised  by  science  that  has  become  sufficiently 
simplified  that  it  can  be  applied  indiscrimi- 
nately 110^  only  to  every  individual,  but  to 
any  large  group  of  individuals  without  the 
scientific  knowledge  and  acumen  and  the 
personal  service  of  the  man  who  gives  that 
treatment,  behind  it.  There  is  no  group  thing 
that  can  be  done.  You  can’t  come  into  this 
room  and  examine  this  group  of  people  for 
any  purpose,  except  as  to  whether  they  are, 
or  are  not,  members  of  the  church  or  whether 
they  are  Democrats  or  Republicans  or  on 
some  other  sociological  or  semi-political  pro- 
position. There  is  no  uossible  way  that  your 
human  machinery  can  be  evaluated  except 
by  the  scientific  training  and  acumen  of 
the  individual  physician  who  is  going  to 
make  that  examination  of  you.  Inspec- 
tions can  be  made  more  rapidly,  but  they 
should  always  be  known  as  inspections  and 
an  examination  should  mean  an  examina- 
tion by  an  individual,  and  treatment  should 
follow  the  examination  of  an  individual  with 
the  proper  scientific  application  of  known 
scientific  methods  following  diagnosis.  If 
we  can  convince  our  people  of  that  fact  we 
will  have  made  great  progress. 

It  is  important  to  remember  that  in  Ken- 
tucky today  we  are  having  gathered  together 
over  this  state  groups  called  Taxpayers’ 
Leagues  that  want  to  reduce  public  expem'ses 
— an  eminently  proper  procedure  and  one  that 
.should  have  been  done  years  ago  by  a thought- 
ful people.  But  it  is  important  to  say  to 
those  groups  of  people  that  the  cost  of  our 
state  government  is  less  than  half  today  the 
cost  of  illness,  and  that  the  cost  of  illness  in 
Kentucky  is  tremendously  increased  by  the 
fact  that  we  pay  twenty-eight  and  one-half 
times  as  much  (our  people  do)  for  patent 
medicines  as  for  preventive  medicine:  they 
pay  almost  exactly  the  same  number  of  dollars 
every  year  for  patent  mediv^ines  that  thev  do 
for  the  support  of  all  the  hospitals  in  Ken- 
tucky. 

We  have  been  derelict  in  our  educational 
svstem  when  we  have  failed  to  teach  our  peo- 
ple that  these  patent  and  proprietary  medi- 
cines that  are  available  in  our  drug  .stores 
upon  the  request  or  demand  of  anybody  that 
pays  for  them,  are  so  standardized  that  they 
can  do  as  little  harm  to  anvbody  as  possible, 
but  at  the  same  time  do  so  little  good  as  to  be 
worthless  to  even  those  who  need  them.  The 
ma.jority  of  people  making  selLdiagnosis  are 
whollv  unable  to  determine  what  is  the  mat- 
ter with  them  and  haven’t  the  slightest  idea 
what  the  medicines  are  that  they  are  giving  to 
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themselves  when  they  purchase  them  in  the 
drug  store. 

The  side  of  the  reduction  of  the  cost  of 
medical  care  in  Kentucky  that  is  most  obvious 
to  any  man  who  studies  the  statistics  of  the 
situation  is  the  education  of  our  people  as 
to  their  sinning  away  their  day  of  grace  dur- 
ing serious  illnesses  by  taking  patent  and 
proprietary  ready-made  medicines  for  con- 
ditions that  they  know  nothing  about,  and 
taking  medicines  that  they  know  nothing 
about  for  their  treatment  and  their  cure. 
That  is  one  of  the  most  obvious  things  about 
which  Ave  need  to  talk  at  Avomen’s  clubs 
and  luncheon  clubs  generally  and  to  other 
gtroups  of  people  Avith  Avhom  Ave  come  in  con- 
tact that  this  serious  drain  on  the  resources 
of  our  people  may  be  saved  to  them  in  these 
difficult  times. 

It  has  been  my  misfortune  to  come  in  con- 
tact w5th  a large  number  of  cases  of  serious 
illness  that  because  of  the  expense  of  medical 
care  had  purchased  patent  medicines  during 
the  period  Avhen  they  might  have  been  treated 
successfully,  but  had  come  in  for  treatment 
after  their  conditions  were  practically  hope- 
less. It  is  our  duty  over  the  radio  and  in 
every  possible  way  to  teach  our  younger  peo- 
ple the  dangers  -of  these  things  that  we  must 
succeed  in  obviating. 

It  is  always  a temptation  for  anybody  Avho 
comes  in  contact  with  your  problems,  and 
sees  you  in  your  j.omes  and  in  your  societies, 
as  I am  constantly  doing,  to  discuss  generally 
the  questions  that  have  come  to  me.  I want 
to  avoid  yielding  to  that  temptation  as  much 
as  possible  and  not  take  up  too  much  of  your 
time,  but  I want  to  thank  you  all  for  the  ef- 
fective work,  rather  to  congratulate  you  than 
thank  you,  that  has  been  done  by  the  profes- 
sion this  year.  It  has  been  most  eff('ctive. 
in  spite  of  the  fact  that  Ave  have  had.  for  the 
first  time  since  there  has  been  a State  Healfb 
Department  in  Kentucky,  an  increase  in  our 
death  rate  from  tuberculosis  last  year  as  a 
result  of  the  continued  calamities  that  have 
overwhelmed  the  state  for  the  past  several 
years.  We  have  more  malnutrition  in  our 
children  todav  than  we  ever  have  had  hefor", 
and  as  a result  of  that  we  were  bound  to  have 
an  increase  in  our  sick  and  death  rate  from 
tubercAiloisis.  We  have  had  more  cases  of 
typhoid  fever  in  Kentucky  this  year  than  we 
have  had  in  the  nine  preceding  years  all  to- 
gether. That  is  caused  by  a conjunction  of 
climatic  conditions  that  could  not  be  helped. 
aiAd'  more  opportunity  has  been  given  for 
mass  infection  than  heretofore. 

The  case  fatality  has  been  higher  this  year 
than  it  has  been  previously  in  the  last 
tAventy  years. 

We  hawe  the  lowest  sick  and  death  rate 
from  diphtheria  that  we  have  had  at  anv^  timi^ 
in  the  history  of  the  state.  We  are  making 


progress  all  the  time,  and  the  progress  is  be- 
ing mc-de  in  eaily  diagnosis  and  treatment 
of  conditions,  in  the  educadou  of  our  people 
to  seek  their  physicians  earlier,  and  in  the 
prevention  of  disease,  in  which  every  one  of 
us  is  engaging  as  one  of  the  major  efforts  of 
our  work. 

It  is  always  a privilege  to  come  before  the 
medical  profession  of  Kentucky  as  one  of 
its  servants.  I have  had  that  privilege  for  a 
long  time,  and  you  have  given  me  an  oppor- 
tunity for  contacts'  that  I thank  you  for  from 
the  bottom  of  my  heart.  It  is  always  a joy 
at  these  annual  meetings  recuirently  to  come 
to  you  again  and  to  discuss  Avith  you  sym- 
pathetically and  feelingly  the  tremendous 
problems,  the  responsibility  for  tbe  solution 
of  AA^hicli  rests  on  our  shoulders  mutually  as 
tbe  representatives  of  the  greatest  group  of 
servants  that  the  people  of  any  state  have 
a'uyAvhere.  (Applause). 

A.  T.  McCormack,  Secretary. 

President  Reddick:  Gentlemen,  you  have 

beard  this  splendid  report.  We  are  tliaidcful 
to  Dr.  McCormack  for  it.  We  will  now  have 
the  report  of  the  Councill. 

Report  op  the  Council 

We  are  pleased  to  report  that  the  paid 
membership  at  this  time  is  1686  as  against 
1770  on  the  same  date  last  year.  We  feel  that 
this  is  a particularly  gratifying  report  in 
vicAv  of  tbe  unprecedented  economic  depres- 
sion which  has  so  seriously  affected  practical- 
ly every  physician  in  Kentucky.  Many  of 
those  wlio  are  apparently  delinquent  will  pay 
llieir  dues  and  retain  the  continuity  of  their 
membership,  and  we  feel  that  our  roll  will 
remain  approximately  the  same  as  for  the 
past  several  years.  When  it  is  considered 
that  there  are  r,  fcAV  less  than  twenty-six  hun- 
dred pliysieiaiis  now  holding  certificates  to 
practice  in  Kentucky,  and  that  nearly  four 
hundred  of  these  are  not  in  active  iiractice, 
Ave  feel  that  our  membership  continues  to 
contain  most  of  the  active  eligible  physicians 
of  the  state. 

In  the  current  issue  of  the  Journal  we  have 
published  a report  of  tbe  auditor  on  the  ac- 
counts of  the  SecTetary  and  Treasurer.  We 
have  continued  to  publish  these  reports  in 
great  detail  because  wc  feel  that  every  mem- 
ber of  the  Association,  and  particularly 
every  member  of  tbe  House  of  Delegates,  is 
entitled  to  loiow  about  the  affairs  of  the  or- 
ganization. 

As  a going  concern,  Ave  are  in  excellent 
sliape.  Onr  total  assets  are  $20,214.65.  as 
compared  Avith  $20,026.15  last  year.  The 
bala'iiee  in  the  checking  account  is  $7,453.18 
as  against  $7,086.64  last  year.  The  receipts 
of  the  Journal  were  $8,400.81,  Avhich  is  a 
remarkably  favorable  showing  as  compared 
with  the  income  of  $8,235.94  last  year.  The 
total  cost  of  the  Journal  this  year  was  $8,- 
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263.46.  The  Council  feels  that  the  Association 
is  to  be  congratulated  that  it  has  been  able  to 
earn  a profit  out  of  it  in.  a year  when  almost 
every  commercial  concern  in  the  country  is  in 
the  red.  This  favorable  financial  situation,  cf 
course,  has  resulted  from  the  continued  con- 
fidence of  our  advertisers  that  the  loyal  mem- 
bei’s  of  this  organization  will  support  them 
because  they  are  bearing  the  expense  of  the 
publication  of  our  Journal.  We  have  been 
able  to  have  a balance,  above  operating  ex- 
penses, for  all  but  two  of  the  last  twenty- 
seven  years.  The  Journal  has  continued  to 
comply  with  the  pol'cy  of  this  House,  of  pub- 
lishing practically  all  of  the  articles  read  be- 
fore the  county  societies,  as  well  as  the  scien- 
tific proceedings  of  the  sessions  of  this  Asso- 
(ciatiion.  Those  unfamiliar  with  this  policy 
bawe  sometimes  criticized  it.  We  merit  and 
invite  such  criticism.  The  mem’  ers  of  the 
Association  have  continued  to  improve  the 
Journal  from  year  to  year  because  their 
scientific  knowledge  has  improved.  Its  an- 
nual volumes  furnish  a fair  index  of  the  state 
of  medical  knowledge  in  Kentucky. 

For  the  past  eight  years  the  Association 
has  co-operated  with  the  State  Board  of 
Health  in  the  enforcement  of  medical  prac- 
tice and  other  health  laws.  The  House  last 
3^ear  authorized  an  expenditure  not  to  ex- 
ceed $1200  for  this  purpose.  We  were  again 
fortunate  that  we  were  called  on  for  only 
$300  of  this  amount.  The  Council  recom- 
mends tlie  appropriation  of  not  to  exceed 
$1200  for  the  same  purpose  next  year. 

Under  our  unfortunate  and  clumsy  system 
of  court  procedure,  the  constant  changing 
of  county  and  commonwealth  attorneys,  elect- 
ed under  our  partisan  and  political  system, 
too  frequently  results  in  the  election  of  men 
who  are  not  siifficiently  energetie  or  interest- 
ed in  law  enforcement  to  effectively  enforce 
the  medical  and  health,  or,  in  fact,  any  of 
the  other  laws  of  the  Commonwealth.  It  is 
indeed  surprising,  under  such  a'  system,  that 
the  majority  are  such  good  officers.  Realiz- 
insr.  as  physicians  do,  the  vital  importance 
of  the  health  and  medical  laws,  it  is  natural 
that  irritation  will  frequently  arise  amongst 
them,  because  of  failure  in  their  enforcement. 
In  those  sections  of  the  state  where  physi- 
cians have  joined  with  other  progressive  or- 
ganizations of  citizens  in  the  .selection  of 
worth-while  attorneys  as  court  officials,  there 
has  arisen  no  complaint.  Complaints  of  eva- 
sion of  the  law  'COme  from  the  poorly  organ- 
ized counties  and  districts  which  continue  to 
select  these  officials  as  reward  f r political 
service  or  because  of  the  predoitiinatin.g  in- 
fluence of  some  special  interest,  and  it  is  ap- 
parent that  it  will  be  impossible  to  improve 
conditions  in  these  sections  until  public 
opinion  has  been  educated  as  to  the  impor- 
tance of  the  selection  of  competent  officials. 


This  year,  again,  our  attorneys  have  assisted 
in  the  preparation  of  more  than  71  cases 
and  they  have  been  effectively  aided  by  the 
conunonwealth  and  county  attorneys  in  many 
sections  of  the  state. 

The  careful  management  of  the  IMedico- 
Legal  Committee  has  kept  the  expense  for 
attorney’s  fees  at  practically  the  same  fig- 
ure as  for  previous  years.  It  was  $l,129.4t' 
this  year,  $1,125.00  last  year  and  $1,025.00 
for  1930.  Court  costs  this  year  were  only 
$19  as  against  $190.25  last  year.  We  regiui 
to  report  that  there  is  no  decrease  in  the  num- 
btr  of  such  unjust  blackmail  suits  against 
reputable  members  of  the  profession.  The 
Association  has  been  fortunate  in  the  excel- 
lent management  of  this  committee  by  its 
Chairman,  Dr.  J.  B.  Lukins,  for  the  past  sev- 
eral years.  Last  year  the  Council  retiuested 
Dr.  Lukins  to  j)repare  a paper  on  this  subject 
to  be  read  at  the  General  Session,  so  that  the 
whole  profession  may  have  the  benefit  of  hi.s 
experience  and  advice.  We  command  the  con- 
sideration of  this  paper  and  its  recommenda- 
tions to  the  House  of  Delegates. 

The  Council  is  very  happy  to  report  the 
continuation  of  the  splendid  service  i-endered 
])y  the  Irvine-McDowell  Memorial  Hospital 
for  Trachoma,  located  at  Richmond.  This 
excellent  institution  continues  as  a living 
memorial  to  Ephraim  McDowell,  the  immor- 
tal father  of  ovariotomy.  This  Association, 
constituted  of  the  physicians  of  the  state, 
jirovidcs  the  building,  which  was  bequeathed 
to  it  by  Dr.  McDowell’s  grand-daughter,  Mrs. 
Elizabeth  Irvine.  The  State  Board  of 
Health  and  the  United  States  Public  Health 
Service  jointly  furnish  the  personnel  anidi  fi- 
nance the  hospital.  The  profession  and  peo- 
ple of  Kentucky  are  grateful  to  the  United 
States  Public  Health  Service,  and,  particn- 
lax-ly,  to  Dr.  Robert  Sory  of  the  Service,  who 
has  so  effectively  managed  it  since  its  open- 
ing. Last  year  the  Council  was  authorized 
to  e.xpend  not  to  exceed  $300  for  necessary 
repairs  at  this  institution.  We  are  glad  to 
renort  that  it  was  found  possible  to  secure 
this  fund  from  other  sources  and  this  expen- 
diture was  not  made. 

Last  year  an  appropx’iation  not  to  exceed 
$1200  was  made  to  continue  the  active  work 
of  the  Committee  on  Public  Policy.  Ofie 
thousand,  one  hundred  fifty  dollars  of  this 
appropriation  has  been  expended  and  Mr. 
Blackerby  will  make  a report  of  his  worl^  dur- 
ing the  past  year.  The  Council  recommends 
that  this  appropriation  be  continued. 

The  Council  desires  again  to  emphasize  that 
the  JmmNAL  has  been  published  at  a profit 
because  of  its  continued  support  by  our  ad- 
vertisers. The  importance  of  the  patronage 
of  these  advertisers  by  our  members  eannoi 
be  sriven  too  much  emphasis.  The  value  of 
the  JoTTRN.vL  to  every  reader  is  apparent. 
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This  Association  guarantees  the  linancial 
mtegmy  oi  the  auvertising  columns  ot  the 
dooKNAu.  r or  these  reasons  we  feel  we  have 
a rignt  to  lasK  oui-  members  to  give  our  ad- 
verusers  their  patronage,  other  ihings  being 
equal,  the  (Jouncii  recommends  that  the  As- 
sociarion  express  its  gratitude  to  the  Amer- 
ican Medical  Association  and  especially  to  its 
cooperative  Medical  Advertising  Bureau  for 
the  splendid  work  it  has  done  in  secunng 
national  aidvertising.  Under  the  management 
ot  Mr.  Mattson  this  bui*eau  of  the  parent  or- 
ganization has  made  possible  the  general  ex- 
cellence of  state  journals  in  most  of  the 
states. 

The  same  remarks  apply  to  the  exhibits  at 
the  annual  meetings.  These  exhibitors  pay 
the  expenses  of  the  scientific  sessions.  Tney 
are  carefully  selected  from  among  a large 
number  of  applicants  by  a special  committee 
ojl  the  Council  and  they  exiubit  the  annual 
improvements  in  medical  and  surgical  tech- 
nic in  a very  effective  way.  The  exhibit  this 
year  is  particularly  interesting,  and  the  Coun- 
cil desires  to  urge  those  in  attendance  to 
carefully  study  it. 

The  Council  urges  that  the  House  of  Dele- 
gates express  its  appreciation  to  those  couii- 
ucs  that  have  organized  a Woman’s  Aux- 
iliary. It  urges  every  other  county  to  or- 
ganize this  necessary  adjunct  as  rapidly  as 
possible.  The  President  of  the  Auxiliary 
will  report  as  to  its  activities  during  the 
past  year,  but  the  Council  particularly  desires 
to  congratulate  the  officers  of  the  Auxiliary 
on  the  publication  and  maintenance  of  its 
Quarterly  Supplement  to  the  Journal.  This 
has  been  published  without  cost  to  the  Asso- 
ciation, and  we  feel  that  it  is  one  of  the  most 
creditable  things  that  has  been  accomplished 
in  the  extension  of  medical  education  in  the 
state.  Its  pages  have  given  to  the  women  of 
the  profession,  as  well  as  to  our  own  mem- 
bers, many  important  facts  that  help  in  get- 
ting before  the  public  the  important  achieve- 
ments and  responsibilities  of  the  profession. 
The  Council  is  requesting  the  Auxiliary  to 
continue  the  publication  of  the  Quarterly  as 
a supplement  to  the  Journal.  The  Council 
recommends  that  the  appropriation  of  not  to 
exceed  $500,  to  assist  in  tin;  development  of 
the  Auxiliary,  be  continneil  next  year. 

During  the  year  Hygeia  has  received  many 
more  subscriptions  in  the  counties  where  the 
Auxiliaries  are  organized  than  evei  before. 
Duringl  the  coming  year  an  attempt  will  be 
made  to  secure  5,000  more  .‘•ubscriptions  to 
this  important  publication  of  the  profession 
in  Kentucky.  The  Council  urges  that  in 
every  county  the  wives,  widows,  mothers  and 
(daughters  of  physicians  be  organized  into  an 
active  club  which  will  be  continually  doing 
things  for  the  welfare  of  the  state. 

More  county  societies  have  met  regularly 


than  for  many  years.  Councilor  district  as- 
sociations have  been  organized  in  more  dis- 
tricts and  are  doing  a valuable  service.  The 
Council  again  wishes  to  emphasize  the.  im- 
portance of  th’e  preservation  of  the  organiza- 
tion and  the  integrity  of  the  work  of 
the  county  societies  themselves,  regard- 
less of  tne  interest  that  is  being  develop- 
ed in  meetings  of  groups  of  counties.  The 
lealders  of  the  profession  will  always  attend 
medical  meetings  anywhere,  because  they 
recogniz  j their  value.  In  our  type  of  or- 
ganizatun  it  is  essential  that  the  affairs  of 
each  coi  nty  society  shall  be  considered  by 
its  own  members  'and  that  its  meetings  be 
held  witain  its  confines  so  that  all  of  them 
may  ha\  3 the  opportunity  of  attending. 

We  aie  also  gratified  that  members  of  the 
profession  entering  the  various  specialties  in 
medicine  are  spending  a longer  time  in  their 
])reparation  and  study  for  such  a career,  and 
we  believe  that  physicians  should  not  an- 
nounce that  they  limit  tlieir  practice  to  a par- 
ticidar  specialty  until  they  have  attained 
such  a degree  of  education  and  experience  as 
will  entitle  them  to  mcmbershipi  in  tlie  learn- 
ed societies  of  their  propo.sed  specialties. 

The  Secretai’y-Editor,  the  Business  Man- 
ager of  the  Journal,  and  Mr.  Blaekerby  vol- 
untarily reduced  their  salaries  10  per  cent  as 
of  April  1st.  This  action  on  their  part  hi 
preserving  the  assets  of  the  Association  in 
these  difficidt  times  is  to  be  commended. 

The  Council  recognizes  that  the  physicians 
of  the  state  have  shared  with  every  other  pro- 
fession and  with  business  concerns  and,  our 
people  generally  the  destructive  effects  of 
the  great  financial  depression.  As  might  have 
been  expected  from  past  experience,  this  has 
weighed  most  heavily  upon  the  medical  pro- 
fession. Sickness  is  no  respector  of  finan- 
cial conditions.  For  the  past  six  years 
Kentucky  has  undergone  a series  of  extended 
calamities  which  have  levied  an  increasing 
toll  on  the  health  and  welfare  of  our  people, 
and  this  has  been  particularly  true  of  the 
children.  There  are  more  poorly  nourished 
children  in  Kentucky  today  than  probably 
ever  before  in  its  history.  It  is  gratifying 
to  note  the  efforts  that  are  being  made  by  the 
people  of  many  counties  to  lessen  this  danger. 
It  is  important  that  the  profession  continue 
to  give  its  supipiort  to  every  such  movement. 
The  greatest  reward  i*eeeived  by  any  physi- 
cian is  his  opportunity  for  service.  Too  fre- 
quently in  the  past  few  years  this  has  been 
almost  his  only  reward,  but  historians  of  the 
future  will  record  with  pride  the  fine  service 
of  the  profession  which  has  continued  to  be 
rendered  to  the  people  of  the  state  during 
these  trying  times. 

Respectfully  submitted, 

C.  A.  Vance,  Chairman. 

(Signed  by  order  of  the  Council). 
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The  Secretary,  A.  T.  McCormack,  took  the 
Chair  in  the  absence  ol;  the  President. 

Chairman  McCoRMa.CK;  You  have  heard 
the  .report  of  the  Council.  Unless  there  is 
objection  it  will  be  referred  to  the  Committee 
on  the  iieport  of  tlie  Council  for  report. 

Next  is  Keport  of  Councilors  by  Districts. 

Report  op  Councilor,  First  District 

V.  A.  Stilley,  Benton;  There  has  been  a 
small  loss  in  the  membership  of  the  First 
District,  but  it  is  almost  entirely  due  to 
death;  some  of  the  older  members  are  drop- 
ping off.  So  far  as  concerns  the  active  mem- 
bership of  the  First  District,  we  have  fully 
as  many  memlbers  as  we  have  had  except  for 
those  lost  by  death. 

We  have  a district  society  that  meets  four 
times  a year,  and  it  is  w^ell  attended.  Prac- 
tically every  county  in  my  district  has  a well 
wmrkiiig  county  organization.  Some  have 
adopted  the  plan  of  having  the  Auxiliary 
meet  with  the  doctors.  They  meet  and  have 
lunch,  the  Auxiliary  meets  in  one  room  and 
the  medical  proftasion  in  another.  That  has 
been  a great  help  to  us  in  many  of  the  coun- 
ties. Some  of  the  counties  that  did  not  have 
an  active  organization  until  a short,  time  ago. 
meet  regularly  now,  and  we  feel  that  has  been 
a very  great  help  to  us.  1 think  the  profes- 
sion in  our  end  of  the  state,  taken  as  a whole, 
is  in  good  shape,  considering  this  new  thing, 
the  depression,  as  it  ever  has  been. 

Report  op  Councilor,  Third  District 

C.  C.  Howard,  Glasgow : Mr.  Chairman 
and  Gentlemen ; I want  to  report  that  the 
Third  District  is  composed  of  eleven  bounties. 
We  have  133  doctors  in  a population  of  215,- 
000.  We  have  had  two  deaths  and  two  new 
doctors  have  come  in. 

1 have  served  this  district  through  the 
period  of  this  depression,  since  about  the 
time  Hoover  was  elected  President,  but  I’m 
not  making  any  speech  for  re-election. 

We  have  had  quite  a few  good  meetings  in 
our  district  this  year.  Our  district  meetings 
are  well  attended  and  the  programs  have 
improved.  The  district  meetings  are  at  Bow- 
ling Green  every  other  month  anid  once  a year 
at  Glasgow  and  once  a year  down  in  Hopkins- 
ville. 

I want  to  say  to  the  Association  that  I be- 
lieve all  doctors  are  writing  better  papers, 
they  are  limiting  them,  I hope  they  will  limit 
them  a little  mere,  and  i think  they  can.  I 
am  not  so  struck  on  the  idea  of  a man  writing 
a paper  anid  referring  to  everybody  in  Europe 
and  in  the  United  States.  I really  believe  a 
fellow  should  sort  of  report  something  that 
he  has  observed  himself  occasionally. 

At  our  hospital  Ave  have  had  an  institute 
conducted  once  a year.  It  is  a two-day  insti- 
tute. We  try  to  have  some  man  of  note  in 
in  some  certain  branch  of  medicine.  These 
men  are  paid  to  come  by  the  Commonwealth 


Fund  of  New  York.  One  of  the  finest  meet- 
ings we  had  was  at  Glasgow,  with  Dr.  Mc- 
Cord, of  Atlanta,  on  obstetrics.  I think  that 
was  one  of  the  most  beneficial  meetings  we 
had. 

'ihis  year  I have  tried  to  visit  my  district 
more,  just  from  a personal  standpoint.  I am 
not  getting  so  very  old,  but  I like  to  visit  doc- 
tors, so  I have  tried  to  visit  every  county.  1 
have  tried  to  see  a great  many  doctors  in 
their  homes  and  in  their  offices.  I don’t  he- 
iieve  you  can  exactly  size  up  a fellow  at  one  of 
ttiese  meetings,  because  he  usually  puts  ou 
his  Sunday  clothes  and  comes  to  the  conven- 
tion where  we  are  all  feeling  good,  so  I like 
to,  see  how  he  is  practicing  medicine,  I get 
something  out  of  it  every  time ; 1 carry  some- 
thing home  that  he  is  doing,  how  he  is  meet- 
ing the  situation,  and  it  has  been  worth  a 
lot  to-  me  this  year  to  visit  each  county. 

1 Avent  down  to  Hopkinsville  and  had  a 
very  nice  meeting  there.  I enjoyed  those 
men ; I think  a lot  of  them.  They  have  done 
one  thing  at  Hoipkinsville  that  is  the  most 
commendable  thing,  to  my  mind,  that  has 
been  done  in  our  District.  Some  years  ago 
there  was  an  old  country  doctor  who  lived 
way  up  in  the  country,  and  his  wife  fell  and 
broke  her  hip  at  Hopkinsville.  They  had  no 
place  to  care  for  her.  I rather  think  that  >s 
Avliat  gave  him  the  idea.  He  gave  them  the 
money  and  also  drew  up  the  laws  and  by-laivs 
for  their  hospital.  The  hospital  was  erected 
and  those  doctors  have  operated  it  for  fifteen 
years,  I believe.  They  have  done  it  success- 
fully. It  has  been  supported  by  donations 
from  grateful  patients. 

That  is  ail  ideal  condition  they  have,  and 
those  men  are  serving  their  community  as 
Avell  as  anyone  I know  of  in  the  State  of  Ken- 
tucky. They  have  a nurses’  training  school, 
and  they  have  been  graduating  just  about 
enough  to  take  care  of  their  own  community. 

They  had  one  little  grievance  they  wanted 
to  discuss  Avith  me.  They  think  they  have 
had  a lot  of  trouble  with  regard  to  their 
school  being  recognized  each  year.  1 have 
heard  that  discussed  both  ways,  and  I am  of 
the  opinion  that  these  men  are  coreet.  Their 
community  is  well  cared  for.  They  gradual.e 
their  own  girls,  only  three  or  four  a year. 
The  community  assimilates  those  that  don’t 
marry,  and  uses  them  right  there  at  home, 
and  they  serve  those  doctors  Avell.  The  hos- 
pital has  been  in  existence  for  fifteen  years. 
It  is  a forty  or  fifty -bed  hospital,  and  I feel 
they  should  be  commended.  I am  very  proud 
of  them. 

Another  thing  of  interest  in  the  Third  Dis- 
trict this  year  is  that  there  are  seA'en  count.y 
health  units  in  operation.  T have  attended 
two  or  three  of  their  meetings  Avith  the  doc- 
tor.s  and  nurses  there  and  the  doctors  in  the 
adjoining  territory.  They  have  had  excel- 
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lent  progrannj,  well  outlined,  and  very  bene- 
ticiai.  'iney  bave  reaiiy  done  a great  deal  of 
good.  buOiic  bealtb  bas  tuben  its  place  and 
la  goingl  to  do  so  more  and  more,  'i  ne  doctor 
must  beep  m step  witb  that  and  tabe  care 
01  It  or  11  will  finally  tabe  care  of  bim.  it 
IS  a Lug  question  as  to  just  bow  tnis  ougnt  ail 
to  come  around.  Vve  as  doctors  must  neip 
snape  tnis  tmng,  because  that  is  part  of  our 
proi.ession.  in  oiner  words,  they  are  tbe  ad- 
vance guand.  dust  bow  far  a bealtn  unit 
snuuid  go  in  oiperation  is  a big  question,  'ibere 
are  some  countie.  wnere  it  should  go  much 
fartner  than  in  otner  counties.  Tnere  are 
some  isolated  counties  that  bave  so  few  doc- 
tors tbat  a bealtn  unit  bas  to  do  a great  deal 
more  tnan  it  would  in  some  other  counties, 
but  this  body  of  men  should  tbinb  this  over 
and  discuss  it,  and  witb  tbe  health  officers  and 
tbe  bealtb  department  find  wnere  tbe  divid- 
ing line  between  them  is  in  practicing  medi- 
cine and  preventing  sicbness.  They  are  tbe 
advance  guard,  as  i say,  but  we  must  help 
them.  It  IS  an  unsolved  question  as  to  exact- 
ly where  tbe  bealtb  unit  should  stof). 

Uoads  bave  improved  greatly  in  our  dis- 
trict. b'or  tbat  reason  our  doctors  serve  so 
many  more  people.  We  bave  133  doctors. 
We  bave  bad  only  two  deaths,  and  two  new 
doctors  are  registered,  so  we  played  even. 

1 want  to  recommend  tbat  every  Councilor, 
if  possible,  visit  bis  counties  and  visit  tbe  doc  • 
tors  personally.  I like  to  see  a doctor’s  of- 
fice. 1 don’t  believe  tbe  average  doctor  keeps 
his  office  clean  enough.  A long  time  ago  1 
decided  that  no  man  ever  should  operate  who 
didn’t  bave  clean  bands  all  tbe  time. 

President  Reddick:  I was  very  glad  to 

hear  Dr.  Howard  mention  tbe  name  of  Dr. 
JMeCord.  I have  bad  some  correspondence 
recently  witb  Dr.  Vcecb,  and  she  bas  invited 
Dr.  McCord  to  tbe  state  again,  and  our  coun- 
ty society  last  week  unanimously  and  entbii- 
siastically  voted  to  have  bim  come  to  Padu- 
cah for  about  five  days  on  obstetrics.  We  are 
going  to  invite  all  of  that  end  of  tbe  state, 
or  anyone  else  who  wishes  to  come.  I bave 
been  reading  after  Dr.  McCord  for  a number 
of  years.  I beard  him  last  November  at  the 
Southern  Medical  in  New  Orleans,  and  he  is 
a live  wire  and  a great  teacher.  I want  to 
speak  of  this  especially  to  the  members  in 
Western  Kentucky.  We  are  going  to  bave 
him  there  sometime  next  spring. 

J.  W.  Scott,  Lexington : Is  it  in  order  to 
discuss  the  report  that  Dr.  Howard  has  made  ? 

President  Reddick:  Yes,  sir. 

J.  W.  Scott  : There  is  one  thing  I want 

to  discuss,  which  may  be  in  order  later  on 
and  not  in  order  at  present,  and  that  is  the 
matter  which  Dr.  Howard  referred  to  with 
reference  to  the  plight  of  the  hospitals  in  the 
smaller  communities,  and  their  training 
schools.  Will  that  come  up  later  ? If  it  will. 


I will  save  this  House’s  time  and  not  discuss 
It  now. 

'I'jdE  Secretarv  • Dr.  Howard  is  Chairman 
of  a Committee  on  that  subject.  I presume 
be  will  nave  a report  to  maxe  at  a later  lime. 

U.  U.  JiuwARD ; i Wifi,  but  let  bim  Uiscuss 
it  now. 

J.  W.  Scott  : Dr.  Howard  is  referring  to 
tbe  piignt  oi  tne  nospitai  in  me  sm'cuier  com- 
muimy,  wnicu  nas  a training  scnool  ana  vvuicil 
race*  me  uangci,  as  i see  u me  cer'ainiy,  of 
uemg  cioseu  up.  'f  ue  poney  or  tne  nigU 
commana,  so  to  speax,  oi  me  nurses  orgaui- 
zauon  in  mis  siaie  is  lo  close  me  trainiug 
senoois  in  smaii  nu&puais.  i minx  wane,  as 
Ur.  uowaru  nas  saia,  mere  is  somcmnig  to  Oe 
saiu  on  00  m sines,  i sUouxU  iixe  to  empua- 
size  wnat  is  to  ue  said  in  ravur  of  tne  train- 
ing scnool  in  me  small  nospual.  it  is  per- 
fectly true  tbat  tbe  nurse  vvno  is  traineu  in 
tbe  bospitai  in  Ulasgow,  tbe  nui'se  wbo  m 
trained  in  tbe  bospitai  in  Cyntbiana,  and  in 
other  towns  of  tbe  same  sort,  cannot  bave  tbe 
kind,  of  training  and  tbe  kind  of  lectures  tbat 
tbe  nurses  receive  m tbe  City  of  Louisville. 
At  tbe  same  time,  they  seive  a useful  pur- 
pose. In  fact,  it  is  very  difficult  for  tnose 
hospitals  to  operate  without  their  training 
schools.  I believe  tbat  tbe  men  in  those  small 
communities  are  able  to  give  tbe  nurses  what 
they  need  for  tbe  proper  care  of  tbe  sick.  I 
think  we  are  in  great  danger  of  raising  tbe 
standard  of  non-medical  workers  and  of 
nurses,  of  te clinicians,  and  all  of  those  people, 
to  such  a high  grade  tbat  tbe  cost  of  medical 
care  is  added  to,  tbat  we  are  strangling  those 
who  have  sufficient  qualification  to  perform 
this  duty  in  order  to  broaden  the  phylactery 
and  enlarge  the  horn  of  those  who  are  in 
higher  places.  I believe  in  the  sophistica- 
tion of  the  doctor  in  not  lowering  the  stand- 
ard of  the  medical  profession,  but  1 do  be- 
lieve that  we  are  raiding  too  high  the  stand- 
ard of  the  nursing  profession  and  of  the  pro- 
fession of  the  technician. 

Report  of  Councilor,  Fourth  District 

J.  I.  Greenwell,  New  Haven : The  medi- 

cal profession  of  the  Fourth  District  is  in 
splendid  working  order.  Co-operation  among 
the  doctors  is  getting  better  day  by  day.  I 
think  it  is  due  to  the  doctors  meeting  together 
more  often,  thereby  becoming  better  acquaint- 
ed. Nearly  every  county  in  the  district  has 
a well  organized  society  which  has  its  reg- 
ular meetings.  The  membership  is  about  the 
same  as  last  year,  which  I think  speaks  ivell 
considering  the  depression  and  drouth  which 
we  have  had  during  the  last  two  years. 

I hope  to  be  able  to  report  at  the  next 
meeting  an  active  county  society  in  each 
county  with  notable  increase  in  members.  I 
pledge  myself  to  do  all  in  my  power  to  ac- 
complish this  end. 
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liEPOKT  OF  COUNCILOE,  DlFTU  DlSTEICrr 

W.  E.  Gardner,  Louisville;  As  Councilor 
for  the  Fifth  District,  which  is  composed  of 
Jefferson  County  and  eight  counties  ouside 
of  Jefferson,  1 am  glad  to  report  that  the 
district  has  gone  along  in  a very  satisfactory 
way  during  the  past  year,  considering  our 
trying  times.  \Ve  have  had  some  losses  in 
membership  throughout  the  district,  as  has 
occurred  in  other  districts  in  the  state,  and 
yet  the  Jefferson  County  Society  manages  to 
maintain  a pretty  full  membership  and  for 
this  reason  oiir  loss  is  not  as  perceptible  as 
it  might  be  under  other  circumstances. 

Several  of  our  counties  have  ojily  two  or 
three  doctors,  and  it  is  almost  impossible  to 
have  them  meet  with  any  regularity.  How- 
ever, this  idea  has  been  encouraged  more  and 
more,  and  1 agree  most  heartily  with  Dr. 
Vance,  the  Chairman  of  the  Council,  in  his 
report  that  the  interest  should  be  maintained 
in  the  count}'  society  and  its  integrity  jire- 
served  as  far  as  possible.  However,  in  these 
smaller  counties  where  the  meetings  are  held 
so  seldom,  it  becomes  almost  necessary  tiiat  we 
have  within  the  district  what  is  known  as  a 
district  society,  a ad  foi  this  reason,  somewhat 
more  than  a year  ago  'ne  organized  the  Fifth 
District  Medical  Society.  It  holds  its  meet- 
ings twice  a year  at  Carrollton,  Kentucky, 
which  seems  to  be  about  the  most  central  point 
in  the  district.  We  have  had  some  very  in- 
teresting meetings  there,  nice  programs,  and 
good  attendance.  Our  next  meeting  will  oc- 
cur on  November  10th,  and  I tru.st  that  any 
of  you  who  are  accessible  to  Carrollton,  even 
though  you  do  not  live  in  the  district,  will 
bear  this  meeting  in  mind.  We  shall  be 
glad  to  have  any  members  of  the  profession 
in  this  state  outside  of  the  district  attend. 

There  has  been  a spirit  of  good  fellowship 
among  the  doctors  of  the  district.  Everybody 
is  interested,  and  on  the  whole  we  feel,  con- 
sidering  our  depressed  condition,  that  Ave  have 
gone  along  remarkably  well. 

Report  op  Councilor,  Seventh  District 

V.  G.  Kinnaird,  Lancaster:  A\^e  have  had 

57  members  this  year  as  against  56  last  year 
in  the  Seventh  District.  Almost  every  eli- 
gible physician  in  the  district  is  a member 
and  we  have  held  excellent  councilor  district 
meetings  at  Crab  Orchard  Springs  this  year. 
Conditions  in  the  district  are  satisfactory. 

Report  op  Councilor,  Ninth  District 

S.  C.  Smith,  Ashland:  Mr.  President  and 

-Members  of  the  House  of  Delegates : The 

Ninth  District  at  this  time  is  in  very  good 
condition.  Our  member.ship  has  fallen  off 
some,  but  nothing  like  you  would  expect,  and 
most  of  the  counties  have  an  active  society 
that  meets  regularly  or  occasionally.  Some  of 
them  don’t  meet  regularly,  but  they  do  have 
at  least  one  meeting  a year. 


We  have  had  one  new  society  organized 
in  the  district,  that  is  in  Greenup  Gouiiiy, 
ana  on  the  wnole  everything  is  going  along 
very  satisfactorily, 

i want  to  mention  one  thing  that  Dr. 
Howard  brought  up  in  his  'discussion,  and 
tnat  IS  the  extent  to  which  county  health  de- 
partments snout'd  go.  VVe  have  several 
county  health  departments  in  the  Ninth  Dis- 
trict, and  i find  that  there  is  a great  ten- 
dency of  county  health  units  to  encroach  on 
tlie  province  of  the  general  practitioners. 
T 'or  instance,  they  will  say  that  all  children 
must  have  toxin  antitoxin  or  they  must  have 
small  pox  vaccine,  and  that  the  doctors  mu.-5i 
give  It  to  them,  if  they  don’t  they  are  going 
10  give  it.  The  doctors  have  no  way  oi 
getting  them  out,  and  the  result  is  that  the 
Health  department  Avill  go  around  to  the 
schools  and  give  them  this  at  a very  small 
cost,  what  they  have  to  pay  for  the  material 
used.  They  draw  no  line  on  charity  cases, 
'file  result  is  that  the  doctor  at  a time  when 
he  needs  it  is  knocked  out  of  a large  income 
on  vaccination  against  smallpox  and  the  ad- 
ministration of  tdxoid  and  toxin  antitoxin 
for  the  pievention  of  diphtheria. 

In  those  cases  where  they  conduct  venereal 
clinics,  the  health  officer  should  always  be 
fair  with  the  profession  in  treating  charity 
oases,  i fear  that  too  frequently  tuey  treat 
patients  that  are  perfectly  able  to  pay  for 
the  service.  That  is  something  that  we  a.s 
members  of  the  Kentucky  Medical  Association 
ami  the  various  county  societies  are  going  to 
nave  to  solve,  else  the  county  health  depart- 
ment will  be  doing  a lot  of  work  that  we 
ought  to  be  doing.  In  fact,  they  are  already 
doing  it,  and  they  are  'going  to  be  doing  more 
if  we  don’t  put  a stop  to  it. 

Smithpield  Keeper,  Grayson:  I would  like 
to  say  a word  about  the  venereal  clinics.  1 
started  giving  606  to  a patient.  I gave  him 
three  doses.  I was  charging  him,  $5  an  in- 
jection, and  he  didn’t  pay.  He  said,  “I’m 
going  over  to  the  county  health  department. 
They  will  give  it  to  me  for  a dollar.” 

1 said.  “You  go.”  He  went  over  there  and 
got  it.  I don ’t  think  that  is  fair.  That  man 
Avas  able  to  pay  for  it.  I have  known  of  oth- 
ers doing  the  same  thing.  I don’t  know 
much  about  medicine,  but  I can  give  a dose 
of  606  about  as  good  as  the  average  country 
doctor,  and  I have  never  had  any  serious  ac- 
cidents re-ult  from  it.  I think  that  much  of 
an  intrusion  is  Avrong.  I think  a man  who 
can  pay  for  his  doctoring  ought  to  pay 
for  it,  ' especially  in  these  time.  It  is 
all  very  well  for  them  to  take  our  prostitutes 
and  jailbirds  and  the  people  Avho  are  unable 
to  pay.  Let  the  county  health  unit  treat 
them;  as  a class  they  have  no  money,  but  we 
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ought  to  draw  the  line  somewhere  with  people 
who  are  able  to  ipay. 

E.  N.  Ewers,  Somerset ; The  county  that 
I come  from  has  a very  ideal  way  of  serving 
this  venereal  clinic.  W e do  not  have  any 
trouble  on  the  venereal  side.  We  do  have 
some  trouble  with  the  small])Ox  and  toxoid 
and  toxin  antitoxin,  but  no  patient  is  treated 
in  the  venereal  clinic  unless  he  brings  a writ- 
ten statement  from  the  doctor  that  he  is  un- 
able to  pay.  You  told  the  chap  to  go  to  the 
county  health  department,  and  he  went.  If 
you  hadn’t  said  go,  he  wouldn’t  have  gone, 
or  if  he  had  gone  he  wouldn’t  have  carried 
with  him  the  w'ord  that  the  doctor  told  him 
to  go. 

Smithpield  Keeper  : I wanted  him  to  pay ; 
that’s  why  he  went. 

H.  G.  Sandlin,  Richmond:  We  had  the 

same  trouble  and  we  adopted  the  same  plan 
that  has  been  mentioned,  of  having  them 
bring  a certificate  from  the  family  physician, 
stating  that  they  are  unable  to  pay  and  re- 
cpiesting  treatment.  In  that  wmy  we  elimin- 
ated a great  deal  of  the  objection  that  we 
had. 

Report  op  Councilor,  Tenth  District 

C.  A.  Vance,  Lexington:  The  Tenth 

Councilor  District  is  in  fine  condition,  and  1 
have  the  honor  to  submit  herewith  the  follow- 
ing report : 

According  to  the  paid-u])  membership  for 
1932,  the  Tenth  Distilict  has  239  paid-up 
members.  The  County  Society  register  is  as 


follows : 

Non- 

County 

iVIembers 

Member.'- 

Bath 

8 

3 

Bourbon  

15 

9 

Breathitt 

7 

2 

Clark  

19 

4 

Estill  

5 

2 

Fayette  

105 

25 

Jessamine  

n 

3 

Lee 

2 

3 

Madison  

29 

9 

Menifee  

0 

2 

Montgomerv  

11 

2 

Morgan  

0 

' 2 

Powell  

0 

5 

Rowan  

2 

2 

Scott  

13 

0 

Wolfe  

1 

3 

Woodford  

9 

4 

Total  

80 

This  show^s  that  in  addition  to  the  23!) 
paid-up  members  in  the  county  societies  that 
there  are  80  non-members  in  these  counties. 
There  are  possibly  a few  eligible  non-mem- 
bers and  in  several  of  the  societies  there  are 
applications  pending,  and  in  several  of  the 
societies  a few  of  the  old  members  have  not 
yet  paid  their  dues.  I suppose  we  plight 


blame  this  on  the  depression.  We  have  made 
every  effort  to  collect  these  dues  and  enroll 
all  eligible  non-members,  but  wm  have  not  been 
entirely  successful.  However,  the  total  paid- 
up  memibership  for  this  yeai'  is  three  more, 
than  were  enrolled  last  year.  The  membei-- 
ship  has  increased  a little  in  the  last  four  or 
five  years,  so  I feel  that  the  wmrk  of  the 
county  societies  and  the  membership  have 
improved  and  increased  a good  deal  in  the 
last  five  years. 

Bath,  Breathitt,  Estill,  Jessamine,  Lee. 
Menifee,  Montgomery,  Morgan  Powell,  Roav- 
an,  Wolfe  and  Woodford  County  Societies 
hold  occasional  meetings. 

The  Woodford  County  Society  re-organized 
this  year  and  seems  to  be  in  better  condition 
than  in  previous  years. 

Bourbon,  Clark,  Fayette,  Madison  and  Scott 
hold  regular  monthly  meetings,  and  these 
are  all  generally  well  attended  with  good 
programs. 

Fayette  County  Society  meetings  have  been 
more  largely  attended  this  year  than  any 
Iirevious  year.  They  now  have  a permanent 
meeting  place  at  the  Good  Samaritan  Hos- 
nital,  and  I look  for  even  a larger  attendance 
in  the  future. 

I wish  to  call  special  attention  to  the  pro- 
rrams  of  the  Madison  County  Society  during 
this  year.  Drs.  R,  H.  Cowley  of  Berea,  and 
Sandlin  and  Dunn,  of  Richmond,  have  bc'  n 
largely  instrumipntal  in  arranging  these  jiro- 
"ranis,  and  they  have  had  fine  attendance  at 
all  the  meetings.  In  this  connection  1 be- 
lieve that  the  societies  which  arrange  theii' 
programs  from  their  owm  membership  have 
much  better  meetings  and  much  more  inter- 
est and  loyalty  than  the  society  which  brings 
in  outside  talent. 

1 feel  that  the  profession  generally  is  loyal 
and  much  interested  in  the  state  association 
and  all  are  wdlling  to  help  out  in  anj"  way 
they  can.  1 have  not  heard  of  any  maljirac- 
tice  suits  being  brought  to  court  against  any 
of  our  members  in  the  Tenth  District  in  the 
]iast  year,  although  several  have  been  threat- 
ened. 

The  Fiayette  County  Society  lost  one  of  its 
most  beloved  members  during  the  past  year. 
Dr.  David  Barrow,  of  Lexington.  He  had 
served  the  county  society  and  the  state  asso- 
ciation for  many  years  and  had  been  presi- 
dent of  both,  and  his  loss  will  be  keenly  felt.. 

In  closing,  1 wmuld  like  to  urge  that  the 
members  of  each  county  society  select  the 
best  man  available  for  secretary  for  the  com- 
ing year.  I believe  that  the  secretary  is  tlm 
most  important  office)*  of  a society,  and  if  he 
fails  in  his  job  the  society  suffers.  In  many 
instances  the  secretary  carries  the  whole  load 
himself  and  Ihe  good 'one  is  always  wdlling  to 
do  this. 


652 


KENTVCKY  MEDICAL  JOURNAL 


[December,  1932 


Report  op  Councilor,  Eleventh  District 

W.  M.  Martin,  Harlan:  I am  very  glad 
to  report  tiiat  tlie  Eleventh  District  is  in  as 
good  condition  as  I expect  almost  any  other 
district  in  the  state  is.  We  have  lost  but 
very  few  members.  I expect  that  the  Elev- 
enth District,  being  mostly  a coal  district,  has 
been  harder  hit  financially  than  almost  any 
district  of  the  state,  or  as  hard  hit  at  least. 

Some  objection  has  been  made,  1 believe, 
to  the  State  Board  of  Health  taking  an  active 
part  in  the  treatment  of  venereal  disease,  etc. 
i believe  that  all  the  doctors  of  the  Eleventh 
District  will  agree  with  me  that  we  would  be 
glad  if  they  would  do  it  ail,  especially  during 
this  administration;  we  don’t  get  any  money 
out  of  it. 

Our  doctors  are  to  be  highly  congratulated 
for  the  great  interest  they  have  taken  in  pre- 
ventive medicine  during  the  depression,  in 
my  own  county  1 think  there  were  something 
over  10,000  typhoid  fever  shots  given  free. 
Very  few  doctors  collect  anything  for  giving 
typhoid  fever  inoculation. 

In  the  Harlan  County  Medical  Society  it 
was  voted  by  the  society,  which  has  a member- 
ship of  about  fifty-two,  and  published  in  the 
daily  paper  of  Harlan,  that  we  would  give 
typhoid  inoculations  to  anyone  who  would 
accept  them.  The  people  responded  pretty 
well.  Of  course,  there  were  a few  doctors 
who  objected  to  that,  but  after  they  studied 
tue  matter  over  they  found  it  was  mu:;h 
cheaper  to  give  a few  shots  of  typhoid  ino- 
culation than  it  was  to  treat  the  typhoid 
fever  for  nothing,  so  that  worked  out  very 
nicely. 

We  have  a society  in  the  district  which  is 
known  as  the  Cumberland  Valley  Medical 
Society,  which  is  composed  of  five  counties. 
1 hope  that  some  of  the  doctors  from  Knox 
County  and  Bell  County  will  be  here.  Our 
last  meeting  of  this  district  society  would 
have  been  a complete  failure  had  it  not  been 
for  Harlan  County;  although  this  meeting 
was  held  at  the  most  beautiful  place  in  the 
section,  at  Clear  Creek  Springs,  in  Bell  Coun- 
ty, there  were  two  Bell  County  doctors  there. 
I wish  some  of  them  were  here ; there  was  no 
excuse  at  all  for  their  not  being  there.  We 
had  a great  delegation  from  Harlan. 

It  may  be  that  the  reason  there  were  so 
many  Harlan  County  doctors  was  that  they 
had  less  work  to  do  than  these  other  doctors; 
if  that  is  true  it  is  excusable. 

We  have  a couple  of  doctors  who  are  em- 
ployed by  the  county  (I  think  their  salaries 
are  $6500  a year)  to  treat  the  naupers.  That 
was  all  right  for  a while,  but  we  have  so 
many  ^paupers  that  they  can’t  do  it,  so  we 
doctors  are  aidinc-  them,  letting  them  draw 
the  money,  and  we  go  right  along  just  the 
same. 


I think  our  district  is  in  pretty  fair  shape, 
and  if  they  get  a new  Councilor  I think  it 
can  do  much  better. 

President  Reddick;  The  next  order  is 
Report  of  Delegates  by  Counties. 

Call j WAY  County 

Ben  B.  Keys,  Murray ; Our  county  society 
has  again  enjoyed  a good  year.  We  have 
about  sixteen  doctors  in  all,  with  about  four- 
teen paid  memberships,  and  we  think  that  is 
pretty  good  under  the  economic  conditions. 
Of  these  two  doctors  that  have  not  paid,  one  is 
getting  very  old  and  is  practically  retired 
and  the  other  has  been  sick  and  doesn’t  do 
much  general  work. 

We  have  our  meetings  quarterly,  with  a 
luncheon  in  the  evening.  Occasionally  we 
have  a joint  meeting  with  the  Auxiliary.  We 
enjoy  very  much  having  them  with  us  and 
benefit  by  the  splendid  suggestions  and  co- 
operation they  have  rendered.  After  the 
luncheon  meeting  they  retire  to  the  quarters 
and  proceed  with  their  program. 

Our  programs  are  good,  with  splendid  in- 
terst  and  good  fellowship.  Occasionally  we 
have  an  out-of-town  speaker  that  we  think 
also  adds  to  the  interest  of  the  meeting. 

Fayette  County 

J.  W.  Scott,  Lexington ; Dr.  Vance  in  his 
report  as  Councilor  covered  all  the  essential 
facts  in  regard  to  the  Fayette  County  So- 
ciety. We  have  102  members.  I note  that  the 
Treasurer’s  report  indicates  that  $530  has 
been  paid  by  this  society.  This  would  seem 
to  indicate  that  our  efficient  secretary.  Dr. 
John  Harvey,  has  been  able  to  persuade  four 
men  to  pay  dues  twice  or  else  to  collect 
arrears.  In  either  case  I think  it  is  an  indica- 
tion of  his  high  degree  of  efficiency. 

Grant  County 

C.  M.  Eckler,  Williamstown : Since  my 

report  to  you  in  Lexington,  one  year  aero, 
Grant  County  has  no  new  members  of  the 
medical  profession.  We  have  lOvSt  one  by 
death.  Dr.  R.  E.  Limerick,  of  the  Northeast- 
ern section  of  our  countv.  who  answered  the 
final  summons  on  May  28th,  last.  He  died 
of  cerebral  bemorrhaec  at  the  age  of  seventy- 
tbree,  haviny  served  his  people  and  com- 
munitv  for  fortv-eight  consecutive  years— a 
cnlendid  phvsician  and  a man  of  true  Chris- 
tian character. 

Grant  Countv  Medical  Society  has  100  per 
cent  enrollment.  85  ner  cent  attendance,  100 
per  cent  in  morale  and  fellowship. 

We  have  a snlendid  health  unit  with  which 
we  have  full  co-operation.  Their  work  has 
ppPTi  beneficial,  helpful  and  nleasant. 

We.  too,  have  experienced  the  hardshins 
end  ill  effects  of  the  depression,  but  most  of 
ns  have  learned  to  syin  and  hear  it.  and  those 
who  couldn’t  irrin  are  hearin?  it  anvhow. 

All  of  our  members  are  owners  of  good 
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homes  and  are  not  wanting  for  the  neces- 
sities of  life.  We  have  good  roads,  large  ter- 
ritory and  are  all  kept  busy. 

There  seems  to  be  a feeling  of  optimism 
that  things  are  looking  better.  We  have  fought 
the  fight,  kept  the  faith,  and  believe  in  due 
time  we  shall  receive  our  just  reward. 

Greenup  County 

W.  H.  Joyner  : We  have  twelve  members 
out  of  an  eligibility  of  eighteen.  We  have 
not  met  mueh  this  last  summer,  but  previous 
to  that  time  we  met  regularly  on  the  second 
Friday  evening  in  each  month.  We  have  had 
only  two  home  talent  papers,  but  have  had  a 
number  of  papers  from  visiting  doctors. 

Harrison  County 

W.  B.  Moore,  Cynthiana:  The  Harrison 

County  Medical  Society  has  sixteen  members. 
We  lost  one  member  for  non-payment  of  dues, 
the  only  eligible  physician  in  the  county  who 
is  not  a member  of  the  society. 

The  society  meets  on  the  first  Monday  eve- 
ning in  each  month.  The  average  attendance 
this  year  has  been  twelve.  We  had  eleven 
piapers  with  liberal  discussion,  and  a goodly 
number  of  case  reports  which  are  sometimes 
most  interesting,  in  fact  the  most  interesting 
part  of  the  program.  Our  programs  are 
printed  and  distributed  for  the  year  at  the 
January  meeting.  The  December  meeting  is 
given  over  to  the  election  of  officers  and  the 
annual  banquet,  when  we  have  a number  of 
visitors  and  a general  good  time. 

Nelson  County 

R.  H.  Greenwell,  New  Haven : We  have 

ten  doctors  who  belong  to  the  county  society, 
and  three  non  members.  We  have  district 
meetings  usually  two  or  three  times  a year. 
The  Woman’s  Auxiliary  meets  with  our 
county  society,  usually  at  a dinner  meeting. 
As  a rule,  we  have  speakers  from  various 
sectioi  5 of  the  state. 

Mason  County 

M-  H.  Davis,  Mayslick;  A regular  meet- 
ing has  been  held  the  second  Wednesday  of 
every  month,  with  a scientific  program  each 
time.  The  following  physicians  have  fa- 
vored the  society: 

Effie  Graff,  Louisville;  A.  Graeme  Mitch- 
ell, Cincinnati;  Howard  B.  McIntyre,  Cin- 
cinnati; Cecil  Striker,  Cincinnati;  H.  Jerry 
Lavender,  Cincinnati;  John  Fisher,  DeCour- 
cey  Clinic,  Cincinnati;  Rufus  Alley,  Lexing- 
ton Clinic,  Lexington ; Carl  Fortune.  Lexing- 
ton Clinic,  Lexington ; Donnan  Harding,  Lex- 
ington Clinic,  Lexington ; Francis  Massie, 
Lexington  Clinic,  Lelxington ; E.  C.  Yates. 
Lexington  Clinic,  Lexington;  C.  C.  Barrett, 
Lexington. 

Total  of  twelve  speakers  from  January  to 
September  inclusive  with  arrangements  marl" 
for  Drs.  Garr  and  Maxwell  of  Lexington  and 


Dr.  Carl  Lewis  Wheeler  to  speak  at  the  Oc- 
tober meeting. 

Our  total  membership  is  twenty.  The  total 
number  of  doctors  in  the  county  is  twenty- 
four. 

We  are  indebted  to  Dr.  Murphy,  our  health 
officer,  and  also  our  efficient  Secretary  for  the 
arrangement  of  programs  and  the  increased 
interest  in  the  meetings. 

Pulaski  County 

W . R.  CuNDiFP,  Somerset ; Pulaski  County 
has  twenty  white  doctors  and  one  colored. 
Fourteen  have  paid  dues  for  1932.  During 
the  year  of  1932  we  have  had  seven  medical 
meetings  with  an  average  attendance  of 
twelve  members,  besides  one  joint  meeting  at 
Stearns,  Kentucky,  with  Wayne  and  Mc- 
Creary Counties. 

The  county  society  is  in  .good  working  order 
and  good  financial  condition. 

Shelby  County 

W.  E.  Moore  : To  the  House  of  Delegates 
assembled,  I beg  to  report  the  Medical  So- 
ciety of  Shelby  County  is  in  splendid  condi- 
tion. We  have  seventeen  physicians  in  the 
county.  Fifteen  of  these  are  members  of  the 
county  society  and  in  good  standing.  We 
meet  on  the  third  Thursday  evening  of  each 
month,  with  an  average  of  fifteen  in  atten- 
dance. 

Secretary  McCormack;  There  are  several 
Chairman  of  Committees  present,  and  I 
would  like  to  suggest  that  we  ask  them  to 
make  their  reports  now  so  as  to  obviate  the 
necessity  for  a night  session  that  will  con- 
flict with  Dr.  Kelly’s  address. 

President  Reddick;  Report  of  the  Com- 
mittee for  the  Control  of  Cancer,  L.  Wallace 
Prank,  Chairman. 

L.  Wallace  Frank,  Louisville:  Your  Com- 
mittee for  the  Control  of  Cancer  desires  to 
submit  the  following  report. 

As  predicted  in  our  communication  of  a 
year  ago,  the  Norton  Memorial  Infirmary 
opened  its  Free  Clinic  for  the  Diagnosis  of 
Cancer  on  January  1,  1932.  On  May  1,  1932, 
a similar  free  diagnostic  clinic  was  opened 
at  St.  Joseph’s  Infirmary,  both  being  situated 
in  Louisville.  These  clinics  mark  a dis- 
tinct, forward  step  in  the  control  of  this 
dread  malady,  and  it  is  the  hope  of  this  com- 
mittee that  other  clinics  for  the  diagnosis  of 
malignancy  be  founded  in  different  section.-! 
of  the  state. 

The  incidence  of  cancer  is  becoming  greater 
throughout  the  country;  whether  this  be  due 
to  better  diagnosis  of  malignancy  or  to  the 
fact  that  more  individuals  live  to  the  cancer 
age  we  are  unable  to  say.  No  new  method  of 
treatment  for  the  cure  of  this  condition  has 
been  developed,  and  we  believe  that  it  is  only 
by  the  dissemination  of  the  knowledge  of 
cancer  and  its  manifestations  that  it  can  be 
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coutrolled.  The  prevention  of  cancer  is  im- 
possible because  we  do  not  know  the  exciting 
cause.  Nevertheless,  prompt  attention  to  any 
area  of  chronic  irritation  may  lessen  the  in- 
cidence of  the  disease.  Certainly  the  early 
recognition  of  the  presence  of  cancer  and 
the  immediate  institution  of  treatment,  be  it 
surgery,  radium,  x-ray  or  thermal,  will  tend 
to  lessen  the  mortality  from  this  disease. 

Inasmuch  as  it  is  by  the  dissemination  of 
the  knowledge  of  cancer,  not  only  to  the  laity 
but  also  to  the  profession,  that  we  become 
cancer  conscious,  your  committee  would  pro- 
pose the  following  plan  for  the  ensuing  year ; 

1.  That  each  county  medical  society  and 
each  district  society  have  a symposium  on 
cancer  during  the  coming  year. 

2.  That  at  this  meeting  breast  lesions 
especially  should  be  considered  and  due  con- 
sideration be  given  the  different  diagnoses 
of  breast  tumors,  and  that  the  clinical  mani- 
festations of  early  breast  cancer  be  elucidated 
and  demonstrated  if  possible. 

3.  That  abstracts  of  discussions  presented 

at  such  meetings  be  prepared  for  publication 
in  the  local  newspapers  so  that  the  laity  will 
become  acquainted  with  our  efforts.  Tlie 
question  naturally  arises : AVho  will  make 

these  talks  on  cancer?  We  would  suggest 
that  each  society  select  a man  of  wide  experi- 
ence in  the  management  of  the  disease,  and 
we  trust  that  many  will  volunteer  to  i)rescnt 
such  papers.  If  speakers  are  not  available 
from  the  local  society,  your  committee  Avill  he 
glad  to  sxipply  such  speakers. 

Respectfully, 

C.  A.  Vance 

P.  II.  Stewart 

A.  W.  Davis 

Paul  Gronnerud 

L.  Wallace  Frank,  Chairman. 

President  Reddick  : I think  it  would  be 

advisable  to  have  a motion  to  accept  the  re- 
port and  to  approve  its  recommendations. 

A motion  Avas  regularly  made,  seconded  and 
unanimously  carried  that  the  report  be  ac- 
cepted and  the  recommendations  aiiproved. 

President  Reddick  : Report  of  the  Com- 

mittee on  Workmen’s  Compensation  Law, 
Frank  P.  Strickler,  Chairman. 

Frank  P.  Strickler.  Louisville:  This  is 

a subject  that  I think  is  rather  important. 
Thei’e  is  hardly  a doctor  who  does  not  at  one 
time  or  another,  whether  he  desires  to  or  not, 
come  in  contact  Avith  a compensation  case  in 
some  form.  There  are  adequate  funds  paid 
into  the  State  of  Kentucky  to  ipay  a fair  and 
proper  scale  for  the  treatment  of  these  eases. 
This  money,  though,  instead  of  being  turned 
back  to  the  care  of  compensation  cases,  is 
diverted  to  other  sources.  If  we  could  use 
this  money  in  the  care  of  industrial  cases,  we 
would  have  plenty  of  money  in  the  State  of 
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Kentucky  to  pay  a fair  fee  for  the  treatment 
of  any  of  these  eases. 

Your  Committee  on  Workmen’s  Compen- 
sation presents  the  folloAving  report : 

The  Committee  on  Workmen’s  Compensa- 
tion, after  intervieiving  many  doctors  arid 
institutions  throughout  the  state  Avho  are  di- 
rectly or  indirectly  in  contact  with  the  treal- 
ment  of  patients  who  are  injured  and  come 
under  the  Conqiensation  Act,  are  universally 
of  the  opinion  that  the  limit  of  tw’o  hundred 
dollars  as  established  by  the  present  Com- 
pensation Law  of  Kentucky  is  entirely  inade- 
quate to  furnish  first-class  hosjiitalization 
and  surgical  treatment  for  the  individual  in- 
jured in  industrial  Avork.  The  doctors,  nurses 
and  hospitals  of  the  State  of  Kentucky  ha\  e 
lost  thousands  of  dollars  as  the  result  of  the 
two  hundred  dollar  limit  novAy  established  by 
the  Compensation  Law. 

We  also  find  that  some  insurance  com- 
]ianies  prorate  there  bills,  Avhieh  serves  to  beat 
the  doctor,  nurse  and  hospital  out  of  a justly 
earned  fee.  This  practice  of  insurance  com- 
panies is  unresei’Amdly  condemned  by  the 
Committee  on  Workmen’s  Com|)ensation. 
There  are  a number  of  the  first-class  insur- 
ance companies  doing  business  in  the  State 
of  Kentucky  Avho  are  perfectly  AA'illing  to  pay 
a fair  medical  and  hospital  bill.  These  com- 
panies completely  ignore  the  two  hundred 
dollar  limit  as  established  by  the  Workmen’s 
Compensation  Act,  and  do  not  resort  to  the 
tactics  employed  by  adjusters  of  second-rate 
companies. 

As  the  Compensation  Act  is  a subject  all 
doctors,  hospitals  and  nurses  throughout  the 
State  of  Kentucky  are  int(mested  in,  this 
Committee  recommends  that  the  Kentucky 
State  Aledical  Society  take  active  steps  before 
the  legislature  at  its  next  meeting  to  bring 
about  a change  in  the  laAv  in  order  that  the 
medical  profession  and  its  allied  professions 
be  properly  and  fairly  compensated  for  their 
Avork.  To  do  this  we  feel  that  a limit  of  at 
least  eight  hundred  dollars  should  be  estab- 
lished for  medical  fees,  as  this  is  about  the 
average  limit  established  in  other  states. 
HoAvever,  there  are  a number  of  states  which 
have  no  limit  at  all  for  medical  serAUces. 
Kentucky  is  woefully  behind  in  its  compensa- 
tion laws,  and  little  if  anything  has  been  done 
to  protect  the  medical  profession.  The  Jef- 
ferson County  Medical  Society  did  ha  Am  a 
bill  submitted  to  the  last  legislature  in  an  ef- 
fort to  remedy  present  conditions,  but  this 
bill  apparently  neA'cr  came  out  of  the  Com- 
mittee. 

If  the  Kentuckv  State  Medical  Association, 
and  the  KentnclcA’’  Nurses’  Association  and 
the  Kentuckv  Hospital  Association  will  com- 
bine their  efforts.  T feel  certain  that  the  Com- 
pensation LaAV  could  be  altered  and  Ken- 
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tucky  :p(ut  on  the  same  basis  as  other  progres- 
sive states  in  the  Union. 

Respectfully  submitted, 

Frank  F.  IStricMer,  Chairman. 

A.  T.  McCormack;  i move  that  this  re- 
port be  approved  and  referred  to  the  Com- 
mittee on  Legislation  and  Fublic  Policy,  with 
the  request  that  they  take  the  necessary  action 
to  make  it  effective. 

The  motion  was  seconded  by  Smithfield 
Keffer,  Grayson,  and  carried. 

President  Reddick:  We  have  with  us  at 

this  time,  Mrs.  Hendon,  President  of  the 
Woman’s  Auxiliary,  who  will  now  report  for 
the  Woman’s  Auxiliary.  I am  sure  you  will  be 
also  glad  to  know  that  the  Quarterly  is  paying 
its  own  expenses  and  they  are  doing  a greai, 
work.  We  would  be  very  much  pleased  to 
hear  this  fine  report  she  is  going  to  make. 

Report  of  the  Woman’s  Auxiuary 

i\Ir.  President,  Mr.  Secretary,  Members  of 
the  House  of  Delegates,  and  1 presume 
r riends : It  now  becomes  my  privilege  to 

submit  for  your  consideration  and  approval 
the  President’s  annual  report  of  the  Woman’s 
Auxiliary.  I beg  your  indulgence  while  i 
recite  in  as  brief  outline  as  may  be  consistent 
\vith  clarity,  the  advances  we  have  made  in 
the  direction  of  the  various  interests  indi- 
cated by  the  program  for  which  we  had  al- 
ready assumed  responsibility,  and  the  moia’ 
recent  enterprises  which  it  seemed  necessary 
to  include  in  order  to  adequately  enlarge  our 
field  of  usefulness. 

1 would  also  solicit  your  sympathetic  in- 
terest and  cordial  co-operation  in  support  of 
the  aims  and  ambitions  that  we  cherish  for 
the  future. 

We  realize  that  the  ideals  of  our  two  or- 
ganizations must  be  identical  to  afford  the 
successful  issue  of  whatever  plan  of  cam- 
paign we  iruiy  adopt.  Therefore,  1 am  asking 
in  behalf  of  the  Auxiliary  for  your  complete 
confidence  and  the  wisdom  of  your  mature 
judgment  which  we  regard  as  indispensable 
to  our  cause. 

Our  labors  during  the  past  year  have  been 
directed  along  the  following  lines; 

Continued  collection  of  medical  historical 
data  of  Kentucky  pioneers. 

Increased  circulation  of  Hygeia,  the  health 
magazine  published  by  the  American  Medical 
Association.  At  the  meeting  of  the  Ameri- 
can Medical  Auxiliary  held  in  New  Orleans 
in  May  of  this  year,  a bulletin  in  Exhibit 
Hall  contained  the  following; 

“Number  members  of  Kentucky  State 


Medical  Association  1821 

Number  Auxiliary  Members 430 

Number  subscriptions  to  Hygeia  in 

Kentucky  605 

Number  secured  through  auxiliaries....  68” 


This  reports  shows  subscriptions  for  Hygeia 
are  purchased  in  Kentucky,  and  if  subscrip- 


tions and  renewals  are  secured  through  the 
auxiliaries,  a worthwhile  sum  will  accrue  to 
the  Auxiliary  making  the  contact.  The  price 
of  subscription  to  Hygeia  has  been  re- 
duced to  $2.50  a year,  and  of  this  amount 
the  Auxiliary  retains  one-half,  or  $1.25  on 
each  subscription  or  renewal. 

1 should  tike  to  make  a special  appeal  to 
the  doctors  who  are  not  subscribers,  to  get 
in  touch,  with  their  county  auxiliary  Hygeia 
chairman  and  give  her  your  subscrijition,  and 
those  who  are  subscribers  give  her  your  re- 
newal. County  Hygeia  chairmen  this  year 
are  as  follows: 

Calloway  County — Mrs.  A.  J.  Outland, 
Murray. 

Campbell-Kenton — Miss  Pauline  Haley, 
304  Doctors'  Dldg.,  Covington. 

Graves — i\Irs.  J.  H.  Shelton,  Mayfield. 

Hardin — Mrs.  C.  F.  Long,  Elizabethtown. 

Jefferson  — Mrs.  J.  S.  Bumgardner, 
Springdale  Apt.,  Louisville. 

Benton — Mrs.  V.  A.  Stilley. 

Perry — Mrs.  R.  L.  Collins,  Hazard. 

Whitley — Mrs.  M.  W.  Steele,  Corbin. 

Radio  health  programs  in  Jefferson  County 
which  were  started  February  13,  1930,  over 
WLAP,  are  now  presented  over  WHAS  every 
Wednesday  at  10:25  a.  m.,  the  first  broad- 
cast taking  place  June  8th,  1932.  Each 
program  is  prepared  by  a local  physician  wlio 
selects  his  own  subjects,  and  who  is  intro- 
duced by  a member  of  the  Auxiliary.  O.u 
tbe  last  Thursday  of  each  month  at  10:25 
a.  m.,  programs  appropriate  to  the  season 
have  been  forwarded  by  our  Radio  Commit- 
tee to  be  broadcast  from  Paducah,  CovingtvUi 
and  Hopkinsville. 

Study  classes  for  self-education  in  medical 
and  health  laws  of  Kentucky,  and  the  Study 
Envelopes  1-2-3-4-5,  issued  by  the  American 
Medical  Association,  have  been  emphasized, 
not  only  in  our  own  county  Auxiliaries,  but 
by  numerous  Parent-Teacher  Associations 
and  Women’s  Club  groups. 

Another  educational  feature  is  embodicil 
in  the  series  of  Questions  and  Answers  which 
are  carried  in  various  newspapers,  sample  of 
which  is  herewith  presented  (copy  handed  to 
President  Reddick'),  giving  the  public  in 
broken  doses,  information  which  is  important 
to  them,  which  Ave  have  reason  to  believe  are 
usually  read. 

Regarding  the  Jane  Todd  Crawford  projecU 
which  lies  so  near  our  hearts,  we  have  been 
able  this  year  to  define  the  road  over  which 
Jane  Crawford  probably  passed  from  her 
home  in  Green  County  to  Danville,  for  the 
memiorable  operation  in  the  home  of  Dr. 
Ephraim  MeDowell  in  1809,  and  the  official 
naming  of  that  mad  by  the  State  Highway 
Commission,  “The  Jane  Todd  Crawford 
Trail,”  and  it  is  our  hope  and  expectation 
to  have  this  trail  planted  with  trees  and 
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shrubs  and  identified  by  appropriate  signs. 

Since  one  of  the  aims  of  our  Auxiliary  is 
“to  promote  acquaintanceship  among  doc- 
tors’ tamilies  that  local  unity  and  harmony 
may  be  increased,”  the  Jane  Todd  Crawford 
Committee  siponsored  a get-acquainted  party 
on  the  evening  of  May  17,  in  the  beautiful 
auditorium  of  the  Grocers’  Baking  Company, 
Louisville,  which  was  a success  both  finan- 
cially and  socially. 

It  was  my  rare  privilege  to  be  invited  to 
attend  the  meeting  of  the  Woman’s  Auxiliary 
to  the  Virginia  State  Medical  Association, 
which  w’as  held  in  Roanoke,  October  8 and  9, 
where  I m,otored  with  Dr.  and  Mrs.  McCor- 
mack. This  meeting  was  instructive  and  is 
one  of  my  most  pleasant  memories  of  the 
year. 

On  October  14,  I attended  the  mjeeting  of 
the  Nelson  County  Medical  Society  at  Bards- 
town  and  in  the  afternoon  organized  the  Nel- 
son County  Auxiliary,  with  eight  members. 

In  December,  a luncheon  was  held  at  the 
Brown  Hotel,  where  health  and  welfare  rep- 
resentatives attended  and  took  part  in  the 
program  which  followed,  one  of  the  i-esults  be- 
ing our  “Come  and  See  Trips”  inaugurated 
in  April,  sponsored  by  the  Community  Chest, 
which  consisted  in  making  personally  con- 
ducted visits  to  hospitals,  clinics,  day  nur- 
series, orphanages  and  other  charitable  insti- 
tutions. A brief  talk  on  the  institution  to 
be  visited  preceded  the  tour.  These  trips, 
five  in  number,  gave  a much  clearer  idea  of 
the  welfare  work  of  our  physicians  who  give 
so  generously  of  their  time  and  skiU. 

Activities  in  the  county  auxiliaries  include 
many  local  interests,  such  as  child  health 
clinics,  pre-natal  clinics,  hospital  and  social 
welfare  work,  and  tuberculosis  clinics.  In 
our  largest  county  auxiliary,  three  units  have 
been  organized  which  are  of  paramount  ir 
terest;  one,  the  study  class  which  meets  once 
a month,  is  devoted  to  a paper  on  some  his- 
torical medical  subject,  prepared  and  read 
by  a member  followed  by  current  events  of 
particular  interest  to  members.  The  sewing 
unit  meets  each  month  in  the  home  of  one  of 
the  members  where  appropriate  garments  arc 
made  for  the  indigent  and  for  the  hospitals. 
The  golf  unit  is  active ; they  meet  monthly. 

Our  very  newest  activity  was  undertaken 
at  your  request  at  the  1931  meeting  in  Lex- 
ington. The  request  came  to  us,  officially, 
from  you  through  the  Advisory  Council,  un- 
fortunately, after  the  adjournment  of  our 
own  meeting.  It  seemed  a big  undertaking 
in  an  entirely  new  field  for  A uxiliary  woi’k. 
At  the  request  of  the  Adviso.'.y  Council,  T 
appointed  Mrs.  A.  T.  McCormack  as  Manag- 
ing Editor  and  Mrs.  C.  H.  Krieger  as  Busi- 
ness Manager  of  the  Quarterly  Supplement 
to  the  Kentucky  Medical  Journal,  for 
which  we  have  labored  diligently  to  secure 
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funds  for  its  support  through  advertisements 
secured  from  business  firms,  not  an  easy  task 
during  this  last  year,  as  I am  sure  you  can 
readily  understand. 

We  are  proud  of  the  distinction  of  present- 
ing the  first  regular  supplement  to  a medical 
journal,  edited  by  women  and  edited,  fi- 
nanced and  managed  by  the  Auxiliary,  We 
hope  this  experiment  has  met  with  your  ap- 
proval. 

In  conclusion  the  Auxiliary  is  cognizant 
of  the  many  courtesies  which  you  have  ex- 
tended to  us,  for  which  we  express  our 
sincere  appreciation. 

Respectfully  submitted, 

Mrs.  G.  A.  Hendon,  President. 

A.  T.  McCormack:  I am  sure  this  report 
is  a revelation  even  to  the  husbands  of  mem- 
bers of  the  Aulxiliary  who  have  made  it  pos- 
sible, and  I know  it  is  a revelation  to  those 
of  you  whose  wives  have  not  had  the  privilege 
of  participating  in  this  important  movement 
for  the  benefit  of  the  people  and  for  the 
medical  profession  of  Kentucky. 

Those  of  you  who  have  read  the  Quarterly 
have  been  kept  informed  as  to  the  aims  and 
objects  and  ambitions  of  these  women  of  ours. 
Some  of  you  have  taken  it  home  for  your 
wives  to  read ; too  frequently  you  have  failed 
to  do  it,  and  your  wives  don’t  know  about  the 
things  that  these  other  women  are  having  the 
privilege  of  doing  for  and  with  us. 

I want  to  say  to  you  as  sincerely  as  I ever 
have  brought  you  any  message  in  my  life  that 
if  you  are  depriving  your  wife  or  your  daugh- 
ter or  your  mother  of  the  privilege  of  know- 
ing your  purposes  and  your  objects  and  your 
aims  and  are  preventing  her  from  taking  part 
in  making  them  effective,  you  are  not  treat- 
ing her  squarely.  These  women  are  getting 
an  amount  of  information  and  are  transmit- 
ting it  through  the  most  approved  methods 
of  transmission  to  the  thoughtful  women 
leaders  of  Kentucky,  and  therefore  you  are 
not  treating  your  people  squarely,  either. 
Their  radio  program,  if  they  didn’t  do  an- 
othe  thing  but  that  is  worthwhile.  There  are 
thousands  of  people  who  are  listening  in  their 
homes  to  the  quiet  advice,  the  carefully  word- 
ed advice,  every  week,  of  leaders  in  the  pro- 
fession, and  there  is  no  radio  program  that 
goes  over  W)HAS  that  is  more  widely  heard 
than  the  radio  program  that  is  sponsored  by 
the  Woman’s  Auxiliary  and  the  spoken  words 
of  which  come  from  the  members  of  the  pro- 
fession here  in  Louisville  and  visitors  to 
Louisville. 

It  would  have  inspired  you  to  have  been 
present  at  the  meeting  of  the  State  Road 
Commission  when  they  were  requested  that 
the  road  from  the  Jane  Todd  Crawford  home 
to  Danville  should  be  recognized  and  marked 
as  the  trail  over  which  that  heroic  woman 
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rode  horseback  to  the  great  experiment  that 
has  made  possible  ail  the  progress  that  has 
ueen  made  m modern  medicine,  where  the 
model  patient  of  all  times  met  the  great  sur- 
geon lor  the  first  time  for  the  opening  of  the 
abdomen  for  the  remov.  1 of  an  ovarian  tumor. 
It  would  have  inspired  you  to  have  been  pres- 
ent and  to  have  heard  the  generous  recogni- 
tion that  came  from  those  great  men  on  the 
Commission  who  have  not  only  named  the  trail 
but  who  have  already  made  the  necessary  ap- 
propriations that  that  trail  from  her  home 
to  Danville  be  completed  as  a modern  high- 
way as  a monument  to  that  noble  woman  and 
to  that  great  experiment,  that  piece  of  re- 
search work  that  wab  there  done  by  McDowell. 
That  Trad,  would  neither  have  been  trail, 
named,  nor  marked  if  it  hadn’t  been  for  the 
Woman’s  Auxiliary. 

There  are  a hundred  things  that  I could 
take  up  your  time  for  the  whole  afternoon 
telling  you  about  that  this  small  group  of 
women  have  already  done.  1 know  how  diifi- 
cult  it  is  in  many  instances  for  the  wives  to 
take  the  time  from  the  important  duties  of 
their  homes;  I know  how  hard  it  is  for  those 
who  have  learned  the  attractive  games  of 
bridge  and  golf  to  be  deflected  from  them,  but 
I want  to  say  to  you  that  after  they  have 
onee  had  the  privilege  of  the  sort  of  service 
that  these  noble  women  have  had,  that  Mrs. 
Hendon  has  led  and  about  whom  she  has  so 
beautifully  reported  to  you,  when  they  have 
had  the  opportunity  of  once  visioning  that 
opportunity  of  service,  they  share  with  us 
better  than  they  ever  have  done  before  the 
privilege  we  have  of  serving  our  people,  and 
they  are  going  to  make  us  more  effectively  of 
service  to  our  people  because  they  are  teach- 
ing them  what  we  are  doing,  they  are  telling 
them  about  our  aspirations,  they  are  expos- 
ing to  them  the  things  that  are  in  our  hearts 
in  our  desire  to  make  them  healthier  and 
happier  and  more  useful  people. 

I want  to  appeal  to  the  House  of  Delegates 
as  I never  have  done  about  any  other  thing, 
that  you  go  back  to  your  counties  and  get  your 
wives  and  the  wives  of  your  associates  or- 
ganized and  banded  together  in  your  several 
counties  to  effectively  do  this  work.  If  you 
accomplish  that  purpose  I want  to  assure  you 
that  you  will  find  in  the  improved  support, 
the  improved  confidence  that  you  will  from 
month  to  month  see  evident  in  your  people, 
repayment  for  the  effort. 

I would  give  anything  if  it  were  possible 
for  me  to  tell  you  of  what  has  been  accom- 
plished in  Perry  County,  Kentucky,  by  the 
Woman’s  Auxiliary  there;  I wish  I could 
take  the  time  to  detail  it;  1 wish  you  could 
see  in  that  rugged  county  what  they  have 
done  where  conditions  are  difficult  in  a way 
that  they  are  not  in  many  counties  that  were 
smoothed  out  by  the  great  Master  when  He 


was  ci*eating  the  world.  It  sort  of  looks  like 
lots  oi  piles  ot  rociis  wei.e  leit  m tne  way  oi 
liuman  endeavor  up  tnere  ratner  unueceasar- 
iiy  wnen  tne  last  day  came,  out  in  spite  of 
tnat  tne  doctors  of  tnat  county  ana  tneir 
wives  nave  aceompiisned  lor  tneir  people  re- 
sults tnat  nave  not  ueen  attained  in  tne  coun- 
ties wnere  tnere  nas  not  Ueen  sucn  united 
etrort. 

in  response  to  this,  i think  1 can  well  say 
in  view  01  tne  loveiy  cnaiacter  wno  nas  pre- 
sented to  us  tins  neautnui  report  fuecause 
in  words  and  terms  and  as  a report  oi  service 
it  is  a Ueautilui  report;,  no  more  important 
matter  is  to  come  ueiore  tnis  mouse  oi  JJeie- 
gates  tnan  your  lurtner  consideration  oi  tne 
importance  of  estauiisning  in  your  county  an 
active  Woman's  Auxiliary. 

At  the  meeting  of  tne  Council  today  we 
were  carefully  considering  tne  importance  of 
having  the  members  of  tne  legislature  cog- 
nizant of  the  aims  of  the  profession,  that  tne 
cults  and  the  crooks  that  would  short-cut  into 
tne  service  of  the  people  without  being  quali- 
fied might  be  stopped.  1 want  to  say  to  you 
that  there  wasn ’t  a county  in  which  tnere  was 
a Woman’s  Auxiliary  for  the  last  five  years 
that  hasn’t  had  a representative  who  rep- 
resented everything  that  you  stand  for,  not 
one,  because  the  women  saw  that  they  were 
educated  in  a way  that  you  haven’t  the  time 
to  do.  They  can’t  do  it  unless  they  are  mem- 
bers of  this  organization  and  are  securing 
from  it  the  information  that,  relayed  to  the 
members  of  the  legislature,  will  be  of  tremen- 
dous value  to  you  every  single,  solitary  day 
you  live  and  practice,  it  is  with  that  purpose 
111  mind  that  1 appeal  to  you  again  to  go 
back  home  and  help  to  make  your  wife  a mem- 
ber of  the  Air:ilidry.  If  she  is  the  only  wife 
in  the  county,  help  her  to  be  a member.  Help 
to  get  them  all  into  the  Auxiliary  that  we 
may  have  this  devoted  band  of  our  women 
saying  for  us  the  things  that  they  can  say  so 
much  better  than  we  can.  Besides  that,  it  is 
considerable  of  a relief  to  you  to  have  them 
saying  it  to  the  public  instead  of  saying  it 
to  you,  because  the  public  needs  improve- 
ments very  much  more  rapidly,  and  it  is  more 
willing  to  be  improved  than  we  are  per- 
sonally. I have  found  that  the  deflected 
energy  in  my  own  household  which  has  been 
of  great  public  benefit  has  been  an  enormous 
amount  of  private  relief,  as  1 am  sure  you 
will  find  also  if  you  will  indulge  in  the  same 
activity.  (Laughter). 

President  Reddick:  We  are  all  pleased,  I 
am  sure,  to  have  the  Quarterly  come  to  us 
every  three  months  with  the  Journal.  We 
appreciate  these  splendid  remrrks  of  Dr.  Mc- 
Cormack relative  to  the  report  of  Mrs.  Hen- 
don, and  the  altruistic  work  that  those  fine 
ladies  are  doing  in  the  county  organizations. 
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We  are  pleased,  Mrs.  Heiidoii,  to  have  you 
with  us. 

tS-MiTiiFiELD  Keffer,  Graysoii : 1 think 

^Mrs.  Hendon  mentioned  one  thing  that  1 am 
very  much  interested  in,  and  that  is  the  beau- 
tifying of  onr  public  higlnvays  with  trees  and 
.shrubs.  I would  like  to  go  a step  further  and 
say,  when  you  are  planting  those  trees  phud 
nut  trees.  1 talked  to  the  state  forester  a 
few  weeks  ago  about  planting  walnut  trees, 
and  he  said  it  was  very  much  better  to  plant 
the  walnuts.  1 have  seen,  in  my  own  short  life, 
a great  big  walnut  tree  grew  on  my  father’s 
farm  that  1 know  is  not  any  older  than  1 am. 

rKESiDENT  IIeduick  ; We  will  next  have  tlu', 
rej)ort  of  the  Committee  on  Prevention  of 
Goiter,  P.  P.  Elmore,  Chairman. 

PePORT  of  CoilMlTTEE  ON  PREVENTION  OF 
Goiter 

The  other  members  of  the  Committee  are 
W.  1.  Hume,  Louisville,  P.  C.  Sanders,  Dan- 
ville, J.  N.  ihdley,  Paducah,  J.  W.  York, 
Cannier.  1 have  not  had  an  opportunity  of 
eonsulting  these  gentlemen  relative  to  this 
reiiort.  I did  not  have  an  opportunity  to 
get  up  a report  ; nd  send  to  them  in  advam  e. 
If  they  have  any  variations  on  what  1 am 
going  to  say  they  doubtless  will  let  yon  know 
about  it. 

This  Comanittee  was  formed  several  years 
ago  at  the  instance  of  Dr.  McCormack,  and 
then  we  formulated  a certain  plan  or  scheme 
for  what  we  thought  would  reduce  the  incid- 
ence of  goiter  in  Kentucky.  There  has  not 
been  anything  develop  during  the  last  year 
to  change  that  jilan.  I think  it  has  a great 
many  advantages  over  any  scheme  that  has 
been  advanced  in  any  state.  For  instance, 
we  recommended  that  a weekly  dose  of  iodine 
be  given  to  adolescent  children.  Of  course,  ’f  a 
weekly  dose  of  iodine  is  given  it  is  given  in 
llie  home.  If  that  is  not  practical  in  any  coun- 
ty, it  might  be  given  through  the  school,  giv- 
ing a dose  every  school  day  for  two  weeks 
twice  a year  during  the  stage  of  adolescence. 

The  (jnestion  of  the  administration  of 
iodine  during  the  last  weeks  of  pregnancy  is 
a subject  which  has  never  received  very  much 
consideration.  So  far  as  I know  it  is  not 
generally  recommended,  although  the  repoi't 
in  Derroit  shows  that  out  of  all  the  goiters 
found  in  school  children,  twelve  per  cent  were 
fetal  goiters.  If  that  is  true,  it  certainly  is 
well  worth  while  to  try  the  administration,  of 
iodine  during  the  last  four  or  five  weeks  of 
pregnancy. 

Dr.  Kimball,  of  Cleveland,  has  taken  a very 
))roininent  role  in  the  prevention  of  goiter. 
In  his  ref  irt  issued  last  December  he  stages 
a drama  which,  if  it  were  enacted  on  the 
.'-tage,  would  be  one  of  unparalleled  attractions 
to  the  medical  profession.  He  began  with 
Detroit.  He  was  enlisted  by  the  Health  De- 
partment of  Detroit  and  secured  the  co-opera- 


tion of  the  State  Board  of  Health  in  Mich- 
igan, the  Chty  Health  Board  and  the  school 
uoartl,  the  health  physician,  and  also  the  med- 
ical societies  in  Detroit,  to  see  if  he  could  not 
uring  about  the  reduction  of  goiter  in  De- 
troit, wliicli  IS  in  the  lake  region  where  the 
inciUeuce  of  goiter  runs,  in  school  children, 
about  thirty -lour  per  cent. 

Tile  method  of  attack  that  he  recommended 
and  that  they  follow'ed  was  the  administra- 
tion of  iodized  salt.  They  enlisted  the  sup- 
port of  their  grocery  people  and  the  salt 
producing  people  ana  tixea  a certain  mini- 
mum iodine  content  of  all  the  salt  that  was 
sold  in  iliat  county,  Wayne  County,  which  in- 
iviiuies  the  City  of  Detroit.  They  made  a 
cen.sus  or  a survey  of  school  children  and  es- 
tablished an  incidence  of  goiter  of  thirty- 
tour  pm-  cent  of  school  children  in  grades 
ranging  from  the  primary  to  high  school. 

I liey  tlien  confined  the  sale  of  salt  to  this 
iodized  salt,  and  the  reduction  of  goiter  as 
siiown  by  the  ixaniination  of  these  school 
children,  same  :.ges,  is  shown  by  the  follow- 
ing figures: 

in  1924,  the  incidence  of  goiter  was 
Uiiriy-.six  per  cent;  lu  1926  it  w’as  9.7.  There 
was  Tlien  a steady  •,  ecrease  until  1931  when 

II  had  lailen  to  2.1  per  cent.  Undoubtedly, 
as  Dr.  Kimball  states,  the  rapid  disappear- 
ance of  endemic  goiter  among,  the  school  cliil- 
aren  throughout  Michigan  is  one  of  the  out- 
s landing  achievements  of  preventive  medi- 
cine. 

Dr.  Kimball  resides  in  Cleveland.  The 
following  year  Ohio  became  interested  in  a 
similar  w-ay  in  the  prevention  of  goiter.  A 
survey  was  made  in  tw.o  southern  counties, 
two  middle  counties  and  in  Cleveland  to  es- 
tablish the  incidence  of  goiter  in  those  areas. 
They  arrived  at  the  conclusion  that  goiter 
was  just  about  as  prevalent  there  as  it  was 
in  Michigan,  around  thirty-four  per  cent.  It 
was  their  intention  to  utilize  iodized  salt  as 
a means  of  prevention.  The  following  year, 
in  1926,  a prominent  surgeon  of  Cleveland 
published  an  article  attacking  the  use  of  salt 
as  a prevention  of  goiter,  saying  that  it  was 
increasing  cases  cf  hyperthyroidism,  and  so 
frightened  the  peoiple  of  Ohio  and  alarmed 
the  medical  profession  of  his  ciiy  that  the 
State  Board  of  Health  withdrew  their  co-op- 
eration from  this  plan  and  the  matter  fell 
through. 

Dr.  Kimball  made  a survey  as  best  he  could 
in  Cleveland  to  see  how  much  reduction  there 
had  been.  His  conclusion  was  that  instead 
of  2.1  per  cent  which  prevailed  in  DetroL, 
it  was  still  twenty  to  twenty-four  per  cent 
ill  Cleveland.  While  there  was  some  iodized 
salt  used  in  Cleveland,  perhaps  one-third  of 
the  community  only  was  using  it,  and  it  was 
used  in  a haphazard  manner  and  an  imperfect 
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manner,  so  the  result  would  not  be  propor- 
tionate. 

!So  we  have  in  the  .great  cities  of  Cleve- 
land and  Detroit  two  opposing  groups,  equal- 
ly ambitious,  equally  honest  and  devoted  to 
the  welfare  of  their  communities,  one  saying 
that  the  iodized  salt  is  n means  of  preventing 
goiter,  while  over  in  Cleveland  they  say  it 
should  not  be  used;  in  one  city  there  is  a 
prevalence  of  goiter  of  2.1  per  cent,  and  in 
the  other  it  is  over  twenty  per  cent. 

There  is  another  feature  that  is  brought 
out  by  that  same  test.  It  has  always  been 
the  contention  of  your  Committee  on  Goiter 
that  toxic  goiter  bears  a certain  percentage 
of  relation  to  the  incidence  of  endemic  goiter ; 
that  is,  where  there  are  a lot  of  simple  goiter 
cases,  there  is  a greater  percentage  of  toxic 
goiter.  That  is  proven  by  the  figures  whicli 
Dr.  Kimball  brings  out.  He  ascertained  the 
number  of  toxic  patients  admitted  to  tlie 
Henry  Ford  Hospital  in  Detroit  and  to  two 
■ether  hospitals  in  Detroit,  and  they  have  de- 
creased at  least  fifty  per  cent.  In  Cleveland 
at  the  Lakeside  Hospital,  the  number  of 
toxSic  cases  that  were  admitted  in  1931  as 
compared  with  1925  has  increased,  showing 
the  definite  relation  between  the  two. 

As  I stated  at  the  outset,  our  plan  is  not 
to  give  iodine  indiscriminately,  but  only  to 
give  it  to  that  element  of  the  population  that 
it  might  benefit.  It  does  seem  that  it  is 
questionable  procedure  to  give  iodized  salt 
to  every  citizen  of  the  state  or  city.  Why  not 
limit  it  to  that  element  of  the  population  th.it 
may  be  improve!  by  receiving  it? 

Respectfully  submitted, 

R.  R.  Elmore,  Chairman. 

Secretary  McCormack:  If  you  will  per 

mit  me  to  say  a word  about  I)i-.  Elmore  s 
report,  one  of  the  most  remarkable  institu- 
tions that  ever  came  into  the  State  of  Ken- 
tucky has  come  in  recently  durijig  the  de- 
pression in  the  ea.stern  and  western  coat 
milling  sections  of  the  state.  There  has  been 
a service  committee  of  the  Friends’  Servire 
Society  from  Philadelphia.  1 think  in  many 
respects  the  most  remarkable  social  servi'ie 
that  has  been  accomplished  at  any  place. 
There  have  been  only  about  a half  dozen  of 
these  people  in  the  .state.  They  have  expended 
some  $200,000  in  providing  lunches  for  the 
school  children  in  the  sections  where  the  chil- 
dren were  evidently  undernourished.  It  has 
been  done  without  any  publicity.  I was  priv- 
ileged as  a repre.sentative  of  the  Governor 
a few  days  ago  to  ga  to  Philadelphia  and  ex- 
press the  appreciation  which  the  people  of 
Kentucky  felt  to  these  people,  and  in  talking 
to  them  I told  them  that  while  six  of  them 
bad  been  in  the  state  and  had  been  in  contact 
with  our  people  for  the  last  eighteen  montlis, 
nerhaps  nobody  in  the  .state  knew  they  were 
here.  They  reminded  me  very  much  of  oiir 


beautiful  bird  the  thrush,  that  you  see  some- 
times fly  across  the  road,  but  you  are  con- 
stantly charmed  with  its  wonderful  song.  In 
the  same  way  we  have  seen  our  children  fed 
in  large  numbers. 

One  of  the  interesting  things  that  we  have 
done  has  been  to  us©  iodized  salt  in  all  of  the 
ieedings  that  have  been  done,  at  our  sugges- 
tion, because  of  the  incidence  of  endemic 
goiter  in  the  southeastern  section  of  the  state. 
It  has  been  a very  interesting  thing  to  have 
the  school  teachers  and  the  physicians  in  the 
localities  where  they  have  served,  tell  us  that 
there  is  no  question  that  since  the.se  luncheons 
have  been  given  to  the  children  there  has 
been  a decrease  in  endemic  goiter  in  that 
section.  It  bears  out  the  recommendations 
of  Dr.  Elmore  and  the  splendid  work  that  he 
and  his  committee  have  done  in  our  educa- 
tion over  these  several  years. 

The  State  Board  of  Health  of  Kentucky  is 
reeommendinig  and  urging  upon  all  our  job- 
bers and  wholesalers  that  they  purchase  only 
iodized  salt,  and  in  so  far  as  it  is  possible  to 
do  it,  we  are  providing  it  for  the  jieople  of 
the  state.  We  feel  that  there  is  no  question 
but  that  the  data  submitted  as  to  tlie  relative 
use  of  this  material  in  Michigan  and  in  Ohio 
is  conclusive,  and  we  are  perfectly  willing  to 
■go  on  record  to  our  people  that  iodized  salt 
is  a safe  product  as  a regular  food.  Of 
cour.se,  nobody  who  is  sick  should  take  any 
kind  of  medication  without  the  advice  of  his 
own  family  physician  in  that  particular  case, 
and  as  soon  as  any  child  shows  any  kind  of 
deviation  from  the  normal  it  should  be  under 
the  control  of  its  own  physician  and  that 
physician  should  determine  all  the  medica- 
ments that  should  be  given  to  it.  We  recom- 
mend no  medication  for  sick  people  at  any 
time  in  general.  Recommendations  of  that 
kind  should  be  made  through  medical  jour- 
nals and  should  not  be  made  through  any 
avenue  of  public  information  because  it  does 
not  apply. 

S.  C.  Smith,  Ashland:  I have  had  the  priv- 
ilege of  hearing  Dr.  Crile  and  Dr.  Crowley 
discuss  this  goiter  subject  at  length,  and  they 
have  agreed  on  one  thing  only  in  the  whole 
discussion,  and  that  is  that  adolescents  should 
have  iodized  salt  and  that  adults  never  should 
have  it,  that  it  does  bring  on  activity  in  cer- 
tain adults  without  any  nrevious  evidence  of 
goiter,  if  they  had  it  before  they  didn’t  know 
it.  but  the  constant  use  of  iodized  salt  caused 
many  adults  to  show  signs  of  hyperthyroidism 
with  thyrotoxicosis  that  had  no  symptoms 
previously. 

1 respect  the  ojiinion  of  these  men  beeau'-e 
thev  both  have  made  a study  of  it.  and  T do 
believe  that  children  need  it  but  adults  had 
better  let  it  alone. 

President  Reddick  : We  will  be  pleased 

now  to  have  the  report  of  the  Committee  on 
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the  Journal,  by  D.  Y.  Roberts,  CRiirman, 

Report  op  Committee  on  The  Journal 

Mr.  President  and  Chairman,  I have  had 
only  since  Thursday  to  get  up  this  report, 
and  it  is  going  to  be  very  short  and  sweet. 
1 have  not  had  a chance  to  compare  our 
Journal  with  any  other  state  journals  at  all. 
I eouldn ’t  tell  you  how  it  compares  with  them, 
I could  tell  you  in  my  opinion  what  would 
imiprove  the  Journal  a great  deal.  If  we 
stop  taking  advertisements  from  these  adver- 
tising optometrists  (if  I am  wrong  in  the 
word  I don’t  know  what  the  word  is)  and 
have  more  original  papers  in  the  Journal 
from  men  out  in  the  state  practicing  medi- 
cine every  day,  and  have  them  give  us  their 
own  personal  opinion  of  things  instead  of 
filling  up  pages  with  references  and  statistics, 
and  so  forth,  real  papers  by  men  who  have 
had  the  experience  and  know  what  they  are 
talking  about,  it  will  be  a better  Journal. 
We  all  have  reference  books  in  our  offices;  we 
don’t  need  all  those  references. 

Another  thing  is  that  I believe  in  cutting 
down  the  space  of  the  Woman’s  Auxiliary. 
If  you  are  going  tc  run  a Ladies’  Home  Jour- 
nal, run  a Ladies’  Home  Journal;  if  you  are 
going  to  run  a medical  journal,  run  a medical 
journal. 

Respectfully  submitted, 

D.  Y.  Roberts,  Chairman. 

A.  T.  McCormack:  I thoroughly  agree 

with  everything  that  Dr.  Roberts  has  said. 
He  is  a little  late  about  what  he  said  about 
the  Woman’s  Auxiliary,  because  we  give  no 
'jpace  to  it  in  the  Journal  any  more.  It  paib- 
lishes  it  own  Quarterly. 

D.  Y.  Roberts:  Look  at  this  month’s  issue. 

A.  T.  McCormack:  There  is  nothing  in 
the  Journal  about  it  except  an  editorial. 

D.  Y.  Roberts:  Pretty  nearly  a page  and 

a half.  That’s  space. 

A.  T.  McCormack  : The  difficulty  we  have 
al'.ont  securing  papers  from  the  practitioners 
of  the  state  is  one  of  the  most  important 
’■'ntrs.  and  I am  glad  Dr.  Roberts  has  brought 
!t  nn  For  twenty-seven  years  .here  has  not 
’'''en  one  t-ingle  paper  sent  to  the  Journal  in 
*^hp  State  of  Kentucky  from  any  countv  so- 
'■’otv  that  has  not  been  printed  in  the  Joim- 
VAT; — not  one  single  one.  Some  of  them  have 
^ecn  mighty  bad,  I know  that,  hut  they  have 
j’H  been  printed,  ever'-  one  of  them.  A lot 
of  them  have  been  good,  most  of  them  have, 
-"^d  thev  have  been  increasingly  good.  That 
!s  one  of  the  things  in  which  the  profession 
"^n  take  pride. 

At  least  once  every  year  for  twenty-seven 
years  a letter  has  gone  to  the  secretary  of 
every  county  societv  in  the  state  telling  them 
how  many  papers  have  come  from  the  various 
county  societies  and  urging  them  to  have  their 
members  prepare  their  papers  and  send  them 
in  for  publication.  We  are  going  to  continue 


that  policy  and  we  are  going  to  print  all  the 
papers  that  come  in.  We  want  your  help 
and  eo-operaiion. 

I have  given  instructions  that  no  more 
bibliographies  will  be  published  in  the  Jour- 
nal under  any  circumstances,  and  1 am  glad 
Dr.  Roberts  called  attention  to  that.  The 
Catalog  of  the  Surgeon-General’s  office  of 
the  Army  published  every  year  a supplement 
to  its  Index  Medicus  that  is  sufficient  to  give 
all  the  bibliography  in  the  world,  and  any- 
body who  wants  any  uibliogrr.phy  anywhere 
can  go  and  get  that  and  get  ten  times  as 
much  as  we  can  afford  to  publish.  No  more 
bibliographies  are  going  to  be  published  in  the 
Journal  at  aU  It  is  expensive,  a nuisance, 
nobody  but  the  author  ever  reads  it,  and  he 
reads  it  only  because  he  has  to  read  the  proof. 

The  references  and  quotations  that  come 
from  authors  are  all  right;  it  is  proper  to 
indicate  the  reference  supporting  your  thesis 
in  the  matter,  but  to  publish  a long  biblio- 
graphy at  the  end  of  an  article  is  a waste  of 
valuable  space,  I believe,  because  these  things 
are  always  available  to  all  of  us. 

I am  always  glad  to  have  the  frank  and 
honest  comment  of  a man  like  the  Chairman 
of  the  Committee  on  the  Journal  this  year, 
because  it  is  only  by  securing  those  comments 
that  we  can  make  the  Journal  conform  to 
your  wishes  in  the  matter.  It  is  your  Jour- 
nal, you  publish  it,  you  patronize  the  adver- 
tisers and  make  its  publication  possible,  it  is 
yours,  and  unless  you  tell  us  what  ybu  think 
about  it,  it  is  absolutely  impossible  for  us  to 
get  any  results  in  regard  to  its  improvement. 

L.  H.  South,  Louisville : In  regard  to  the 

space  alloted  to  the  Woman’s  Aifxiliary  this 
month,  we  had  43,000  lines  in  the  Annual 
Number,  and  of  the  43,000,  twenty-six  lines 
were  devoted  to  this  organization. 

D.  Y.  Roberts:  That  is  twenty -six  too 
many. 

E.  R.  Palmer,  Louisville:  I don’t  like 
to  disagree  with  my  friend  Dr.  Roberts,  but 
it  seems  to  me  that  we  doctors  have  a great 
deal  to  depend  upon  our  women  for,  and  I 
am  rather  surprised  that  onr  Journal  has 
only  twenty-six  lines  referring  to  the  Wo- 
man’s Auxiliary.  I think  we  ought  to  have 
2600.  I think  if  there  is  anything  in  the 
world  that  makes  a man  suecessiul  it  is  the 
backing  np  of  his  efforts  by  his  women  folks. 

I think  the  greatest  move  that  the  Kentucky 
State  Medical  Association  ever  made  was 
down  there  at  Crab  Orchard  when  they  or- 
ganized the  Woman’s  Auxiliary.  We  have 
too  long  looked  upon  this  world  as  a man’s 
world.  Tt.  is  not  a man’s  world ; it  is  a man’s 
and  a woman’s  world.  ; nd  T believe  it  is  more 
of  a woman’s  world  than  it  is  a man’s  world. 

( Applause). 

T looked  over  the  Quarterly,  and  T was 
wonderfully  impressed  with  the  histoiw  that 


December,  1932] 


KENTUCKY  MEDICAL  JOURNAL 


661 


they  had  gotten  up  of  what  the  dootors  had 
done.  None  of  us  men  have  ever  done  any- 
thing like  that. 

A'S  I say,  I am  rather  averse  to  objecting 
to  my  friend  Roberts,  but  I don’t  believe  we 
can  give  the  women  too  much  .space,  not  only 
in  their  Quarterly,  but  in  our  regular 
Journal.  (Applause). 

Secretary  McCormack:  I have  a report 
here  from  the  Committee  on  Commercial  Ex- 
hibits: 

Your  Committee  on  Commercial  Exhibits 
begs  leave  to  call  the  attention  of  all  officers 
and  members  of  the  House  of  Delegates  of  the 
Kentucky  State  Medical  Association  to  the 
usual  high-grade  commercial  display  which 
has  been  an  attractive  and  interesting  part  of 
our  annual  meetings  for  many  years,  and 
which  is  this  year  located  in  a situation  easily 
accessible  to  all  in  attendance. 

These  exhibitors  pay  a considerable  pro- 
portion of  the  expense  of  our  annual  meet- 
ings, and  we  trust  that  all  of  you  will  kec]) 
the  exhibits  in  mind  and  pay  a visit  to  them 
at  such  times  that  will  not  interfere  with  your 
interest  in  the  scientific  program. 

Your  Committee  gives  its  full  assurance 
that  all  of  you  can  be  at  least  this  much  com- 
mercially inclined  without  being  accused  of 
commercialism,  and  the  only  compensation  we 
received  for  our  service  on  the  Committee  is 
the  immediate  net  profit  on  all  free  samples 
distributed  to  the  memlbers  and  guests  of  the 
Association. 

W.  E.  Gardner,  Chairman 
W.  M.  Martin 
C.  C.  Howard. 

T want  to  call  your  attention  especially  to 
the  splendid  scientific  exhibits  which  have 
been  arranged  by  Dr.  Hayes  Davis  and  Dr.  J. 
Duffy  Hancock.  They  contain  exhibits  of 
particular  interest  that  T know  you  will  want 
to  see  yourselves  and  will  want  to  carry  bade 
home  with  you. 

T have  here  the  report  of  the  Committee 
on  Hospital  Standardization : 

Your  Committee  on  Hospital  Standardiza- 
tion reports  three  hospitals  closed  during  the 
past  year,  leaving  eighty-four  in  service,  with 
a total  bed  capacity  of  3179  and  average  pa- 
tients 2555,  or  30  per  cent  occupancy. 


The  insane  hospitals  show; 

Bed  Capacity  Average  P.ntients 


Eastern 

900 

1622 

Western 

1500 

170‘> 

Central 

1750 

2199 

Total 

3150 

5523 

This  is  a 

lamentable  state  of  affaii 

•s  show 

ing  great  over-crowding.  Tt  is  time  that  the 
profession  made  a distinction  between  a real 
booriital,  giving  high-grade  service  the  sick, 
and  a nursing  home.  So  manv  of  the 
smaller  hospitals  have  not  the  facilities  nec- 


essary to  successful  hospital  operation  of  the 
present  day.  Those  hospitals  which  are  ac- 
ceptable for  nursing  requirements  and  for 
internships  meet  all  the  demands  for  good 
service. 

Our  attention  has  been  called  to  the  lact 
that  in  some  cities  of  the  second  class,  grad- 
uates of  substandard  schooh  are  accepted, 
which  does  not  lead  to  efficiency. 

J.  D.  Northeutt,  Covington 
J.  M.  Salmon,  Ashland 
W.  A.  Weldon,  Glasgow 
W.  B.  McClure,  Lexington 
J.  Garland  Sherrill^  Louisville, 
Chairman. 

President  Reddick  : We  will  now  have  the 
report  of  the  Business  Manager  of  the  Jour- 
nal. 

L.  H.  South,  Louisville  ; This  year  in  the 
Journaij  we  published  sixty-seven  more 
article.s  tlian  in  any  previous  year.  In  spite 
of  the  depression  and  all  the  financial  trou- 
bles widely  prevalent,  we  made  some  profit  on 
the  Journal. 

This  year  I have  completed  the  collection 
of  all  of  our  Past  President’s  pictures.  I had 
all  except  one,  and  I have  been  working  on 
this  for  six  years.  This  year  I received  the 
picture  of  Dr.  The  mas  of  Hopkinsville.  I 
hope  that  as  soon  as  the  Association  is  fi- 
nancially able  that  these  pictures  can  be  re- 
made (some  of  them  were  taken  in  1851). 

Part  of  my  duty  as  Business  Manager  is  to 
arrange  county  medical  society  programs,  and 
I have  been  extremely  fortunate  this  year  in 
securing  speakers  and  in  having  splendid 
medical  meetings.  In  most  small  counties, 
for  instance  like  Larue  where  there  are  about 
eight  physicians,  we  have  a meeting  of  the 
county  medical  society,  but  we  invite  all  the 
doctors  in  the  surrounding  counties  to  the 
meeting.  Even  if  we  have  only  four  doctors 
in  the  county,  I believe  we  should  have  a 
meeting,  because  those  four  doctors  take  care 
of  at  least  10,000  people.  That  is  the  mini- 
mum number  of  inhabitants  occupying  a 
county.  Regardless  of  the  small  number  of 
doctors  in  the  county,  I believe  the  Councilois 
should  do  this  work. 

We  are  arranging  a speakers’  bureau  and 
are  asking  the  Jefferson  County  Medical  So- 
ciety, the  Fayette  County  Medical  Society 
and  the  Campbell-Kenton  Societv  to  supply 
us  with  the  speakers  for  their  sections  of  the 
state,  and  they  have  responded  very  beauti- 
fully. 

The  Journal  is  taking  care  of  all  the  papers 
that  come  to  the  office.  The  doctors  aive 
writing  better  articles.  I think  we  should 
congratulate  ourselves  that  we  do  publish 
every  item  that  is  sent  to  the  Journal.  The 
Journal  is  the  mouthpiece,  as  it  were,  of  the 
Kentucky  State  Medical  Association.  _ If  you 
are  a member  of  it  and  write  an  article  and 
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that  article  is  not  very  good,  you  will  soon 
hear  about  it  from  ditferent  sections  of  the 
state. 

The  office  of  the  Journal  will  arrange  for 
the  meeting,  arrange  the  program,  send  the 
letters  to  the  secretary,  who  signs  them  and 
sends  them  out.  We  supply  the  Councilors 
and  Secretaries  with  a list  of  members  and 
non-members,  and  give  them  every  assistance 
possible  in  maintaining  their  organization, 
our  office  is  for  service  to  the  doctors  in  Ken- 
tucky. 

President  Reddick;  I notice  that  Dr. 
Abell  and  Dr.  Simpson  have  come  into  the 
room.  They  are  delegates  to  the  American 
Medical  Association  and  we  would  be  glad 
to  have  a report  from  them. 

Virgil  Simpson,  Louisville:  Mr.  President 
and  Gentlemen;  Somewhat  in  conformity 
wdth  the  request  of  the  Speaker  of  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation, I thought  it  would  be  wise  for  you 
to  know  something  of  the  activities  of  that 
body. 

In  the  organization  of  the  House  of  Dele- 
gates of  the  American  Medical  Assoeiatioii, 
Article  5,  Section  3,  provides  that  the  “total 
voting  membership  of  the  House  of  Delegates 
shall  noc  exceed  175.” 

Since  the  Medical  Departments  of  the 
Army,  Navy  and  Public  Health  Service,  as 
well  as  each  scientific  section  of  the  A.  M.  A., 
are  each  entitled  to  one  delegate,  the  remain- 
der must  be  apportioned  among  the  consti- 
tuent state  associations  “in  proportion  to 
their  actual  active  membership.”  This  ap- 
jmrtipnment  of  delegates  is  made  every  three 
years  by  the  House  of  Delegates  through  a 
Committee  on  Apportionment,  and  is  based 
on  the  membership  of  each  state  association 
as  of  April  1st  of  each  apportionment  year. 
A delegate’s  credentials  are  approved  by  a 
Committee  on  Credentials  and  when  once 
seated  his  place  cannot  be  taken  by  another 
delegate  or  alternate. 

All  elective  officers  of  the  A.  M.  A.  are 
elected  by  the  House  of  Delegates,  and  all 
nominations  for  such  officers  originate  in  the 
House  except  the  Treasurer  of  the  A.  M.  A., 
whose  nomination  is  made  by  the  Board  of 
Trustees.  No  member  of  the  House  of  Dele- 
gates is  eligible  to  the  office  of  president  or 
Vice-President  of  the  A.  M.  A.  The  neces- 
sity of  this  provision  was  made  apparent. 

Business 

The  business  of  the  House  of  Delegates  is 
expedited  by  the  agency  of  committees ; stand- 
ing committees  are  nominated  by  the  Presi- 
dent of  the  A.  M.  A.  and  elected  by  the  House 
of  Delegates ; reference  committees  and  spe- 
cial committees  are  appointed  by  the  Speaker 
of  the  House  of  Delegates. 

At  the  last  meeting  of  the  A.  M.  A.  there 
were  eleven  reference  committees  and  sixty- 


six  committee  assignments.  Any  delegate 
may  appear  before  any  committee  dealing 
with  referred  business  and  lay  before  it  his 
views  on  the  matter  under  consideration. 
Through  having  a problem  considered  in  com- 
mittees and  hearing  evidence  in  support  or 
refutation  of  a proposed  action,  much  time 
is  saved  the  House  of  Delegates  and  business 
expedited.  Recommendations  of  committees 
are  thus  the  result,  usually,  of  information 
and  discussion  and  are  rejected  by  the  House 
with  relative  infrequency.  Notwithstanding 
this,  it  occasionally  happens  that  the  action 
of  the  House  of  Delegates  has  resulted  in  em- 
barrassment to  the  Association. 

Resume  op  Action  at  New  Orleans 

Membership.  The  Secretary  of  the  A.  ]\I. 
A.  reported  a membership  as  of  March  1, 
1932  of  99,470.  546  new  members  were  added 
in  the  year  1931,  and  1411  died.  The  1931 
Directory  of  the  A.  M.  A.  lists  159,109  physi- 
cians in  the  United  States  and  its  territories. 
This  includes  the  inactive,  retired,  all-time 
teachers,  research  workers,  internes,  and  .sR 
ineligibles,  for  one  or  another  reason.  The 
roster  of  Fellows  of  the  A.  M.  A.  as  of  March 
1,  1932,  numbers  64,712. 

Financial.  The  Board  of  Trustees  re- 
ported an  income  of  $1,828,784.92  and  an  ex- 
pense of  $1,599,131.20,  a net  income  of  $229- 
653.72.  The  Association  has  property  and 
equiument  valued  at  $999,260.00.  It  has  in- 
vestments valued  at  $1,810,991.28 ; it  has  cash 
on  hand  of  $260,112.36.  It  has  accounts  and 
notes  receivable  amounting  to  $252,348.94. 
Thd  total  net  worth  of  the  A.  M.  A.  as  of  De- 
cember 31,  1931,  was  $3,032,023.35.  There  has 
been  set  aside  a reserve  fund  of  $250,000.00 
and  a buildinsr  fund  of  $750,000.00.  It  mnj’’ 
not  be  generally  known  by  the  piofession  that 
a building  for  the  general  offices  of  the  As- 
sociation is  now  contemplated  by  the  Board 
of  Trustees.  It  mav  also  be  of  interest  to 
know  that  the  salary  budget  of  the  Associa- 
tion for  1931  was  .$451,158.11.  a paltry  $58,- 
841.89  less  than  one  half  million  dollars.  The 
Association  spent  $19,037.55  for  health  and 
public  instruetiun ; $66,728.93  for  medical 

education  and  hospitals,  and  $29,197.08  for 
legal  medicine  and  legislation,  while  it  was 
spending  only  $3,584.06  for  therapeutic  re- 
search. 

Your  delegate  thinks  this  House  of  Dele- 
orates  will  find  peculiar  interest  In  the  fol- 
lowing statement,  bavino'  in  mi  i the  total 
net  worth  of  the  A.  M.  A.  is  nov  $3,032,023.- 
35.  The  South  Garolina  State  Medical  Asso- 
ciation directed  its  delegates  to  tlm  A.  M A. 
to  present  a resolution  reducing  the  subscrip- 
tion rate  for  tb''  Journal  from  $7  to  $5.  The 
resolution  was  introduced,  was  referred  to 
the  Board  of  Trustees,  which  reported  that  it 
“was  not  deemed  wise  or  expedient  to  make- 
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any  reduction  at  the  present  time.”  That 
opinion  of  the  Board  was  translated  into  a 
motion  for  adoption  by  an  Ohio  delegate, 
seconded  by  one  from  Nebraska,  and  carried. 
Tour  JournaIj  will  continue  to  cost  $7  per 
annum.  i believe  it  is  worth  it,  but  I favor 
the  reduction  temporarily.  I see  no  reason 
for  piling  up  reserves  at  the  present  annual 
rate  that  the  officers  of  the  Association  may 
be  housed  in  quarters  our  membership  cannot 
alford  to  equal  for  themselves  or  to  further 
increase  a reserve  fund  for  possible  contin- 
gencies while  the  rank  and  file  of  the  pro- 
fession find  it  difficult  even  to  carry  on.  Tlie 
net  income  for  the  A.  M.  A.  for  1931  was 
$229,653.72.  Of  this  accomplishment  the  Ke- 
ference  Committee  on  Iteports  of  the  Board 
of  Trustees  and  Secretary  heaaecl  by  Vv.  1’. 
Braasch,  Minnesota,  said  in  its  report:  “We 

note  with  approval  that  the  management  of 
the  Association  has  been  able  to  report  a sur- 
plus this  year  in  spite  lof  generally  existing 
financial  distress.  Although  the  conservation 
of  financial  resources  by  our  Association  is 
to  be  commended,  the  question  may  well  be 
asked,  what  is  the  object  of  further  accumula- 
tion? * * * * * Tiie  surplus  has  reached  a 
point  where  accumulation  seems  to  be  no 
longer  necessary.”  That  part  of  the  Refer- 
ence Committee’s  report  was  deleted  on  mo- 
tion of  a delegate  from  California.  The  Sec- 
retary of  the  A.  M.  A.  participated  in  the 
discussion  that  preceded  the  vote  for  deletion 
and  evidenced  marked  irritability  at  the  Com- 
mittee’s  comments.  It  would  seem  that  an 
honest  difference  of  opinion  is  construed  as 
lese  majeste.  The  Board  of  Trustees  forsook 
its  dignity,  hastily  drew  up  a defense  which 
contained  the  following  admonition  to  the 
House  of  Delegates:  “It  is  important  to  point 
out  to  the  House  of  Delegates  that  the  Board 
of  Trusees  is  the  only  body  authorized  by  the 
charter  of  the  Association  and  by  law  to  ad- 
minister the  funds  of  the  Association.  In 
the  administration  the  Board  is  glad  to  have 
the  advice  of  the  Reference  Committee,  but 
it  cannot  delegate  its  responsibility.” 

Quarterly  Cumulative  Index  Medicus 
This  has  been  published  by  the  A.  M.  A.  with 
the  co-operation  of  the  Carnegie  Institution 
and  the  Army  Medical  Library.  With  the 
close  of  1931  co-operation  of  both  the  agen- 
cies was  withdrawn.  The  Board  of  Trustees 
did  not  advise  the  House  of  Delegates  the 
reason  for  this  discontinuation.  The  index 
is  now  published  by  the  A.  M.  A.,  and  an 
additional  500  journals  had  to  be  subscribed 
for.  The  Index  was  published  at  a deficit  of 
.$29,533.49.  In  1931,  2,182  copies  of  the 
Index  were  sold. 

Package  Library  Service 

The  House  of  Delegates  approved  the  con- 
tinuance of  this  service  by  the  Board  of 


Trustees.  More  than  7,000  copies  of  periodi- 
cals were  lent  to  physicians  during  1931. 
There  are  available  for  1932  some  1,200 
periodicals  which  doctors  may  borrow. 
Over  2,400  package  libraries  were  fur- 
Hisjied  doctors  in  1931.  This  service  in- 
creased about  20  per  cent  over  the  previous 
year.  It  makes  it  possible  for  a doctor  in 
rural  communities  to  have  available  litera- 
ture on  any  subject  in  which  he  may  be  in- 
terested. Bach  package  contains  10  to  30  re- 
prints and  journals. 

Birth  Control 

A resolution  was  introduced  into  the  House 
of  Delegates  providing  for  the  appointment 
of  a committee  to  study  birth  control.  This 
resolution  was  considered  at  the  executive 
session  of  the  House,  when,  after  very  little 
discussion,  the  Reference  Committee  on  Exe- 
cutive Session  reported  that  “this  is  a contro- 
versial subject  and  the  Committee  believes 
that  it  would  not  be  advisable  at  this  time  to 
inject  this  subject  before  the  profession.  The 
Committee  therefore  disapproves  the  adap- 
tion of  the  resolution.”  This  report  was 
adopted  as  a substitute  for  the  original  reso- 
lution. 

Nomenclature  op  Disease 

A resolution  was  presented  providing  that 
tlie  American  Medical  Association  through 
its  House  of  Delegates  approve  the  Standard 
(Classified  Nomenclature  of  Disease  as  com- 
j)iled  by  the  National  Conference  on  Nomen- 
clature of  Disease.  The  National  Conference 
on  Nomenclature  of  Disease  is  composed  of 
delegates  from  clinical  societies,  some  of  them 
national  in  scope,  with  certain  other  interested 
organizations,  including  a delegate  from  the 
American  Medical  Association.  This  resolu- 
tion was  referred  to  the  Committee  on 
Hygiene  and  Public  Health,  which  committee 
later  recommended  in  its  report  that  the 
question  be  referred  fa  the  International  Bu- 
reau of  Vital  Statistics.  The  recommenda- 
tion wms  lost  and  the  House  voted  favoring 
the  endorsement  of  the  preliminary  draft  of 
“a  Standard  Classified  Nomenclature  of  Dis- 
ease.” 

Representation  op  the  United  States 
Veterans’  Bureau  in  the  House 
OP  Delegates 

An  amendment  to  the  Constitution  and 
By-laws  was  submitted  by  a delegate  from 
New  Hampshire,  which  provided  that  the 
Medical  Director  of  the  United  States  Ve- 
terans’ Bureau  be  made  a member  of  the 
House  of  Delegates.  The  proponent  of  the 
amendment  argued  that  the  Medical  Depart- 
ments of  the  Army  and  the  Navy  were  each 
entitled  to  a delegate  in  the  House  and  that 
the  Veterans’  Bureau  should  be  placed  on  a 
plane  with  these  departments.  The  opponents 
of  the  amendment  argued  that  in  the  pro- 
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vision  for  representatives  of  tlie  Medical  De- 
partment ot  tlie  Army  and  Mavy  in  tlie  House, 
no  one  memOer  was  designated  to  serve  as 
v-ifiegate,  but  tiiat  tiie  appointment  was  left 
io  uie  burgeon  (Jeneral  or  eacti  aeparimeni, 
\\uereas  liie  proposed  amendment  designated 
mat  mo  Director  of  the  Veterans’  Bureau  be 
tne  ueiegate,  regardless  of  his  ■classifications, 
ft  was  furtner  argued  that  only  about  one- 
lourtli  of  the  entire  number  of  full-time  doc- 
tors who  are  connected  with  the  Veterans’ 
Bureau  hold  membership  in  the  American 
Medical  Association,  and  further  that  the 
doctom  engaged  in  the  service  of  the  Veter- 
ans’ Bureau  are  distributed  among  forty -one 
constituent  associations  of  the  American 
Medical  Association.  The  resolution  was 
referred  to  the  Committee  on  Amendments 
to  the  Constitution  and  By-laws,  which  rec- 
ommended disapproval  of  the  proposed 
amendment,  and  this  recommendation  was 
adopted  by  the  House. 

Burhau  op  Medic  An  Economics 
This  Bureau  was  authorized  at  the  Detroit 
meeting  in  1930  and  Dr.  R.  G.  Leland  made 
Director  on  its  establishment  in  March,  1931- 
'Ihe  purposes  of  this  Bureau  are: 

(1)  To  collect,  tabulate,  study,  critize  and 
prepare  for  publication  and  distribution  data 
pertaining  to  the  economies  of  the  practice 
of  medicine;  (2)  to  furnish  critical  and  con- 
structive informations  and  opinions  on  the 
several  phases  of  medical  economics;  (3)  to 
encourage  the  adoption  by  individual  physi- 
cians and  medical  societies  of  modern  sound 
ethical  business  methods;  (4)  to  urge  medical 
schools  to  provide  medical  students  with  in- 
formation concerning  the  economics  of  med- 
ical practice  and  an  outline  of  essential 
business  principles  which  should  be  incor- 
porated early  in  individual  practice;  (5)  to 
develop,  ultimately,  a consultation  service 
with  respect  to  medical  business  methods. 

This  may  sound  rather  vague  as  a pro- 
gram, but  when  it  is  understood  that  the 
above  generalized  statement  of  functions  is 
meant  to  embrace  the  collection  of  data  on 
such  phases  of  medical  economics  as  capital  in- 
vestment, care  of  indigent  sick,  collection 
methods,  contract  practice,  industrial  medi- 
cine, health  and  accident  insurance,  work- 
men’s compensation,  panel  systems,  sickness 
insurance,  savings,  statistics  and  _ financing, 
group  practice,  public  health  activities,  dis- 
pensaries and  clinics,  distribution  of  medical 
facilities  and  physicians,  fees  of  and  insur- 
ance for  physicians,  one  begins  to  realize 
the  real  scope  and  potential  value  of  such  a 
Bureau’s  activities.  Had  such  a Bureau  been 
functioning  in  1928  it  would  have  made 
either  easier  or  unnecessary  the  work  of  the 
Committee  on  the  Cost  of  Medical  Care.  The 
scope  of  this  latter  committee  is  general  in 


its  purpose,  study  and  conclusions;  it  is  in- 
terested in  the  incidence  ot  disease  and  dis- 
ability, the  cost  of  the  care  of  the  sick  and 
disabl^,  and  an  analysis  of  the  facilities 
available  for  such  care.  The  scope  of  the 
Bureau  of  Medical  Economics  is  ultimately 
as  broad  as  that  of  the  Committee  on  the 
Cost  of  Medical  Care  and  is  infinitely  more 
detailed  in  its  premises.  The  one  views  the 
problem  from  the  nation’s  requirements 
standpoint,  the  other  from  the  standpoint  of 
the  profession  that  has  discovered  all  the 
means  of  relief  from  disease  and  accident  and 
devotes  its  life  to  rendering  that  service.  As 
your  delegate,  1 feel  this  work  should  have 
my  support. 

Change  in  Name  op  Section 

At  the  Philadelphia  Session  in  1931  the 
House  of  Delegates  approved  changing  the 
name  of  the  Section  on  Diseases  of  Children 
to  Section  on  Pediatrics.  At  the  New  Or- 
leans Session  the  House  voted  the  necessary 
changes  ni  the  By-Laws  to  make  change  in 
name  possible.  To  the  casual  observer  the 
term  “pediatrics’”  is  synonymous  with  “dis- 
eases of  children”  and  probably  will  continue 
to  be.  But  to  those  interested  in  this  field 
such  a view  is  considered  archaic.  They  de- 
fine pediatrics  as  that  branch  of  the  medical 
sciences  which  has  to  do  with  the  factors 
which  influence  the  growth  and  development 
of  the  individual  from  birth  to  maturity 
(Veeder).  This  definition,  it  will  be  seen, 
embraces  heredity,  environment  and  disease. 
It  includes  the  mental  as  well  as  the  physical 
aspect.  This  definition  seems  to  reflect  the 
general  conception  of  current  medical 
thought,  the  scope  of  current  medical  peda- 
gogics, and  is  the  interpretation  on  whicJi  the 
study  and  report  of  the  White  House  Con- 
ference on  Child  Health  ana  Protection  is 
based. 

Essentials  for  Admission  to  List  op  Physi- 
cians Specializing  in  Radiology 

The  Council  on  Medical  Education  and 
Hospitals  presented  its  recommendatibns  cov- 
ering the  “Essentials  for  Admission  to  List 
of  Physician  Specializing  in  Radiology” 
and  requested  the  House  to  approve  them. 
In  1929  the  House  of  Delegates  approved  the 
recommendations  of  the  Council  on  Medical 
Education  and  Hospitals,  covering  the  “es- 
sentials of  an  approved  department  of  radio- 
logy and  roentgenolo^.  ’ ’ In  order  to 
more  satisfactorily  classify  such  laboratories, 
the  Council  recommended  that  the  House  of 
Delegates  establish  some  fundamentals  gov- 
erning radiology  as  a specialty  and  that  a list 
of  suc'h  physicians  be  required  to  be  eligible 
for  admission.  For  such  a list  it  was  pro- 
nosed  that  a candidate  possess  the  following 
qualifications : 

(1)  That  the  candidate  shall  be  a grad- 
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uate  oi'  an  approved,  medical  school  and  lic- 
ensed to  practice  medicine  in  tJie  state  wtiere 
ne  IS  located  i 

{Z)  That  He  shall  have  had  approved  spe- 
cial Lruiiiiujg  at  an  acceptable  senool,  hospital 
or  clinic  or  under  ^an  accepted  preceptor  lor 
a peiiua  Oi  tnree  years,  or,  in  lieu  tnereol, 
live  years'  experience  in  tne  exclusive  prac- 
tice ol  radiology; 

(d ) 'I'hat  tne  department  which  he  heads 
or  mat  independent  laboratory  which  he  con- 
uucts  snail  ue  equipped  to  carry  out  properly 
Lue  lecniucal  procedures  or  activities  required 
by  the  Council; 

(dj  That  the  physician  practicing  radio- 
logy shall  be  subject  to  tne  same  rules  of 
special  training  and  conduct  as  govern  nis 
fellow  specialists  and  that  the  principles  of 
medical  ethics  shall  apply  in  all  of  his  rela- 
tions ; 

1^0 ) That  roentgenography  constitutes  only 
a Kind  of  medical  examination  and  as  the 
opinion  pf  the  specialist  is  the  essential  fac- 
tor, the  introduction  of  roentgenograms  as 
evidence  in  medico-legal  cases  should  be  dis- 
couraged as  immaterial  and  as  tending  to 
adulterate  the  processes  of  justice ; 

(6j  That  the  requirements  for  protection 
of  patients,  attendants  and  persons  in  or  near 
the  laboratory  as  recommended  by  the  inter- 
national Uoiigress  of  Radiologists  and  ap- 
proved by  the  American  Roentgen  Ray  So- 
ciety and  the  Radiological  Society  of  North 
America  shall  apply  in  arrangement  of  labo- 
ratory and  construction  of  apparatus; 

(7j  That  suitable  records  shall  be  kept 
and  roentgenograms  stored,  to  be  kept  as 
long  as  there  is  possibility  of  their  being 
needed  for  the  benefit  of  the  patient  or  his 
physician ; 

(8)  That  physicians  desiring  to  make  ap- 
plication to  be  admitted  to  the  approved  list 
shall  apply  to  the  Council  on  Medical  Edu- 
cation land  Hospitals  of  the  A.  M.  A. 

The  recommendation  of  the  Council  on 
Medical  Education  and  Hospitals,  of  which 
the  .above  is  merely  an  abstract  of  its  essen- 
tials, was  unanimously  approved  by  the 
House  of  Delegates. 

A similar  standard  for  pathologists  was 
presented  and  approved. 

The  “Essentials  of  an  Approved  Clinical 
Laboratory”  were  adopted  in  1923.  The  total 
accepted  to  date  is  421 ; the  total  accepted  on 
the  list  specializing  in  radiology  to  date  is 
1,003. 

The  Surgeon  General’s  Library  Site 

At  the  annual  meeting  of  the  A.  M.  A.  in 
Philadelphia,  June,  1931,  the  House  of  Dele- 
gates passed  a resolution  advocating  the 
building  of  the  new  Army  Medical  Library 
building  adjacent  to  the  Library  of  Congress. 
At  the  1932  meeting  in  New  Orleans,  Sur- 
geon General  Patterson,  U.  S.  A.,  requested 


permission  to  discuss  the  matter  before  the 
House,  and,  pernussion  granted,  he  empna- 
sized  the  objections  set  fortn  by  tne  Metucai 
Department  of  tne  Ai’my  against  tne  pro- 
posed. location  on  tne  grounus  of  cost  and 
accessibility,  f oilowing  nis  remarks,  anotner 
resolution  was  introduced  rescinding  tne  ac- 
tion OI  tne  House  in  Pmiadelpnia,  wnicn  car- 
ried unanimously.  1 am  not  sure  tnat  tne 
action  of  tne  House  in  19b2  was  any  better 
advised  tdan  its  action  in  19<jf.  i ratner 
leei  tnat  it  is  a matter  about  wnicH  tne  House 
of  Delegates  as  a body  loiows  notmng  and 
that  It  nad  better  have  taken  no  action  in  the 
matter  eitner  year.  However,  tne  tsiugeou 
General  and  tnose  members  of  tne  Medical 
Department  of  tne  Army  wHo  see  tHe  matter 
as  he  does,  were  satisfied. 

Veterans’  Legislation 

The  story  of  the  A.  M.  A.’s  interest  in 
veterans’  legislation  is  somewhat  involved 
and  rather  long.  In  1931  the  House  of  Dele- 
gates recommended  that  the  Board  of  Trus- 
tees appoint  an  auxiliary  committee  on  vet- 
erans’ legislation  to  act  with  the  Committee 
on  Activities.  Such  committee  was  appoint- 
ed, and  from  September,  1931,  to  tne  time 
of  the  New  Orleans  meeting,  these  joint  com- 
mittees continued  to  function  actively.  They 
held  meetings  with  officers  of  the  American 
Legion  and  representatives  of  the  American 
Hospital  Association,  in  Chicago  in  Sep- 
tember, Indianapolis  in  November,  Chicago 
in  December,  and  in  Washington  in  January, 
1932.  At  this  last  conference  the  American 
Legion  was  represented  by  its  Rehabilitation 
Committee  and  its  Medical  Advisory  Council 
of  Veterans’  Administration.  The  net  re- 
sults of  the  year’s  work  may  not  appear  as 
very  tangible,  but  at  least  a working  liaison 
with  the  Legion  has  been  established  and  con- 
siderable educational  work  has  been  carried 
oil.  When  one  realizes  that  there  are  approxi- 
mately 10,000  Legion  posts  in  this  country, 
the  possibility  of  contact  with  even  a ma- 
jority of  them  will  require  considerable 
time. 

The  following  summary  may  te  made  as  a 
fair  statement  of  the  situation  up  to  the 
present  time. 

1.  The  A.  M.  A.  has  establisned  through 
the  Board  of  Trustees  a standing  committee 
which  is  co-operating  with  similar  commit- 
tees from  the  American  Legion,  the  American 
Hospital  Association  and  the  Veterans’  Ad- 
ministration . 

2.  The  profession,  and  especially  the  doc- 
tors who  are  active  Legionnaires,  _ has  been 
stimulated  to  an  interest  in  federalized  medi- 
cine and  are  emphasizing  its  dangers  to  the 
veteran  and  the  country  at  large. 

3.  State  Medical  Journals  have  been  en- 
listed in  the  effort  to  secure  really  helpful 
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veterans’  legislation.  1 find  myself  in  sym- 
pathy with  this  activity  of  the  A.  M.  A.  The 
VVorid  War  Veterans’  Act  of  1924,  as  amend- 
ed in  1926  and  1960,  should  be  further 
amended.  As  the  Act  now  operates,  the  Gov- 
ernment undertakes  to  furnish  hospitaliza- 
tion and  necessary  traveling  expenses  to  vet- 
erans of  any  war  ‘ ‘ without  regard  to  the 
nature  or  origin  of  their  disabilities.”  Tlie 
Act  also  provides  that  every  honorably  dis- 
charged veteran  of  any  war  with  ninety  or 
more  days  of  service  is  entitled  to  “benefit 
for  disabilities  not  resulting  from  injui’j  or 
disuse  suffered  or  contracted  in  military  or 
navy  service.”  The  benefit  referred  to  may 
be  a cash  payment  of  $12.50  per  week  dur- 
ing any  period  of  total  disability”  or  a “hos- 
pital benefit  of  $4  per  day  during  any  period 
of  actual  and  necessary  hospitalization.” 

The  resolution  now  before  the  House  of 
Delegates  of  the  A.  M.  A,  calls  for  “the  ces- 
sation of  the  hospitalization  of  veterans  with 
non-service  connected  disabilities”  with  cer- 
tain exceptions,  and  further  provides  “that 
the  veteran  himself  shall  have  the  right  to 
select  his  physician  and  hospital”  subject  to 
reasonable  regulations  of  the  Veterans’  Bu- 
reau. 

That  the  officers  of  the  A.  M.  A.  are  in 
accord  with  the  spirit  of  this  resolution  is 
evidenced  by  the  following  extract  from  the 
address  of  Bresident  E.  Starr  Judd  before 
the  House  of  Delegates  at  New  Orleans. 

“The  medical  profession  is  willing  and 
anxious  to  see  that  the  best  medical  attention 
jicssible  is  provided  for  them  (war  veterans). 
It  wants  them  to  have  exactly  the  same  care 
that  all  other  orders  of  society  are  given.  It 
does  not  want  them  to  be  pauperized  and  be 
placed  in  hospitals  when  they  are  not  sick.  * * 
The  Federal  Government  has  built  enough 
hospitals.  There  are  unoccunied  beds  in 
civilian  hospitals  that  might  well  he  used  in 
the  care  of  veterans  who  are  sick.” 

The  report  of  the  Director  of  the  Veterans’ 
Bureau  for  the  year  ending  June  30,  1931, 
showed  that  52  per  cent  of  the  World  War 
veterans  under  treatment  in  veterans’  hos- 
pitals were  there  on  account  of  diseases  and 
conditions  not  connected  with  the  service, 
that  approximately  three  of  every  four  gen- 
eral medical  and  surgical  patients,  one  of 
every  two  tuberculous  and  one  of  ever/  four 
neuropsyehiatric  patients  admitted  during 
the  year  did  not  have  service-connected  dis- 
ability. Further,  the  report  showed  that  76 
per  cent  of  all  admittances  for  the  year  had 
diseases  and  injuries  not  traceable  to  war 
service.  Yet  in  the  face  of  all  this  the  Con- 
gress March  4,  1931,  appropriated  $20,877,- 
000  for  the  construction  of  additional  vet- 
erans’ hospital  facilities.  This  orgy  of  build- 
ing unnecessary  hospitals  continues,  notwith- 
standing the  survey  of  the  Council  on  Medical 
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Education  and  Hospitals  of  January,  1931, 
snowed  there  were  114,510  unoccupied  beds 
in  i5,t)02  hospitals  in  the  United  States.  The 
iiospitals  ol  the  Veterans’  Administration 
nave  2»,45l  beds.  There  is  a total  of  69,170 
beds  in  all  of  our  federal  hospitals  as  of  De- 
cember 31,  1931.  In  addition  to  the  beds 
in  tne  Veterans’  Administration  hospitals, 
there  are  also  6,o37  beds  in  Veteran”  Admin- 
istration homes.  There  is  a total  of  291  fed- 
eral hospitals  in  operation.  There  are  thirteen 
states  in  the  Union  which  do  not  have  at  least 
one  Veterans’  hospital,  while  in  New  Y^ork 
mere  are  four,  and  in  California,  Illinois, 
/lassachusetts,  Missouri  and  Benusylvania 
mere  are  also  6,537  beds  in  Veterans’  Admm- 
V eterans’  hospitals  does  not  appear  to  be 
adapted  to  the  care  of  veterans  in  case  of 
acuie  illness  or  accident.  The  Government  has 
spent  $6,000,000,000  and  the  number  of  non- 
service  cases  treated  in  Government  hospitals 
has  incrersed  from  17.24  per  cent  in  1925  to 
i7.9  per  cent  in  1931,  according  to  statistics 
tompiletl  by  the  Naiional  Economy  League. 

jiliysicians  are  not  actuated  by  selfish 
motives  in  their  opposition  to  the  operat^n 
of  \ eterans’  legislaaon  is  evidenced  by  the 
. ;.at  30,000  doctors  are  themselves  former 
•service  men. 

American  j\'1edicali  Directory- 
Seven  thousand,  nine  hundred  ninety-two 
copies  of  the  12th  edition  of  the  American 
.\ledical  Directory  and  a net  profit  of  $3,- 
724.53  was  realized.  It  would  appear  that  the 
cost  of  the  Directory  is  not  too  high.  My  jier- 
sonal  subscription  each  year  for  a copy  has 
afforded  me  much  satisfaition  as  to  the  ae- 
eiii-acy  and  extent  of  information  desired. 

Patents  and  Perquisites 
The  Judicial  Council  in  its  report  to  the 
House  of  Delegates  said  in  part: 

“For  several  years  the  Judicial  Council  has 
given  exhaustive  consideration  to  suggestions 
lo  the  effect  that  the  Section  of  the  Principles 
of  Medical  Ethics  dealing  with  ‘Patents  and 
Perquisites  ’ should  be  changed  to  permit  phy- 
sicians to  secure  patents  on  products  of  their 
inventive  genius.  After  having  given  much 
careful  thought  to  this  matter,  the  Council 
sought  the  opinions  of  a relatively  large  num- 
ber of  representative  physicians  in  various 
parts  of  the  country.  Responses  received  in- 
dicate an  overwhelming  sentiment  to  the  ef- 
fect that  there  should  be  no  change  in  the 
present  provisions  of  the  Principles  of  Medi- 
cal Ethics  with  respect  to  patents.” 

This  was  referred  to  the  Committee  on  Rules 
and  Order  of  Business,  which  reported  back 
its  recommendation  that  “the  present  Prin- 
ciples of  Medical  Ethics  is  adequate  anil 
should  be  strictly  adhered  to  in  dealing  with 
‘Patents  and  Perquisites.’  ” 

The  House  unanimously  approved  the  rec- 
ommendation. 
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Officers 

The  following  officers  of  the  A.  M.  A.  were 
elected  by  the  House  of  Delegates. 

President-Elect— Dean  Lewis,  Baltimore 

Vice-President — Rudolph  Matas,  New  Or- 
leans 

Secretary — Olin  West,  Chicago,  (re-elected) 

Treasurer — Austin  A.  Hayden,  Chicago, 
(Nomination  by  Board  of  Trustees  con- 
firmed) 

Speaker  of  the  House  of  Delegates — P.  C. 
Warnshuis,  Granl  Rapids,  Michigan 

Trustees — Arthur  W.  Booth,  Elmira,  N.  Y., 
Rock  Sleyster,  Wauwatosa,  Wis. 

Place  op  Meeting 

Milwaukee,  Wisconsin,  was  chosen  as  the 
place  of  meeting  for  1933. 

Respectfully  submitted. 

Virgil  E.  Simpson. 

President  Reddick:  You  have  heard  this 
splendid  report  of  Dr.  Simpson.  Does  any- 
one wish  to  discuss  it?  Dr.  Abell,  we  will 
he  glad  to  hear  from  you. 

Irvin  Abell,  Louisville-  I think  that  's 
a most  excellent  resume  of  the  work  done  at 
the  New  Orleans  Session,  which  has  just 
been  given  to  you  by  Dr.  Simpson. 

The  first  order  of  business  at  the  House 
of  Delegates  consists  usually  of  the  address 
of  the  president  and  the  President-Elect. 
President  Judd  emphasized  particularly  the 
responsibilities  of  the  doctor  in  carrying  out 
the  functions  of  the  medical  profession,  sec- 
ondly postgraduate  training,  thirdly  spe- 
cialism, which,  by  the  way,  has  come  to  oc- 
cupy a rather  important  part  in  the  consid- 
eration of  the  Council  on  Medical  Education, 
and  fourthly,  the  hospitalization  of  the 
World  War  Veterans,  to  which  Dr.  Simpson 
has  just  alluded. 

Dr.  Cary,  President-Elect,  spoke  partic- 
ularly about  postgraduate  training  and  about 
medical  economics.  As  Dr.  Simpson  has  in- 
dicated to  you,  this  latter  subject  looms  large 
in  the  field  of  medicine  in  this  country,  notice 
of  which  has  been  taken  by  the  Americati 
Medical  Association  House  of  Delegates  in 
the  formation  of  a Bureau  on  Medical  Eco- 
nomics. 

I question  very  much,  however,  whether  it 
will  ever  have  the  amount  of  money  at  its 
disposal  for  the  conduct  of  its  studies  that 
the  Committee  on  Medical  Care  has  had.  That 
part  of  that  has  been  done  by  means  of  con- 
tribution from  the  American  Medical  Asso- 
ciation and  the  total  amount  so  far  available 
to  the  Committee  on  the  Cost  of  Medical  Care 
for  its  studies  has  been  $1,000,000.  Whether 
or  not  our  Committee  of  the  American  Med- 
ical Association  will  have  anything  like  a 
similar  amount  I doubt. 

The  que.stion  of  medical  economics,  as  I say, 
has  loomed  large.  If  you  take  the  records 
of  the  various  houses  of  delegates  in  this 


country,  you  will  find  that  they  are  consider- 
ably interested  in  it.  A very  excellent  paper 
has  come  from  the  House  of  Delegates  of  the 
California  State  Association  in  which  they 
made  some  very  concrete  suggestions,  which, 
however,  will  necessitate  the  expenditure  of 
a considerable  amount  of  money,  the  source 
of  which  is  at  present  not  at  hand. 

Dr.  Simpson  has  referred  to  the  work  of 
the  Council  on  Medical  Education.  I should 
like  to  add  just  one  or  two  points  which  come 
to  my  mind  in  that  report.  He  spoke  to  you 
of  the  work  they  had  done  in  standardizing, 
if  one  may  use  that  term,  in  defining  the 
standards  which  must  be  reached  by  men  who 
wish  to  specialize  in  radiology,  as  well  as  by 
men  who  wish  to  specialize  in  the  conduct 
of  clinical  laboratories. 

In  their  recent  report  they  have  also  added 
to  the  standardization  of  L,.spitdls,  the  va- 
rious standards  which  must  be  attained  by 
hospitals  of  fifty  beds  or  under,  and  are  ac- 
tively prosecuting  that  work  at  the  present 
time. 

An  interesting  thing  in  connection  with 
their  studies  of  medical  schools  shows  that 
the  average  number  of  graduates  in  this 
country  at  the  present  time  is  about  4,000, 
and  the  average  number  of  deaths  in  the  pro- 
fession in  this  country  at  the  present  time  is 
about  3,000,  so  that  there  is  an  excess  of 
betw'een  800  and  900  graduates  entering  prac- 
tice each  year  over  the  number  of  deaths  that 
occur  in  the  profession  each  year. 

They  are  at  present  endeavoring  to  form 
some  standard  or  some  qualifications  for  men 
who  wish  to  engage  in  specialism  of  any  sort 
or  kind.  There  are  certain  societies  in  this 
country,  notably  the  ophthalmological  so- 
ciety, the  obstetrical  and  gynecological  asso- 
ciation, and  at  the  present  time  the  American 
Urological  Association  is  adopting  such 
measures,  which  prescribe  certain  qualities 
to  he  possessed  by  the  individual  who  is  to  he 
recognized  as  a specialist  in  those  particular 
branches.  The  Council  on  Medical  Educa- 
tion is  collecting  data  from  not  only  these 
three  a.ssociations,  but  from  all  available 
methods  of  practice,  to  the  end^that  in  the 
near  future  they  hope  to  recommend  to  the 
House  of  Delegates  qualifications  which  must 
he  possessed  by  an  individual  who  essays  to 
assume  the  role  of  specialist  in  any  particular 
branch  of  medicine. 

I think  Dr.  Simpson  has  given  us  a most 
interesting  account  of  the  meeting,  and  in 
listening  to  that  you  have  some  idea  of  the 
tremendous  amount  of  work  tliat  is  done  by 
the  House  of  Delegates  of  the  Amer.man  Medi- 
cal A,ssociation. 

He  told  vou  of  the  financial  aspect  as  re- 
vealed by  the  report  of  the  Board  of  Trus- 
tees. It  is  rather  interesting  that  the  gross 
income  from  the  Journal  of  the  American 
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Medical  Association  runs  about  $1,730,000  a 
year  and  that  the  gross  cost  of  operating  that 
Journal  is  $1,000,000,  leaving  a net  profit 
from  the  Journal  alone  of  over  $700,000  each 
year.  A goodly  portion  of  this  is  expended 
in  various  Assoeiation  aetivities,  possibly 
amounting  to  something  more  than  $400,000. 

If  you  will  consider  that  the  House  of  Dele- 
gates is  in  session  but  three  days,  unless  called 
upon  for  some  special  work  or  executive  ses- 
sion, you  will  appreciate,  as  I say,  the  im- 
mense amount  of  work  which  is  done  and 
could  only  be  accomplished  by  the  splendid 
executive  ability  of  its  officers  and  by  having 
the  work  done  by  committee  assignments.  It 
would  be  a matter  of  utter  impossibility  to 
consider  these  various  things  on  the  floor  of 
the  House  of  Delegates  unless  they  had  been 
considered  in  committee  assignments  to  which 
every  member  of  the  A sociation  has  access, 
to  which  he  may  go  and  express  his  opinions, 
argue  for  or  against  a 2-)roposed  policj'  or  a 
proposed  resolution,  so  that  ultimately  the 
committee  boils  down  that  work  into  an  as- 
similable language  and  words  and  j^resents  it 
at  the  next  meeting  of  the  House  when  it  will 
be  in  such  a clarified  form  that  it  can  be 
acted  upon  intelligently  and  expeditiously. 

A.  T.  McCormack  : Mr.  President,  I think 

we  owe  a debt  of  gratitude  to  both  Dr.  Simj)- 
son  and  Dr.  Abell  for  their  clear  exposition 
of  the  difficulties  and  of  the  enormity  of  the 
organization  of  the  American  Medical  Asso- 
ciation. 

One  thing  Dr.  Simpson  reported  that  I 
think  deserves  especial  notice  from  this  Asso- 
ciation. Of  course,  I had  the  privilege  of  a 
very  intimate  knowledge  of  the  methods  and 
purposes  of  the  reorganization  of  the  pro- 
fession when  it  occurred  back  in  1903.  The 
House  of  Delegates  is  the  legislative  and  su- 
preme body  of  the  Association.  It  has  abso- 
lute control  of  everything  that  the  Associa- 
tion does,  just  as  this  House  of  Delegates  has 
of  the  affairs  of  this  Association  However, 
a few  years  after  the  Constitution  was  adopt- 
ed, a very  shrewd  gentlemen  who  was  at  that 
time  on  the  Board  of  Trustees  conceived  the 
idea  that  the  Association  in  its  charter  mu.st 
be  chartered  as  an  Illinois  corporation,  and 
in  the  charter  it  was  provided  that  the  Board 
of  Trustees  as  the  Beard  of  Directors  under 
the  Illinois  constitution  and  statutes  should 
have  control  of  the  financial  affairs  of  the 
Association.  It  was  stated  very  clearlv  at 
the  time,  however,  that  this  was  merely  to 
comply  with  the  law,  and  that  the  Board  of 
Trustees  would  always  be  under  thf'  control 
of  the  House  of  Delegates  which,  of  course, 
is  the  representative  body  of  the  profes- 
sion. 

There  has  been  a gradual  usurpation  of  the 
powers  and  obligations  of  the  House  of  Dele- 
gates by  the  Board  of  Trustees,  which  is  ac- 


centuated and  emphasized  by  the  action 
which  was  taken  evidently  at  the  New  Or- 
leans Session,  which  was  the  first  session  I 
have  not  attended  for  many  years. 

That  is  a state  of  affairs  that  ought  not  to 
be  permitted  to  continue.  The  Board  of 
Trustees  is  composed  of  very  distinguished 
men,  pi-actically  every  one  of  whom  have 
been  for  manj^  years  members  of  the  House 
of  Delegates.  They  are  fed  on  no  meat  that 
is  not  the  common  food  of  all  the  profession, 
and  they  attain  to  no  distinction  and  no 
power  of  observation  or  of  decision  that  is 
not  common  to  the  rest  of  us.  They  do  have 
the  opportunity  for  a more  intimate  knowl- 
edge of  the  affairs  of  the  profession,  its  busi- 
ness affairs,  and  its  policies,  but  the  time 
should  never  come  any  more  in  the  govern- 
ment of  the  medical  profession  of  America 
that  it  is  to  be  controlled  by  a few  than  the 
time  should  come  in  the  affairs  of  the  United 
States  when  its  representatives  in  Congress 
should  be  controlled  by  its  Executive  Depart- 
ment or,  to  bring  it  home  to  us,  than  the  af- 
fairs of  medicine  in  Kentucky  should  be  con- 
trolled by  any  small  group  of  people  rather 
than  by  the  representatives  of  the  medical 
profession  of  Kentuclvj"  as  assembled  in  its 
House  of  Delegates,  because  if  we  are  to  pre- 
serve the  character  of  our  organization,  and 
in  preserving  its  character  preserve  the  char- 
acter lof  our  profession  we  are  going  to  do  it 
only  in  proportion  aS  that  control  is  a demo- 
cratic control,  as  is  exer  dsed  by  the  genius 
of  our  government,  and  that  is  the  thing  that 
is  reflected  in  the  splendid  organization  of 
the  American  Medical  Association. 

I hope  this  Association  will  authorize  its 
delegates  at  future  meetings  of  the  American 
Medical  Association  to  insist  on  the  supre- 
macy of  the  House  of  Delegates  of  the  Asso- 
ciation and  that  its  findings  shall  not  merely 
be  recommendations  to  the  Board  of  Trustees, 
but  that  its  findings  shall  be  compelling  upon 
the  Board  of  Trustees  and  that  the  Board  of 
Trustees  shall  carry  nut  those  instructions 
and  that  every  executive  officer  of  the  Asso- 
ciation shall  do  the  same  thing. 

T think  when  the  time  comes  that  we  fail 
to  do  that  we  will  revert  in  type  to  the  old 
useless  organizations  that  used  to  meet  and 
pass  resolutions  annually,  and  Lord  knows 
there  are  volumes  and  volumes  of  resolutions 
massed  by  the  American  Medical  Association 
throughout  all  its  years,  when  all  its  mem- 
bers had  the  privilege  of  voting  in  a body 
and  when  only  those  with  loud  voices  (that 
was  before  the  days  of  loud  speakers')  could 
be  heard  at  all  and  had  any  influence  or  made 
anv  impression  upon  its  affairs. 

Tn  the  last  twentc^  years  vhen  its  affairs 
have  bepp  consid^’rod  carefuHv  by  vour  reo- 
rpspufatives.  joined  v'itb  those  of  other  states, 
and  when  they  have  had  committee  action  and 
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consideration,  and  have  had  the  executive  of- 
ficer* before  them  and  have  had  them  advise 
ihem  of  the  recommendations  and  the  condi- 
tions that  have  existed,  they  have  arrived  at 
wise  conclusions  and  wise  determinations  and 
have  built  up  the  greatest  medical  organiza- 
tion of  the  world,  and  I think  it  w'ould  be 
fatal  to  the  future  if  the  time  shall  ever  come 
when  the  American  Medical  Association  or 
anyone  of  its  constituent  associations  does 
not  belong  to,  in  fact,  as  well  as  in  name,  and 
is  not  controlled  by,  in  fact,  as  well  as  in 
theory,  the  representatives  of  the  practicing 
physicians  of  every  state  and  eommou- 
wealth  in  America.  I hope  our  delegates  as 
representatives  of  this  profession  will  insist 
on  the  preservation  of  those  vital  principles 
at  every  future  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

President  Reddick  : Dr.  Barbour  desires 

to  make  a brief  statement  and  we  will  bear 
from  him  now. 

PinLip  F.  Barbour,  Louisville:  On  the 

28th  and  29th  of  October  there  is  going  to  be 
held  at  Lexington  a follow-up  meeting  of  the 
White  House  Conference,  called  the  Ken- 
tucky White  House  Conference.  There  will 
be  from  1500  to  2000  people  present  at  this 
conference  , and  the  various  phases  of  child 
work,  of  child  health,  of  the  defective,  delin- 
quent children,  or  children  who  need  the  aid 
of  the  state,  or  local  aid,  all  these  various 
problems  of  childhood  are  going  to  be  discus- 
sed by  the  White  House  Conference. 

Following  this  conference  we  are  going  to 
plan  a definite  piece  of  work,  of  education, 
throughout  the  state.  This  White  House 
Committee  is  going  to  call  upon  various  mem- 
bers of  the  profession  in  the  state  to  help  ns 
get  publicity  in  their  different  sections  and 
communities,  so  that  the  people  in  the  state 
will  get  the  benefit  of  the  knowledsre  that  is 
to  be  gathered  together  by  the  WThite  House 
Conference. 

T would  like  to  nut  this  to  you  as  a request 
from  the  White  House  Conference  and  from 
me  as  officiating  agent  of  our  profession,  that 
when  we  write  to  you  about  this  you  pay 
some  attention  to  the  letter  and  that  you 
heartilv  enlist  in  this  work.  We  will  give  vou 
some  definite  data  and  get  vou  to  go  before 
vour  different  luncheon  clubs,  your  Parent- 
Teacher  organizations,  or  in  any  way  that  you 
can  make  nublie  the  results  of  the  White 
House  Conference  work.  It  will  be  summed 
up  in  a brief  form  that  you  can  present  to 
your  people.  Tt  means  a great  deal  for  the 
children  of  our  commonwealth. 

President  Reddick  : We  will  be  ylad  to 

have  the  report  nf  the  Committee  on  Public- 
ity. bv  S.  C.  Frankel,  Chairman. 

8!.  C.  Franketj.  Louisyille:  Mr.  President 

and  Members  of  the  House  of  Delecrates;  As 
Chairman  of  the  Publicity  Committee  T beg 


to  make  the  following  report: 

The  Publicity  Committee  feels  as  if  it  has 
accomplished  much  in  bringing  to  the  atten- 
tion of  the  doctors  of  Kentucky  the  meeting 
of  the  Kentucky  State  Medical  Association. 

We  were  very  fortunate  in  obtaining  a 
page  in  the  rotogravue  section  of  the  Courier 
Journal  Sunday,  October  2,  1932.  Articles 
appeared  in  the  local  papers  Wednesday, 
Thursday,  Friday,  Saturday  and  today,  with 
pictures  of  the  guests  and  officers  of  the  As- 
sociation. 

The  local  papers  have  promised  to  have 
reporters  in  constant  attendance  throughout 
the  meetings. 

Respectfully  submitted, 

Harry  S.  Frazier 
Sam  P.  Meyer 
Malcolm  Thompson 
John  D.  Trawick 
W.  B.  Troutman 
Thomas  K.  VanZandt 
S.  C.  Frankel,  Chairman. 

I also  wish  to  say  that  we  are  still  func- 
tioning and  will  continue  to  give  publicity 
for  the  three  days  of  the  meeting. 

A.  T.  McCormack:  I move  that  the  report 
be  received  and  filed  and  the  Committee  be 
thanked. 

The  motion  was  seconded  and  unanimously 
carried. 

The  Secretary:  At  the  request  of  Dr. 

Miller,  I will  read  now  the  report  of  the  Com- 
mittee on  Problems  in  Health  Education.  It 
is  as  follows : 

The  American  public  has  became  health 
conscious  and  is  a fertile  field  for  health  edu- 
cation. Advertising  today  carries  the  health 
appeal.  Tt  remains  to  be  seen  if  the  public 
is  to  accept,  for  the  want  of  better  leader- 
ship, that  of  the  purveyors  of  health  foods 
and  patent  medicines,  or  whether  the  profes- 
sion will  assume  its  proper  place  of  leader- 
ship and  lead  the  ^ eople  out  of  the  maze  of 
halitosis,  pink  toothbrush,  B.  0.  and  athlete’s 
feet. 

One  of  the  problems  that  confronts  us  is  the 
necessity  of  changing  our  concept  in  regard 
to  our  profession.  In  the  past  we  have  been 
individualists,  dealing  with  units,  engrossed  In 
visualizimr  effects  rather  than  seeking  for 
causes.  We  need  to  think  in  terms  of  the 
whole  population.  It  it  not  sufficient  to  treat 
the  case  of  typhoid  fever : we  must  know  from 
whence,  by  whom  and  how  it  came,  and  ap- 
nlv  preventive  measures  to  the  community. 
While  the  public  as  a whole  is  appreciative 
nf  health  education,  thev  are  not  sufficiently 
informed  that  the  benefits  of  preventive  medi- 
cine arp  in  proportion  to  the  funds  expended 
and  that  health  is  purchaseable. 

Tt  is  estimated  that  $5.60  is  spent  annually 
m the  United  States  for  patent  medicines  for 


670 


KENTUCKY  MEDICAL  JOURNAL 


[December,  1932 


every  dollar  expended  for  public  health.  In 
i931,  according  to  the  figures  of  John  W. 
Kelly,  Kentucky  spent  about  34  cents  per 
capita  on  public  health;  this  includes  every 
available  source,  county,  state,  federal  govern- 
ment and  outside  agencies.  This  year,  due 
to  the  curtailment  of  funds,  only  23  cents 
per  capita  is  available  from  all  sources  for  the 
I^romotion  of  health  and  prevention  of  dis- 
ease. At  the  shrine  of  Liberty  we  vojiferate 
“millions  for  defense,  not  a penny  for  tri- 
bute,” and  at  the  shrine  of  Moloch  we  oft'or 
millions  in  tribute  and  a moiety  in  defense. 
Verily  our  point  of  view  must  change  if  we 
are  to  be  worthy  of  our  inheritance.  Science 
and  invention  have  out  run  the  practical  ap- 
plication of  the  product  of  their  genius.  We 
ax’e  twenty-five  years  behind  in  the  utiliza- 
tion of  tlie  knowledge  we  already,  have  in  re- 
gard to  preventive  disease.  One  of  our  prob- 
lems is  to  adequately  practice  what  we  preach. 
For  years  we  have  been  preaching  to  the  pub- 
lic, “Health  examinations  on  your  birthday,” 
and  yet  few  of  us  have  an  adequate  concep- 
tion of  what  a liealth  examina.tion  is  or  ought 
to  be.  This  is  a reversal  of  the  order  of 
things;  we  liave  grown  up  ivith  disease  and 
disease  entiti(‘s,  always  thinking  in  terms  of 
jiatliology,  of  the  end  result  rather  than  the 
beginnings  of  disease,  and  lo,  an  individual 
comes,  not  a patient,  with  no  presenting 
symjitoms,  in  apparent  perfect  health,  and 
asks  for  an  examination.  An  examination  for 
what  ? To  see  if  his  health  is  apparent  or  real, 
to  detect  the  beginning  of  disease,  or  faulty 
liahits  of  living  that  may  conceivably  lead  to 
a premature  decline  in  health  and  possibly 
disease.  Such  an  examination  can  be  no 
casual  affair;  it  will  tax  all  the  diagnostic 
acumen  and  skill  of  the  examiner,  and  in  the 
final  analysis  it  m^ay  be  that  it  is  the  physi- 
cian who  is  being  appraised  rather  than  the 
jtatient. 

To  talk  of  hirtli  control  is-  to  play  with  gun 
cotton,  hut  who  knows  wh  \t  “village  Hamp- 
den or  mute  inglorious  Milton”  was  lost  m 
the  death  of  4,000  children  under  one  year  of 
age  in  our  state  last  year.  Do  we  place  the  em- 
])ha«is  in  the  wrong  place  and  “strain  at  a 
gnat  and  swallow  a camel?” 

Ten  thousand  of  our  people  died  of  pre- 
ventable diseases  last  year.  This  is  approxi- 
mately one-third  of  all  the  deaths  in  the  state. 

In  regard  to  tuberculosis  throughout  the 
nation,  a satisfactory  decline  has  been  in 
])i’Ogress  for  a number  of  years.  For  the  fii’st 
five  years  life  the  mortality  rate  has  been  cut 
fifty  per  cent : from  five  to  fourteen,  forty- 
one  per  cent;  from  twenly-five  to  sixty-five 
years  of  age,  forty-two  per  cent ; over  sixty- 
five  years  of  age  thirty-one  per  cent;  hut 
from  twenty  to  twenty-five,  there  has  been 
a reduction  of  only  twenty  to  twenty-five  per 


cent.  From  fifteen  to  nineteen  years  of  age, 
the  mortality  rate  for  girls  is  seventy-five 
per  cent  in  excess  of  that  for  boys.  The  rate 
for  the  nation  for  the  past  year  is  approxi- 
mately sixty-seven  per  100,000.  Twenty  to 
twenty-five  years  ago  it  was  about  three  times 
this  rate.  We  can  see  very  little  further 
progress  against  this  disease  in  our  state 
unless  the  State  Board  can  be  furnished  with 
sufficient  funds  to  wage  a progressive  cam- 
paign against  tuberculosis. 

The  tuberculin  test  has  long  been  known  to 
us,  but  the  practical  application  on  a large 
scale  has  only  recently  come  into  universal 
use.  By  this  means  we  are  able  to  screen  out 
among  school  children  those  who  are  infected 
from  those  who  have  escaped  infection.  Since 
many  of  our  children  break  down  with  tuber- 
culosis during  adolescence,  the  first  step 
would  be  to  tuberculin  test  our  children  in 
the  high  schools,  this  to  be  followed  by  an 
x-ray  examination  of  all  reactors.  This  can 
only  be  brought  about  by  providing  traveling 
diagnostic  clinics  and  trucks  equipped  with 
the  necessary  x-ray  apparatus  to  x-ray  the 
positive  eases. 

It  is  recognized  today  that  the  only  method 
of  detecting  early  tuberculosis  is  by  means 
of  the  roentgenogram.  Such  a demonstration 
in  a few  selected  centers  would  be  illuminat- 
ing and  would  stimulate  public  opinion  to  the 
point  where  funds  would  be  willingly  granted 
for  a wider  use  of  these  methods.  Where- 
ever  these  methods  have  been  applied,  two  per 
cent  of  the  children  have  been  found  to  be 
suffering  with  latent  or  active  tuberculosis 
that  needs  a curtailment  of  their  activities  or 
active  treatment.  The  finding  of  such  posi- 
tive cases  indicates  ordinarily  that  there  is  an 
open  focus  of  infection  in  the  home  and  neces- 
sitates an  examination  of  all  contacts.  It  is 
conceivable  that  in  certain  of  our  rural  cen- 
ters where  x-ray  equipment  is  available,  a 
group  of  progressive  physicians  could  insti- 
tute such  a survev  at  a nominal  cost  to  the 
community.  This  would  result  in  finding  early 
cases  of  tuberculosis  that  wo  Ad  of  necessity 
be  placed  under  the  care  of  the  family  phy- 
sician for  treatment  and  observation,  and 
would  be  a source  of  revenue  to  him  rather 
than  depleting  his  already  meager  'income. 
This  service  should  also  be  extended  to  the 
teachers  in  the  school  system,  because  there 
are  unquestionably  open  cases  of  tuberculosis 
amongst  the  teachers  who  are  seeding  the 
children  under  their  care. 

Where  such  an  examination  was  conducted 
in  Louisville,  240,  or  11.5  per  cent,  of  Jhe 
teachers  showed  evidence  of  pulmonary  tu- 
berculosis. Of  these,  103,  or  4.9  per  cent, 
were  considered  as  showing  evidence  of  a past 
pulmonary  tuberculosis;  137,  or  6.5  per  cent, 
were  considered  as  having  either  active  or 
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latent  pulmonary  tuberculosis  which  were 
potential  sources  of  infection  in  the  schools. 

No  child  should  be  permitted  to  indulge  in 
strenuous,  competitive  athletics  without  ‘first 
receiving  a careful  physical  examination.  This 
is  beginning  to  find  application  in  our  state 
colleges  and.  some  of  the  high  schools.  It  should 
become  a universal  practice.  Approximately 
two  per  cent  of  children  in  the  school  system 
have  cardiac  lesions.  Obviously  this  can  only 
be  detected  by  physical  examination. 

In  preventive  medicine  the  time  is  pass- 
ing where  physical  inspection  of  school  chil- 
dren can  be  considered  as  an  adequate  part 
of  our  proigram.  In  health  education  we  have 
come  to  the  point  where  the  accumulation  of 
knowledge  demands  a physical  examination 
of  every  child,  and  where  physical  defects  are 
detected  the  child  is  automatically  referred 
back  to  the  family  physician  for  treatment. 
The  White  House  Conference  has  focused  the 
attention  on  the  wealth  of  the  nation  which 
is  the  child  of  today  who  is  the  citizen  of 
tomorrow. 

Prenatal  care  is  having  a definite  influence 
on  the  future  health  of  the  children  in  Ken- 
tucky by  detecting  defects,  errors  in  diet  and 
habits  which  when  corrected  will  preclude  the 
possibility  of  future  disease.  These  are  some 
of  the  problems  that  face  healfh  education  in 
the  prevention  of  disease  today.  The  specter 
of  state  medicine  still  hangs  over  the  pro- 
fession, but  the  intelligent  leadership  that 
resides  in  this  body,  if  put  into  operation  will 
be  fruitful  of  results  and  will  postpone  in- 
definitely the  era  of  state  medicine. 

Oscar  0.  Miller 
S.  C.  Smith 
C.  V.  Johnson 

I move  this  report  be  received  and  approved. 

The  motion  was  seconded  and  carried. 

Secretary  McCormack  ; I have  the  report 
of  the  Committee  on  the  Report  of  the  Coun- 
cil. 

Mr.  President  and  Members  of  the  House 
of  Delegates ; The  report  read  by  Dr.  Vance 
at  the  afternoon  session  has  been  carefully 
analyzed.  We  are  so  in  accord  with  the  views 
expressed  on  the  individual  items  that  we 
shall  not  consider  them  separately,  but  shall 
recommend  the  adoption  of  the  entire  report 
as  presented. 

Respectfully  submitted, 

A.  W.  Nickell 
Guy  C.  Forsee 

J.  Duffy  Hancock,  Chairman. 

President  Reddick:  If  there  is  no  objec- 

tion this  report  will  be  received  and  adopted. 
The  adoption  of  that  report  carries  with  it 
the  approval  of  the  appropriations  recom- 
mended by  the  Council. 

President  Reddick:  Report  of  the  Com- 

mittee on  Medical  Education. 


J.  W.  Scott,  Lexington;  Your  Committee 
finds  the  situation  as  regards  medical  educa- 
tion much  as  it  was  last  year. 

The  necessity  for  recruiting  physicians  for 
practice  in  the  country  districts  should  be 
constantly  in  the  thought  of  this  body.  Any 
plan  to  accomplish  this  which  involves  lower- 
ing of  the  present  standard  of  medical  educa- 
tion is  bound  to  prove  a will-o’-the-wisp  and 
lead  people  and  profession  alike  into  disaster. 
The  law  of  supply  and  demand  will  govern. 
Conditions  of  living,  of  practice  and  of 
transportation  will  continue  to  determine  the 
choice  of  a location  by  young  physicians. 
Missionary  zeal  at  the  expense  of  the  welfare 
of  one’s  family  and  one’s  own  professional 
development  does  not  prevail  among  a consid- 
erable number  of  members  of  any  of  the  pro- 
fessions. The  public  also  should  be  made  to 
realize  its  own  responsibility  in  the  situation. 
The  clientele  which  slips  away  to  the  doctor 
in  the  larger  town  as  soon  as  winter  breaks 
cannot  complain  when  the  local  practitioner 
leaves  it. 

Establishing  hospitals  in  county  seats, 
equipping  these  with  clinical  and  perhaps 
x-ray  laboratories  in  charge  of  competent 
technicians  would  serve  to  increase  the  effi- 
ciency of  the  practitioner  by  relieving  him  of 
time-consuming  work  which  can  be  better 
done  by  the  non-medical  worker.  The  course 
in  medical  technology  offered  by  at  least  one 
of  our  universities  which  leads  through  four 
years’  work  to  the  degree  of  Bachelor  of 
Science  will  not  be  useful  for  this  purpose. 
An  intelligent  high  school  graduate,  after  one 
year’s  apprenticeship  in  a good  clinical  labo- 
ratory can  fill  such  a position  without  diffi- 
culty. There  is  danger  in  too  high  stand- 
ardization of  the  non-medical  worker.  The 
ignild  or  trade  union  idea,  if  you  will,  which 
follows  upon  this  is  responsible  in  a measure 
for  the  high  cost  of  medical  care  today. 

Wle  wish  to  call  attention  to  the  all  too  fre- 
quent crowding  of  the  pre-medical  curri- 
culum with  scientific  courses  beyond  the 
standard  requirements  of  admission  to  ap- 
proved medical  colleges.  These  requirements 
are  simple  and  include  only  a limited  amount 
of  chemistry,  physics  and  biology.  The  se- 
lection of  subjects  in  the  pre-medical  courses 
of  some  of  our  universities  shows  poor  con- 
ception of  the  sort  of  cultural  education  a 
medical  student  should  have. 

Finally,  this  report  would  not  be  complete 
without  reference  to  the  splendid  way  in 
which  our  own  medical  school  here  in  Louis- 
ville is  playing  its  part  in  medical  education. 
This  Association  should  make  every  effort  to 
strengthen  and  to  extend  its  influence  al- 
ready so  useful  and  so  widespread. 

E.  R.  Palmer,  Louisville:  I move  it  be 

approved. 
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The  motion  was  seconded  and  carried. 

A.  T.  McCormack;  I note  the  appearance 
in  the  room  at  this  moment  of  Dr.  Joseph 
E.  Wells  of  Cynthiana,  former  President 
of  this  Association,  and  I suggest  that  the 
two  gentlemen  nearest  him  escort  him  to  the 
front  so  he  may  take  a seat  by  the  President 
where  we  can  all  make  love  to  him  during 
the  rest  of  the  evening.  (Applause). 

Joseph  E.  Wells,  Cynthiana:  I am  glad 

the  Secretary  had  the  forethought  to  have 
me  escorted  up  here.  I could  hardly  get  here 
by  myself.  I am  very  glad  to  be  here  with 
you. 

President  Reddick;  We  are  glad  to  have 
Dr.  Wells  here.  A great  many  years  ago  I 
sat  under  his  presidency  at  Lexington. 

We  will  next  have  the  report  of  the  Com- 
mittee on  Periodic  Health  Examination,  by 
A.  M.  Leigh,  Chairman. 

Report  of  Committee  on  Periodic  Health 
Examination 

In  1861,  Dr.  Dobell,  an  English  physician, 
strongly  advocated  “A  system  of  periodical 
examination  to  which  all  persous  shouM  suh- 
m,ic  themselves  and  to  which  they  should 
submit  their  children.”  This  excellent  ad- 
vice, as  is  so  often  the  case,  fell  upon  deaf 
ears,  for  most  of  us  physicians,  as  well  as 
laymen,  sigh  for  the  gbries  of  thia  world 
rather  than  the  paradise  to  come,  and  “make 
the  most  of  what  we  yet  may  spend  before 
we  too  into  the  dust  descend.” 

Sixty-one  year  later  the  House  of  Delegates 
of  the  American  Medical  Association  adopted 
a resolution  authorizing  the  Council  to  pre- 
pare suitable  forms  for  the  “Periodic  Ex- 
amination of  Apparently  Healthy  Persons.” 
This  form  was  approved  at  the  1923  meeting 
and  the  following  year  a manual  of  sugges- 
tions for  the  conduct  of  periodic  examinations 
of  apparently  healthy  persons  was  prepared 
and  ready  for  distribution  in  1925. 

At  the  1925  meeting  of  the  Kentucky  State 
Medical  Association  the  subject  of  the  Presi- 
dent’s annual  address  was  “The  Periodical 
Examination  of  the  Apparently  Well.”  For 
the  past  seven  years  this  Association  has 
stressed  the  importance  of  these  examinations, 
and  several  district  societies  have  devoted  a 
meeting  to  a demonstration  of  how  a health 
examination  should  be  made.  Unfortunately 
the  Jefferson  County  Medical  Society  has  not 
had  a demonstration  of  that  kind  in  the  last 
seven  years. 

In  order  to  stimulate  interest  in  this  im- 
portant phase  of  preventive  medicine,  your 
Committee  suggests  the  following: 

1.  Each  county  society  be  urged  to  devote 
at  least  one  meeting  a year  to  a discussion  of 
this  subject,  with  a demonstration  of  how  lo 
conduct  such  an  examination,  especially  how 
to  summarize  the  findings  and  to  give  advice 


to  the  healthy  client  in  such  a way  that  he 
will  understand  it  and  follow  it. 

2.  That  physicians  themselves  and  mem- 
bers lof  their  families  be  asked  to  volunteer 
as  subjects  for  periodic  health  examination. 

3.  That  every  physician  be  encouraged  to 
educate  his  patients  as  to  the  value  and  need 
of  the  periodic  health  examination;  this  wdl 
make  the  periodic  health  examination  the  rule 
and  not  the  elxception.  To  those  of  us  who 
treat  women  and  children  this  task  is  easy, 
as  they  already  appreciate  the  immense  vaiue 
of  prenatal  care  and  infant  welfare. 

4.  That  the  value  of  the  health  examina- 
tion be  emphasized  in  radio  broadsasts  spon- 
sored by  reputable  medical  units. 

5.  That  the  existing  health  organizations 
and  social  service,  especially  those  connected 
with  tuberculosis,  teach  the  value  and  need 
of  the  health  examination. 

6.  And  last,  that  the  physician,  the  gen- 
eral practitioner,  if  you  please,  prepare  him- 
self for  this  important  work.  If  such  a plan 
should  become  universal,  it  would  be  the  best 
postgraduate  course  in  ph3^sieal  diagnosis  our 
profession  could  possibly  take.  Tliis  new 
viewpoint  will  elevate  the  practice  of  medi- 
cine to  the  position  where  it  really  belongs ; it 
will  make  professional  ideals  compatible  with 
professional  welfare,  “a  consummation  de- 
voutly to  be  wished.” 

A.  M.  Leigh. 

A.  T.  McCormack  : In  moving  that  this 

very  important  report  be  adopted,  I want  to 
make  this  suggestion.  1 hate  very  much  to 
occupy  the  floor  again;  there  are  two  or 
three  points,  however,  about  this  matter  that 
I believe  should  go  into  the  records  lof  the  As- 
sociation whenever  we  are  considering  the 
matter  of  periodic  examinations. 

It  is  awfully  hard  for  a man  who  has  ar- 
rived at  my  age  or  yours  to  change  the  habits 
and  methods  in  which  he  was  trained  and  in 
which  he  has  been  practicing  his  profession, 
and  yet  if  we  are  going  to  accomplish  the  pur- 
pose we  have  in  mind,  we  must,  and  I wish 
we  could,  all  keep  in  our  vision  all  the  time 
the  unity  of  medicine;  we  so  frequently  are 
permitting  ourselves  to  be  deflected,  to  think 
of  surgery  and  of  medicine  and  of  public 
health  and  of  public  medicine  as  separate 
entities,  while  they  are  all  part  of  the  same 
living  profession. 

Take  the  question  that  is  so  frequently 
raised  as  to  the  immunization  of  school  chil- 
dren. It  is  important  to  remember  that  im- 
munization came  along  just  at  the  time  that 
local  health  departments  were  beginning  to  be 
organized.  Nobody  was  then  immunized.  We 
have  had  a compulsory  vaccination  law  m 
Kentucky  for  125  years,  but  most  of  us  never 
vaccinated  anybody  unless  they  came  to  us 
during  an  epidemic.  We  were  waiting  for 
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them  to  come.  Now  the  time  has  come  when 
this  law  can  be  enforced  because  of  an  edu- 
cated public  opinion,  but  it  is  the  duty  of  the 
profession  to  vaccinate  every  child  when  it  is 
a year  old.  The  people  are  not  going  to 
bring  the  children  to  you  when  they  are  a year 
old  unless  you  tell  the  people  for  whom  you 
liractice  to  bring  this  child  when  it  is  a year 
old  and  you  will  vaccinate  it  for  smallpox  as 
the  law  requires.  If  that  were  done  there 
would  be  no  vaccination  done  in  schools,  but 
until  we  have  reversed  our  attitude  and  not 
merely  waited  for  the  child  to  be  brought  in, 
but  have  taught  them  to  bring  the  child,  and 
have  realized  our  responsibility  and  have  per- 
formed our  function  as  the  family  physician 
for  that  family,  we  are  not  going  to  get  rid 
of  that  nuisance.  When  the  child  is  nine 
months  old  its  inoculation  for  diphtheria 
should  be  done  by  the  family  physician,  be- 
cause it  is  his  responsibility  to  carry  that 
protective  inoculation  through ; he  is  re- 
sponsible for  presiding  at  the  birth  of  that 
particular  child.  That  is  the  duty  of  the  pro- 
fession to  carry  that  function  and  that  oppor- 
tunity to  their  public.  When  that  is  done 
there  will  be  no  necessity  for  mass  vaccina- 
tion and  mass  inoculation.  But  when  the 
state  forces  children  to  come  to  school  in 
groups,  thereby  increasing  the  danger  to  those 
not  immunized,  it  becomes  necessary  for  the 
state  at  the  same  time  to  provide  for  the  pro- 
tection of  those  children  from  unnecessary 
illness.  If  they  have  already  been  protected 
by  their  family  physician  at  the  time  when 
they  need  it  most,  so  much  the  better.  We 
know  in  Kentucky  that  two-thirds  of  the 
deaths  from  diphtheria  occur  before  the  child 
comes  to  schoolj  we  know  from  investigations 
made  by  the  health  departments  in  the  United 
States  that  when  40  per  cent  of  the  school 
children  are  inoculated  against  diphtheria  it 
is  impossible  to  have  an  epidemic  of  diph- 
theria. It  doesn’t  save  those  children  that 
have  died  before  they  start  to  school,  ob- 
viously ; it  merely  saves  those  who  have  not 
been  immunized  by  previous  attacks  of  diph- 
theria. 

In  the  same  way,  in  this  important  report 
that  Dr.  Leigh  is  bringing  to  us,  here  is  the 
opportunity  that  the  qualified  physician  has. 
I was  glad  to  hear  Dr.  Scott’s  report  just 
previously  in  which  he  put  the  emphasis 
where  it  belongs  on  the  excellence  of  the  Med- 
ical Department  of  the  University  of  Louis- 
ville, and  yet  in  that  splendid  Medical  De- 
partment of  the  University  of  Louisville,  its 
own  .students  are  not  examined  to  see  whether 
they  are  physically  fit  to  study  medicine. 
They  ought  to  be.  It  is  as  important  for  them 
to  be  physically  healthy  as  it  is  for  them 
to  be  able  to  pass  a pre-college  examination; 
I mean  physically  well  enough  to  live  through 


the  school  years  and  through  the  productive 
years  of  their  lives.  A man  with  an  obvious 
heart  condition  or  an  active  tuberculous 
ought  not  to  be  studying  medicine  or  study- 
ing anything  else  at  that  particular  time;  he 
ought  to  be  cared  for  at  that  time,  and  when 
relieved  he  ought  to  be  permitted  to  study 
medicine.  At  least  he  ought  to  know,  when 
he  starts  in  the  medical  school,  his  condition 
so  that  he  can  care  for  it  to  the  best  advan- 
tage, as  anybody  else  ought  to  do. 

That  is  the  reason  for  periodic  examina- 
tions. Until  the  profession  has  taught  peo- 
ple to  come  to  them  for  such  examinations, 
and  then  make  the  examinations  so  carefully 
and  give  advice  of  such  value  that  it  will 
leally  reduce  disease  and  prolong  life,  we  are 
not  going  to  get  the  thing  over. 

It  IS  important  in  meetings  like  this,  just 
as  it  is  in  prayer  meeting  where  the  preacher 
is  coustantiy  belaboring  tiie  beloved  who  are 
present,  who  are  all  faitliful  or  they  wouldn't 
be  there,  for  the  sins  of  those  wno  are  not 
there,  that  the  leaders  of  the  profession  realize 
the  conditions  themselves  and  carry  back  to 
their  local  medical  societies  these  important 
changes  in  method  and  in  procedure.  That 
is  the  only  way  we  are  going  to  obviate 
the  danger  of  communal  medicine,  which  has 
been  the  affliction  and  the  burden  of  every 
other  country,  almost,  in  the  world  except  the 
United  States.  We  want  to  continue  to  give 
our  people  individual  service;  we  want  to 
emphasize  in  every  way  we  can,  both  as  in- 
dividuals and  as  an  organization,  that  we  are 
going  to  continue  that  thing;  we  want  to 
protect  it  with  all  the  might  that  is  in  us 
and  all  the  power  and  reason  that  we  possess, 
and  the  only  way  we  are  going  to  do  it  is 
to  so  arm  ourselves  that  we  can  give  better 
service  to  our  people  than  is  given  by  the 
eommunized  and  socialized  service  of  other 
countries  as  compared  by  our  death  rate  and 
sick  rate  and  their. 

John  W.  Scott,  Lexington : I want  to  dis- 

cuss Dr.  Leigh’s  splendid  report.  I was  veiy 
much  interested  in  his  discussion  of  the  in- 
difference of  the  medical  man  to  periodic 
health  examinations  as  I gathered  from  what 
he  said.  I feel  that  this  is  not  a reflection 
on  the  intelligence  or  the  integrity  of  pur- 
pose or  the  tenacity  of  purpose  of  the  medi- 
cal profession,  but  is  an  indication  that  they 
really  at  heart  do  not  believe  in  periodic 
health  examinations.  I submit  to  this  Hou.se 
that  the  men  here  who  are  the  leaders,  at 
least  the  delegated  leaders  from  their  county 
societies,  are  not  practicing  it  in  their  own 
families.  I doubt  if  there  is  a single  man  here 
who  is  advising  his  sister  and  his  cousins  and 
his  aunts  to  have  periodic  health  examina- 
tions. Perhaps  one  gentleman  holds  his  hand 
up  that  he  does. 
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A.  T.  McCormack;  There  are  two.  I am 
one.  I do  it  myself,  too. 

J.  W.  Scott  ; I believe  that  the  thing  has 
been  overplayed.  I realize  that  this  is  heresy 
and  1 am  prepared  to  be  shot  at  sunrise,  but 
1 must  get  it  out  of  my  system.  I feel  that 
the  thing  has  been  overplayed.  In  the  first 
place,  a health  examination  to  be  competent 
and  to  give  the  subject  the  assui’ance  that  he 
should  have  that  he  is  without  serious  trouble, 
latent  or  manifest,  requires  a length  of  time 
and  attention  to  detail  and  a consequent  ex- 
pense that  is  beyond  the  means  of  99  per  cent 
of  the  clientele ; otherwise  he  has  a fancied 
security  which  is  only  fancied. 

I believe  that  if  we  take  a census  of  the 
representative  phj'sicians  in  this  community, 
this  state  or  any  other  state,  we  will  find  that 
the  smallest  number  of  them  put  those  ideas 
into  practice  in  their  own  families.  I examine 
the  patients  that  come  to  me  for  a periodic 
health  examination,  charge  them  a fee,  and 
very  often  tell  them  just  what  I am  telling 
you,  but  I do  not  advise  my  relatives  who 
look  to  me  for  advice  to  have  periodic  health 
examinations.  I tell  them  tliat  if  they  will 
look  their  bodies  in  the  face,  if  their  bodies 
don ’t  give  them  warning’  by  some  kind  of  dis- 
order of  function,  the  chance  of  their  having 
any  serious  disease  is  so  small  that  they  need 
not  worry  about  it.  I don’t  think  there  are 
many  things  that  need  debunking  quite  to  the 
extent  that  the  periodic  health  examination 
does.  As  I say,  1 probably  will  not  look  upon 
tomorrow  evening’s  sun.  I expect  to  have  a 
firing  squad  take  me  out  at  sunrise. 

A.  T.  McCormack  : 1 am  going  to  continue 
my  remarks,  if  you  will  permit  me,  as  a 
postscript,  because  my  colleague  and  class- 
mate, Dr.  Scott,  always  gives  you  good  food 
for  thought.  I don’t  think  he  ever  means  to 
be  quite  as  bad  as  he  talks  like  he  is,  but  he 
does  pretty  well  at  it. 

I want  to  call  your  attention  to  two  or 
three  things.  Before  this  Society  on  three  dif- 
ferent occasions  there  has  been  a demonstra- 
tion of  periodic  examinations,  and  the  Presi- 
dent of  the  Association  has  been  examined. 
One  of  the  Presidents  had  a condition  that 
would  unquestionably  have  resulted  in  his 
total  disability  within  a very  short  time; 
that  was  discovered  at  that  examination. 

Another  had  a surgical  condition  for  which 
he  was  relieved  immediately  that  was  defin- 
ed by  one  of  the  best  surgeons  in  the  county 
as  a developing  cancer,  a tumor  of  the  mouth 
that  had  been  there  for  a long  time.  It  was 
negligible,  but  it  was  found  at  that  examina- 
tion, and  the  emphasis  made  at  that  examina- 
tion was  the  cause  of  that  relief.  That  won’t 
always  happen.  You  won’t  find  66  per  cent 
of  the  difficulties  at  the  examination  because 
all  of  them  are  not  going  to  be  made  that 
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way,  but  to  any  thoughtful  member  of  the 
profession  (and  1 want  to  say  that  I believe 
there  is  no  more  thoughtful  member  of  the 
profession  than  my  friend  Dr,  Bcott,  any- 
where} who  will  take  the  records  of  the  Metro- 
politan Life  Insurance  Company  over  the 
period  of  the  last  fourteen  years,  there  is  a 
lesson.  They  pay  for  the  periodic  examina- 
tion of  their  policyholders  each  year;  they 
pay  $5  on  it  to  any  doctor  the  policy  holder 
wants.  I appreciate  fully  the  superficiality 
of  many  of  those  examinations,  1 appreciate 
the  inadequacy  of  many  of  those  examina- 
tions, but  here  is  the  point;  they  are  paying 
out  cold  casli,  they  are  trustees  of  people’s 
money,  and  they  have  to  keep  books  to  show 
that  that  money  is  expended  as  of  value  to  the 
Metropolitan  Lue  Insurance  Compnay  and  its 
policyholders,  and  they  believe  they  have 
demonstrated  (Dr.  Dublin’s  figures  seem  to 
have  demonstrated)  that  they  aie  increasing 
the  longevity  of  their  policyholders  who  take 
the  examination  as  compared  with  their 
policyholders  who  don’t  take  it,  by  something 
like  8 1/3  years. 

Of  course,  I realize  fully  that  the  character 
of  man  who  will  go  and  have  himself  an- 
nually examined,  as  a rule  is  more  careful 
in  his  health  habits  anyway,  or  he  wouldn't 
do  it ; he  is  more  thoughtful  about  his  condi- 
tion; he  probably  would  have  lived  some 
longer  anyway,  but  it  is  hardly  conceivable 
that  when  they  run  into  the  hundreds  of 
thousands,  as  they  do  with  that  great  organ- 
ization that  insures  half  the  people  of  the 
United  States,  that  the  enormous  mass  of  fig- 
ures that  they  present  can  fail  to  have  some 
definite  meaning. 

I know  in  my  own  instance  for  the  past  ten 
years  since  this  thing  was  first  brought  to 
my  attention,  I would  feel  just  like  Dr.  Scott 
does  if  I hadn ’t  had  any  examinations  made ; 
I would  feel  like  many  another  doctor  does 
if  I didn’t  know  how  to  make  examinations — 
I know  he  does;  I would  feel  doubtful  about 
the  value  of  the  thing,  just  as  I did  about 
the  x-ray  when  I first  saw  it.  I didn’t  be- 
lieve it  for  the  first  five  years  after  I owned 
one,  because  it  seemed  unthinkable  that  it 
could  be  doing  what  it  was  doing.  In  my 
own  instance  I know  as  the  result  of  my  an- 
nual physical  examination,  in  so  far  as  I 
have  carried  out  their  advice  (I  have  taken 
about  33  1/3  per  cent  of  it,  Mrs.  McCormack 
has  taken  another  33  1/3  per  cent  more  for 
me,  and  tried  to  enforce  it,  and  both  of  us 
have  missed  about  33  1/3  per  cent),  I am  in 
better  physical  condition  and!  am  more  useful 
because  I have  taken  the  advice  of  careful 
groups  of  men  who  have  carefully  examined 
me,  from  Dr.  Dowden  here,  to  the  Ford  Ho’i- 
pital  and  the  Mayo  Clinic  and  the  Life  Ex- 
tension Institute  and  the  other  groups  of  men 
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who  carefully  considered  my  condition  and 
have  given  me  advice  about  it.  That  advice 
as  far  as  1 am  concerned,  has  been  of  value, 
and  I believe  that  if  any  man,  woman  or  child 
will  have  such  examination  they  will  find  it 
of  value.  I believe  every  child  that  is  born 
ought  to  be  brought  to  the  family  physician 
once  every  month  and  that  the  family  phyai- 
cian  ought  to  take  its  clothes  off  and  examine 
it,  ought  to  look  at  its  teeth  and  tell  ■whether 
it  ought  to  go  to  the  dentist  or  not ; 1 believe 
it  ought  to  be  examined  every  single  month, 
and  I believe  the  parents  of  that  child  ought 
to  pay  for  that  examination  every  single 
month.  I believe  it  would  be  the  greatest 
saving  of  money  to  the  parents  of  this  coun- 
try that  they  could  possibly  make.  I believe 
if  the  people  of  Kentucky  would  carry  their 
children  to  their  doctors  once  every  month 
from  the  day  they  are  born  until  they  are 
two  years  old,  and  then  at  least  once  every 
six  months  until  they  start  to  school,  and  then 
annually  from  that  time  on  as  long  as  they 
live,  more  money  would  be  saved  in  tlie 
pockets  of  the  people  of  Kentucky  than  it 
costs  to  conduct  every  form  of  government 
that  we  have  in  the  state,  that  more  money 
would  be  saved  than  all  our  taxes. 

I know  there  are  enormous  numbers  of  our 
people  who  cannot  pay  for  such  axamina- 
tions.  There  is  an  enormous  number  of  them 
that  won’t  ever  have  such  examinations.  But 
the  people  who  do  have  them  will  save  more 
money  in  expense  and  the  profession  will  be 
better  supported  and  better  qualified  and 
better  deserving  of  support  than  it  can  be 
by  any  other  means  that  I know  of. 

A.  M.  Leigh,  Louisville;  I should  like  to 
cite  two  instances  from  my  own  experience 
(not  from  my  own  family)  that  are  two  ex- 
tremes in  regard  to  this  periodic  health  ex- 
amination. You  can’t  make  a good  doctor 
out  of  a careless  doctor,  and  that  health  ex- 
amination is  not  worth  anything  at  all  done 
by  a careless  doctor.  On  the  other  extreme 
is  the  ultrascientific  doctor  who  is  going  to 
spend  a week  examining  a person.  The  man 
is  not  afcle  to  pay  for  that  examination,  and 
if  he  were  able  to  pay  for  it,  in  the  vast  ma- 
jority of  cases  he  wouldn’t  have  it  done  un- 
less there  was  something  he  really  thought 
was  the  matter  with  him. 

There  is  a happy  medium  between  these  two 
extremes,  and  without  any  disrespect  to  Dr. 
Scott  at  all  (I  have  the  highest  regard  for  him 
personally  and  professionally),  yet  there  are 
some  country  doctors  especially  that  1 have 
known  in  my  career  that  could  tell  more  by 
putting  their  finger  on  the  pulse  and  looking 
at  the  tongue  than  a lot  of  us  could  tell  liy 
an  exhaustive  examination. 

A woman  came  to  me  one  time  who  was 
very  ignorant;  she  had  lived  in  the  country 


all  her  liie;  1 went  over  her  and  fouud  she 
nad.  a nepUritis,  a oiood  pressure  ot  HID,  and 
i di^i't  give  her  a bit  of  medicine,  but  ad- 
viseu  iier  m regard  to  her  lood  liabits.  inside 
or  six  mpntlis  ner  Oiood  pressure  vvas  down 
rrom  Zio  or  liiU  to  15U.  fcio  far  as  i know 
sue  IS  living  now. 

i nad  a patient  who  was  a doctor’s  wile 
and  a uoetor  s mother,  iier  husband  was  a 
practitioner  and  her  son  was  one  the  best 
uoctors  m tne  iState  of  iVLssissippi.  i was 
examining  her  for  file  insurance,  and  in  the 
course  oi  tne  examination  (she  was  around 
torty-live  years  oidj  i iouud  that  her  blood 
pressure  was  low.  i knew  that  all  of  her 
people  had  nad  tuberculosis  as  far  back  as 
anyoody  in  tnat  community  knew,  and  1 just 
supposed  that  it  was  an  old  tubercular  infec- 
tion tnat  caused  tier  low  blood  pressure  and 
never  tliought  anytnmg  about  it  until  1 got 
back  to  my  office  and  found  tier  unne  was  full 
of  sugar.  That  was  during  the  pre-insulin 
days,  but  I immediately  went  down  to  see 
her  husband  and  also  called  up  her  son,  who 
lived  in  another  town,  and  told  them  the  con- 
dition. Her  son  immediately  came  out,  and 
we  put  her  on  a diet — that  was  all  we  could 
do  at  that  time — and  this  woman  lived  for 
twenty  years  and  died  from  a pneumonia  tnat 
had  nothing  at  all  to  do  w.th  her  diabetes. 
I feel  quite  ceriain  she  would  have  died  with- 
in a few  years  if  she  had  not  accidentally  had 
this  examination,  i think  those  were  two  in- 
stances in  which  an  examination,  not  nec- 
essarily a periodic  health  examination,  was 
of  benefit. 

John  W.  Scott  ; 1 notice  tliese  patients 

came  to  him  and  consulted  him.  I would  like 
to  ask  him  if  he  has  his  sisters  and  his  cou- 
sins and  his  aunts  come  for  periodic  health 
examinations. 

A.  M.  Leigh  : The  members  of  my  family 

do,  and  1 advise  it,  and  1 advise  all  my 
mothers  to  bring  their  babies  to  me  at  least 
once  a month  and  I tell  them;  “I  will  save 
you  money  in  the  long  run.” 

John  W.  Scott  ; Do  you  have  your  cou- 
sins and  your  aunts  and  the  people  in  your 
own  family  do  that  ? 

A.  M.  Leigh  ; Yes,  I do.  I have  even  had 
a Wassermann  made  on  everybody  in  my 
family. 

SMirriFiELD  Keeper,  Grayson:  Dr.  Scott, 

you  know  I appreciate  you  as  much  as  any- 
one, but  haven’t  you  done  life  insurance  ex- 
aminations and  found  a man  who  had  a de- 
fective vision,  sometimes  as  low  as  20/70, 
who  didn’t  know  he  had  anything  the  matter 
with  his  eye  because  he  had  a good  eye  on  tlie 
other  side?  Likewise  an  ear?  I examinetl 
a man  the  other  day  who  couldn’t  hear  a 
watch  tick  within  an  inch  of  his  ear ; yet  he 
thought  the  other  ear  was  the  bad  one. 
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He  had  poor  hearing  in  the  other  ear,  but 
was  absolutely  deaf  in  one  and  didn’t  know 
11.  i think  lie  would  have  gone  to  a doctor 
long  ago  it  he  had  known  how  bad  that  ear 
was.  He  is  past  all  human  help  now. 

I think  if  we  can’t  make  them  take  an  an- 
nual examination,  they  ought  to  take  oue 
every  two  years  anyway,  i think  a good  ex- 
amination IS  necessary  every  six  months.  Our 
old  friend  in  Lexington  told  me  in  1920  that 
i wouldn’t  live  three  montlis.  i told  him  1 
thought  he  was  mistaken,  and  i have  proved, 
it,  1 think.  He  thought  1 was  going  to  pass 
right  out  and  advised  me  to  make  my  will 
right  away,  i had  already  made  it.  i believe 
my  good  friends  in  the  medical  profession 
have  kept  me  alive  for  the  past  ten  or  twelve 
years,  just  by  telling  me  what  not  to  do.  1 
have  tried  to  follow  them  pretty  religiously 
and  1 think  that  is  the  reason  I am  here. 

President  Reddick  ; Ur.  Howard  will  make 
his  report  for  the  Committee  on  County  Hos- 
pitals. 

C.  C.  Howard,  Glasgow:  1 haven’t  much 

of  a report  to  make.  The  county  hospitals  are 
in  such  bad  condition  that  a fellow  doesn’t 
like  to  report  them. 

There  are  two  things  taking  place  in  the 
county  hospitals,  and  1 guess  this  is  univer- 
sal in  other  hospitals.  One  thing  is  that  it 
is  too  expensive  to  operate  them ; and  another 
thing  is  that  they  don’t  have  enough  patieni.^ 
to  operate  them  well. 

Down  our  way  we  thought  we  had  a law 
that  was  helping  us  take  care  of  our  hospital 
very  well,  but  the  court  took  another  view  of 
it  and  we  tried  it  out  and  sent  it  to  the  Court 
of  Appeals  and  it  was  decided  against  us  and 
we  have  no  law.  This  law  applied  to  about 
two-thrids  of  the  State  of  Kentucky,  but  the 
law  was  unconstitutional,  so  we  don’t  get 
any  support  from  the  county.  1 have  investi- 
gated a few  hospitals,  and  they  are  all  hav 
ing  a hard  time,  countv  and  city  too. 

There  are  two  big  things  that  I believe 
would  help.  The  operating  of  a hospital  is 
too  expensive.  There  is  too  much  organiza- 
tion and  not  enough  work.  There  are  too 
many  people  that  are  sitting  around  and  not 
worMng,  but  drawing  the  biggest  end  of  the 
salaries.  I am  thoroughly  convinced  of  that 
I have  investigated  it  and  I have  even  been 
helping  to  keep  one  up,  and  I have  decided 
to  quit  that. 

Another  thing  is  that  the  cost  to  the  pa- 
tients in  the  hospitals  is  not  reduced  any.  It 
is  as  expensive  to  go  to  a hospital  as  it  ever 
was,  even  in  1928  and  1926.  There  should  be 
some  way  that  the  people  could  be  served 
cheaper  in  a hospital  or  they  will  have  to 
.stay  at  home. 

There  is  still  another  thing  that  works 
badly  in  our  community.  I don’t  do  any- 
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thing  but  surgery,  and  by  the  time  1 can  get 
my  patient  out  of  the  hospital  and  he  pays 
most  of  his  bill  there,  he  can’t  pay  me  any- 
thing. 

We  are  working  on  this  nroject  now;  we 
are  trying  to  sell  what  you  might  call  five- 
year  insurance.  A family  pays,  say,  one  dol- 
lar a month  for  five  years,  and  if  they  go 
to  the  hospital  in  that  period  of  t me  that  will 
be  applied  on  their  bill.  If  not,  we  use  it  for 
the  general  fund  of  the  hospital.  1 don ’t  know 
how  that  is  going  over.  We  are  just  begin- 
ning to  try  it. 

As  1 said  this  morning,  Hopkinsville  see-ms 
to  have  operated  its  hospital  without  outside 
help  and  without  even  county  or  city  assis- 
tance better  than  any  small  institution  1 know 
of,  and  they  have  a veiy  nice  institution  that 
serves  the  people  wed.  After  all,  the  final 
analysis  of  a hospital  is  how  many  people 
you  get  well  and  how  quickly  you  can  get 
them  well.  I don’t  care  how  elaborate  a hos- 
pital j'ou  may  have,  it  is  the  care  of  the  pa- 
tient that  is  important ; he  wants  to  get  well 
as  soon  as  possible. 

A.  T.  McCormack;  The  standard  is  how 
many  autopsies  are  done. 

C.  C.  Howard:  Those  don’t  get  well. 
They  are  going  tlirough  a very  hard  period, 
and  we  are  trydng  to  adjust  the  situation  by 
beginning  at  the  top.  We  have  had  too  many 
high  pressure  people  living  in  the  hospitals, 
drawing  salaries,  and  we  are  going  to  try  to 
cut  that  down.  Then  we  are  going  to  try  to 
make  it  so  the  people  can  come  to  the  hos- 
pital. I am  thoroughly  convinced  that  we 
have  too  much  organization. 

We  haven’t  a training  school  at  home  be- 
cause there  are  so  many  nurses  that  need  em- 
ployment now  that  we  can  employ  the  best 
kind  cf  nurse  for  $70  a month  and  mainte- 
nance. As  I said  before,  at  Hopkinsville 
they  have  a training  school,  and  they  have 
gotten  along  very  nicely  with  it,  but  every 
now  and  then  whoever  is  higher  up  threatens 
I hem  about  discontinuing  it;  they  do  that 
nearly  every  year.  That  is  the  thing  tl  at  I said 
this  morning  has  gone  beyond  tolerance,  for 
the  reason  that  they  only  graduate  three  or 
four  nurses  and  use  them  in  their  own  com- 
munity. Any  man  who  can  take  care  of  him- 
self and  his  family  now  is  a good  one,  and 
any  community  that  can  take  care  of  itself 
needs  to  be  commended.  They  take  care  of 
themselves  well  and  I don’t  think  they  lose 
any  more  people  than  we  do. 

If  you  will  look  into  it  a little  more  thor- 
oughly, you  will  find  that  a bigger  institution 
has  almost  as  many  autopsies  as  a smaller  one, 
and  they  are  not  getting  any  more  people  well 
in  proportion.  At  least  85  per  cent  of  the 
people  have  to  be  treated  out  in  the  home. 
We  don’t  all  advocate  that,  but  it  is  true. 
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nevertheless,  and  we  have  to  meet  it.  Obste- 
trical cases  would  come  into  the  hospital  d 
It  was  lixed  so  they  could  come  in  at  a mini- 
mum lee  and  the  doctor  would  receive  any- 
uiiuig.  A doctor  ircm  home  just  told  me  ne 
iiad  nineteen  obstetrics  in  the  last  thirty  dajs 
and  he  didn’t  bring  a one  to  the  hospital  lor 
the  reason  that  none  of  them  could  pay  him 
anything  if  they  went  to  the  hospital,  and  he 
has  to  live.  That  is  another  problem — how 
to  operate  the  hospitals  so  people  can  afford 
to  come. 

Of  course,  not  all  cases  should  come  to  the 
hospital,  but  a igreat  many  of  them  would 
be  better  off  if  they  came  to  the  hospital. 

We  are  going  through  a period  now  of  try- 
ing to  find  some  way  to  finance  the  hospital, 
and  we  are  going  to  cut  down  the  expense 
and  then  try  to  meet  the  people  part  way  so 
they  can  come. 

ihere  is  one  thing  that  hospitals  lack  every- 
where. I don’t  think  1 ever  walked  into  one 
that  didn’t  lack  a little  kindness.  A hospital 
doesn't  meet  you  and  treat  you  like  this  Hotel 
does.  There  will  come  a change  some  day  m 
hospitals.  They  will  not  be  so  dictatorial  and 
autocratic.  You  can  remember  when  the  rail- 
roads did  all  that,  but  you  can  stop  the  rail- 
road train  anywhere  now  and  get  on.  The 
time  will  come  when  hospitals  will  be  more 
considerate.  I don’t  mean  they  will  let  the 
family  and  everybody  stay  and  run  all  over 
the  hospital,  but  there  is  nothing  worse  than 
a dictatorial  superintendent  or  two  or  three 
nurses  in  a hospital  that  don’t  know  how  lo 
meet  people.  That  is  another  thing  we  are 
trying  to  work  out  of,  and  we  are  not  out  of 
it  yet. 

J.  Wi.  Scott,  Lexington ; I know  that  some 
of  the  other  hospitals  in  the  state  are  meeting 
with  difficulty,  particularly  in  regard  to  tins 
idea  of  cutting  out  the  training  schools  in 
the  smaller  hospitals,  and  I think  this  body 
would  be  very  much  interested  in  hearing 
from  Dr.  Wells,  who  has  that  on  his  mind, 
I think,  and  Dr.  Moore,  of  (Cynthiana. 

J.  E.  Wells,  Cynthiana:  We  have  had  an 

experience  like  that  in  Harrison  County.  We 
have  had  a training  school  in  Harrison 
County  since  the  hospital  has  been  there.  The 
doctors  on  the  staff  of  the  hospital  have 
trained  these  nurses  at  their  own  expense, 
with  no  charge  at  all.  Kecently  we  have 
been  notified  that  we  will  have  to  quit  train- 
ing nurses;  we  were  so  notified  by  the  State 
Board  of  Nurses’  Examiners  of  Kentucky. 

We  have  graduated  in  twenty  years  about 
twenty-five  nurses.  They  have  all-  passed  the 
State  Board  examination,  and  some  of  them 
of  got  thnongh  by  the  skin  of  their  teeth. 
There  has  been  no  criticism  of  the  ability  of 
our  nurses,  but  it  strikes  me  that  the  trouble 
seems  to  be  more  the  vacant  beds  in  the  city 


hospitals.  It  looks  -very  much  to  me  like  a 
disposition  to  cut  out  the  small  hospitals  in 
tile  state.  We  need  hospitals  in  small  towns 
like  ours  with  5,UUU  mnaoitants  just  the  same 
as  tney  do  in  Louisville  or  Lexington  or  any 
other  city.  We  are  willing  to  do  this  work 
and  have  done  it.  in  fact,  we  have  spent 
time  to  educate  these  pupil  nurses,  and  they 
nave  gone  beiore  the  Board  and  come  through 
with  good  records.  Now  we  are  asked  to  dis- 
continue onr  training  school. 

'There  isn’t  any  doubt  that  with  a training 
school  you  can  operate  a hospital  more  cheap- 
ly. it  we  had  to  hire  trained  nurses  at  the 
prices  we  used  to  pay  them,  we  wouldn’t  be 
able  to  do  it.  We  pay  our  nurses  anywhere 
irom  $6  to  $20,  depending  on  the  time  they 
have  been  there,  and  they  have  done  their 
work  as  well  as  trained  nurses  under  the  su- 
pervision of  a registered  day  nurse  and  a 
night  nurse.  We  have  a superintendent  and 
an  assistant  superintendent,  i believe  that 
the  smaller  hospital  will  have  to  have  a train- 
ing school  in  order  to  get  by.  While  we  have 
some  endowment  and  expect  to  get  some 
more  pretty  soon,  but  as  long  as  we  haven’t 
eiiaowment  sufficient  to  carry  on  that  hos- 
pital we  have  to  have  a nurses’  training 
school  in  order  to  get,  our  nurses  at  a cheaper 
rate  than  we  would  have  to  p^  for  graduate 
nurses. 

i think  it  is  a question  confronting  small 
town  hospitals,  and  I think  they  ought  to  get 
together  and  try  to  adopt  some  plan  by  which 
we  can  continue  our  training  schools. 

So  far  as  the  clinical  experience  is  con- 
cerned, they  get  better  clinical  experience  in 
Covington,  Louisville,  Lexington,  than  they 
do  in  Cynthiana,  but  so  far  as  the  didactic 
lectures  are  concerned  there  are  no  better.  I 
am  not  throwing  bouquets  at  myself,  but  the 
staff  of  that  hospital  goes  there  three  nights 
out  of  a week  for  nine  months  and  lectures 
those  pupil  nurses  and  the  superintendent 
and  the  assistant  superintendent  lecture  them 
every  day.  We  have  turned  out  as  good 
nurses  as  we  can  get  anywhere.  What  we 
want  is  a training  school,  and  if  we  have  one 
we  can  carry  on  our  hospital. 

B.  B.  Keys,  Murray : Why  should  you  be 
asked  to  discontinue? 

J.  E.  Wells:  That  is  what  we  don’t  know. 
We  were  notified  by  the  State  Board  of 
Nurses’  Examiners  in  a letter.  I wrote  to 
them  in  regard  to  continuing  our  hospital. 
“In  our  letter  to  Mrs.  McMurkin  we  did  not 
intend  to  convey  the  idea  that  we  wished  your 
hospital  to  close  at  once.  We  do  not  desire 
that  you  take  in  any  additional  students,  but 
allow  those  you  now  have  in  the  training 
school  to  complete  their  course.  The  Board 
studied  this  situation  from  all  angles  before 
taking  this  step,  and  we  trust  you  will  see  the 
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matter  from  our  viewpoint.”  That  is  from 
the  ISeeretary  ot  the  State  Board  of  Nurses' 
Examiners. 

Our  staff  had  a meeting  and  asked  them  to 
state  specifically  what  their  objections  were, 
what  their  indictment  against  our  training' 
school  was,  and  we  haven't  had  that  yet  and 
1 don ’t  think  we  ever  will  get  it. 

E,  R.  Balmek,  ijouisville;  How  does  any- 
body get  the  authority  to  dictate  to  doctors 
as  to  what  they  shall  do  as  regards  training 
their  help?  i don’t  know  wliat  this  !Staie 
Board  of  Nurses  is. 

The  JSecretaky  : The  same  thing  as  the 

State  Board  ot  Registration  in  medicine. 

E.  R.  Raemer;  Have  they  the  power  to 
override  the  medical  profession! 

The  Secretary;  They  have  the  power  lo 
recognize  or  not  to  recognize  nurses  training 
schools. 

E.  R.  Palmer:  It  doesn’t  look  to  me  to  be 

right.  It  seems  to  me  the  doctors  themselves 
should  have  the  say-so.  .’  agree  with  Dr. 
Wells;  1 think  a hospital  such  as  they  have 
and  a staff  such  as  they  have  is  just  as 
capable  of  training  nurses  as  any  other  hos- 
pital, and  1 don’t  believe  that  any  board  out- 
side of  a medical  board  should  have  the  right 
to  tell  them  that  they  shall  stop  training 
nurses. 

P.  D.  Gillim,  Owensboro;  1 think  this  A.s- 
sociation  should  take  action  on  this  subject. 
1 don’t  know  that  we  can  do  anything  more 
than  bring  pressure  to  make  the  nui-ses  ’ asso- 
ciation see  their  subserviency. 

In  onr  town  we  have  a hospital  of  over  100 
beds.  We  have  an  excellent  training  school 
We  have  to  send  some  of  our  student  nurses 
to  Louisville  to  the  Crippled  Children’s  Ho,s- 
pital  because  they  do  not  think  we  have  a 
sufficiently  large  department  of  ])ediatrics. 
We  are  on  the  point  of  rebelling  against  aiiy 
such  high-handed  methods,  and  1 am  glad  Lo 
see  that  the  members  here  are  preparing  to 
become  active  in  th’s  matter.  1 think  tlie 
])h3’siciaiis  themselves  should  dominate  this 
question  whollj’. 

J.  E.  Wells:  Wc  have  always  complied 
with  the  rules  and  regulations  of  the  State 
Board  of  Nurses’  Examiners.  We  too  assigned 
our  nurses  for  nine  months  out  the  year  (we 
formerly"  did  for  six  months)  to  a larger  hos- 
l)ital  to  give  them  the  clinical  experienee. 
We  have  always  compiled  with  their  require- 
ments along  that  line,  because  we  have  only 
a thirty-bed  hospital.  We  have  sent  our 
nurses  to  larger  hospitals,  Covington  for  a 
while,  Louisville  for  a while,  and  now  we  are 
sending  them  to  Lexington. 

C.  C.  Howard,  Glasgow : T want  to  ask 

who  composes  this  board,  whether  it  is  ap- 
pointive, who  they  are,  and  how  to  arrrive 
at  this. 


The  ISecretary  ; The  IState  Board  of 
Nurses'  Ji,xaminers  is  composed  of  seven 
regisH'reu  nurses  apiiointed  uy  tne  Governor, 
ine  state  association  of  nurses  gives  twelve 
names  to  ttie  Governor,  and  from  them  lie 
selects  the  seven  memuers  of  the  Board,  as  i 
recall. 

C.  C.  Howard;  They  brought  up  the 
question  that  we  graduated  so  many  more  out 
in  the  country  than  in  the  city.  I looked  into 
that.  This  was  a man  from  the  American  Col- 
lege, just  a young  xellow,  too  who  never  had 
practiced  very  much.  1 didn’t  take  much 
stock  in  what  he  said.  1 would  rather  a man 
who  had  had  a little  experence  would  talk  to 
me  about  those  thin'gs.  He  said  that  he 
thought  the  majority  were  out  in  the  small 
iiospitals.  1 said,  “It  doesn’t  sound  reasonable. 
All  the  hospitals  around  here  graduate  only 
about  three.  Bowling  Green  graduates  two 
or  three,  and  that’s  the  average.  They  are 
assimilated  in  that  community.  They  are 
trained  for  that  doctor;  he  trains  them.” 

Dr.  Scott  and  Dr.  Palmer  1 know  would 
much  prefer  some  girl  that  they  had  helped 
train,  and  she  would  take  more  interest  in 
them ; moreover,  she  knows  the  people  in  that 
community.  You  would  rather  have  her 
than  someone  we  would  send  you,  and  we 
would  rather  have  one  of  our  own.  That  is 
natural.  Each  community  assimilates  its 
own  girls,  and  some  of  them,  a great  many  of 
them,  marry  and  quit  the  profession. 

He  said  that  the  smaller  hospitals  were 
graduating  more  than  the  larger  ones.  I 
Looked  into  that.  We  graduated  in  the  state 
last  year,  sixteen.  I almost  never  got  that  in- 
formation from  the  Board,  either.  I wrote 
and  wrote  for  that.  Finally  I got  it,  no 
courtesy  much  in  the  answer,  either. 

As  Dr.  Wells  said,  they  all  affiliated  with 
some  other  hospital.  There  is  some  good  in 
being  affiliated,  and  some  bad.  A lot  of  them 
come  back  not  as  good  as  they  were  when 
they  went  away.  I have  watched  all  that.  I 
have  been  on  this  committee  for  quite  a time 
studying  this  thing,  and  I feel  the  time  is 
ripe  for  the  doctors  to  take  a little  hand  in 
this  some  way.  I think  in  some  way  we 
ought  to  be  able  to  get  something  done  about 
this.  T don’t  know  just  how,  but  I want 
to  make  a motion  to  that  effect. 

In  the  absence  of  Dr.  Reddick,  the  Presi- 
dent, the  Secretary  took  the  chair. 

Chairman  McCormack;  If  it  meets  with 
the  approval  of  the  House,  this  is  a very 
important  matter  and  the  Chair  would  like  to 
have  the  privilege  of  appointing  a committee 
to  consider  this  matter  and  formulate  a state- 
ment setting  forth  the  attitude  of  the  medical 
profession  of  Kentucky  on  this  subject,  to  be 
reported  at  the  Thursday  meeting  of  the 
House  of  Delegates. 
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John  W.  Scott;  I think  the  thing  is  quite 
far-reaching.  This  principle  that  is  coming 
to  the  surface  here  is  just  a part  of  this  idea 
of  the  sophistication  of  the  non-medical 
worker.  Two  years  in  heaven’s  name  is 
enough  to  train  a nurse  to  take  care  of  sick 
people.  The  nurses  get  together  and  decide 
two  years  is  not  long  enough  because  there 
are  too  many  nurses  getting  in,  so  they  raise 
it  to  three  years.  Now  the  cry  is : “Don’t 

let’s  lower  the  standard.”  Just  what  we  are 
doing,  of  course.  I don’t  think  it  is  our  job 
to  maintain  their  idea  of  increasing  sophisti- 
cation of  the  non-medical  worker.  We  are 
getting  the  same  thing  with  the  technicians. 
We  are  giving  a college  course  in  Lexington 
for  technicians,  through  four  years  of  train- 
ing with  a degree  of  Bachelor  of  Science  for 
somebody  to  act  as  a technician  to  count 
blood  and  to  do  blood  chemistries  and  such 
things  that  any  intelligent  high  school  girl 
can  learn  to  do  in  a year  with  ease,  in  less 
than  a year. 

These  nurses  have  their  organization  which 
is  well  controlled,  well  managed,  and  has 
large  political  influence,  and  they  are  putting 
the  screws  on  the  rest  of  us. 

I feel  it  would  be  a crime  to  the  health  of 
this  state  for  an  institution  such  as  the  Har- 
rison County  Hospital  to  have  to  go  out  of 
existence,  and  a hospital  down  in  Dr.  How- 
ard’s section  like  the  Hopkinsville  Hospitrd. 
Those  hospitals  are  the  very  salvation  of  the 
situation.  These  city  hospitals  can  take  care 
of  themselves,  but  this  is  a blow  to  the  very 
life  of  such  hospitals  as  that. 

C.  C.  Howard  : The  matter,  of  course,  i.s 

always  in  our  own  hands.  Whenever  the 
medical  profession  determines  to  use  practical 
nurses  instead  of  registered  nurses  we  have 
the  remedy  immediately. 

J.  W.  Scott : You  can’t  use  them  in  a 
hospital. 

C.  C.  Howard:  This  is  one  of  the  most 

important  subjects  that  has  come  before  the 
profession  in  a long  time.  It  has  been  com- 
ing to  a head  for  a long  time.  We  probably 
have  delayed  too  long  to  take  action.  Tn 
order  to  have  any  effect,  our  thoughts  in  the 
matter  should  he  carefully  stated,  taking  into 
consideration  the  status  quo  Avith  the  desir- 
able modifications  of  the  system  that  are  es- 
sential to  the  future  continuation  of  the  hos- 
pitals of  the  state.  The  nuestion  should  he 
put  fairly  before  the  public  as  to  whether 
they  desire  the  hospitals  of  the  state  to  he 
compelled  to  increase  their  cost  nrohahlv  hv 
forty  per  cent,  or  Avhether  thev  desire  to  has'c 
them  conducted  as  effieientlv  with  the  in- 
creasing efficiencv  1hat  thpA’  have  been  con- 
ducted with  for  the  nast  twentv-fiA’c  A’e,ars 
Tt  seems  to  me  that  is  a inatter  of  sufficient 
importance  that  our  vicAvs  should  he  placed 


before  the  people  of  the  state  in  words  and 
terms  that  will  carry  the  conviction  that  is 
within  us. 

Chairman  McCormack:  I don’t  want  to 

stop  the  discussion,  but  the  committee  will  be 
informed  as  to  the  question  at  issue  by  the 
discussion,  and  if  somebody  wuli  make  a mo- 
tion that  the  Chair  appoint  such  a committee, 
I will  appoint  a committee  to  report  on 
Thursday  to  the  House  of  Delegates,  a state- 
ment of  our  views  in  the  matter. 

B.  B.  Keys,  Murray : I operate  a hospital 

too,  and  have  been  doing  so  for  twelve  or 
fifteen  years.  I have  a tAventy-two  bed  hos- 
pital, a good  one,  too.  Dr.  Scott  and  Dr. 
Howard  talk  -about  the  expense  of  a hospital 
and  about  the  nurses.  Ours  is  a pri\mte  hos- 
pital; my  partner  and  I own  it.  We  have 
no  endowment,  we  have  nothing  but  what 
comes  in  from  our  own  Avork ; we  have  to  work 
all  the  time  and  we  Avork  hard.  We  haAc 
five  nursles.  We  have  one  nurse  Avho  came 
from  Lexington  as  our  superintendent.  All 
the  balance  of  them  we  traiuedt  One  of 
them  is  a technician.  We  don’t  pay  those 
nurses  high  salaries  and  we  are  getting  by 
lall  right.  We  ha\m  to  work  from  daylight 
until  dark  and  then  from  dark  until  daylight, 
but  Ave  are  getting  by. 

We  pay  our  nurses  more  than  they  could 
get  any  other  Avay.  We  pay  some  of  them 
$25  a month  and  their  maintenance,  some  of 
them  $10  and  $12  a month  and  their  main- 
tenance. There  aren’t  any  other  girls  down 
tliere  getting  any  more  than  that. 

Some  of  you  say  that  isn’t  enough  to  pay 
a nurse.  That  is  enough  to  pay  a nurse  if 
she  can’t  get  any  more.  They  are  trained 
as  Avell  as  nurses  that  come  from  larger  bos- 
pitals. 

E.  A.  Palmer;  Does  that  Board  have  any 
control  over  you? 

B.  B.  Keys:  No.  We  tell  them  when  they 
train  them,  and  Ave  tell  them  avp  don’t  give 
them  any  credit,  but  they  nurse  for  us. 

E.  A.  Palmer;  You  don’t  turn  them  out 
as  graduates? 

B.  B.  Keys;  No.  We  tell  them  Avhen  the.v 
come  in  that  they  don’t  get  any  credit,  that 
they  work  for  us,  hut  we  will  make  nurses  out 
of  them. 

E.  P.  Palmer:  They  are  practical  nurses. 

B.  B.  Keys:  Yes,  hut  they  are  as  good  a” 

anybody’s  graduate  nurses. 

W.  B.  Moore,  Cynthiana : Tf  we  can’t 

have  graduate  nurses  we  must  train  our  own. 
The  small  hospitals,  richt  now  at  least,  can- 
not operate  unle.ss  they  have  trainimr  sehools. 
They  haA'cn ’t  the  money  to  hire  nurses  and 
nav  them  $75  or  $100  a month.  We  can  train 
tlie  nurses  and  let  them  go  out  as  practieal 
nurses. 

J.  E.  Wells;  The  only  objection  that  the 
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►State  Board  of  Nurses ’s  Examiners  has  ever 
made  that  I have  heard  is  that  the  profes- 
sion is  crowded.  A hospital  like  ours  isn’t 
crowded.  We  have  graduated  twenty-five 
nurses  in  twenty  years,  and  about  half  of 
those  have  married.  That  doesn’t  crowd  the 
profession.  If  that  is  their  only  excuse,  T 
don’t  see  why  they  don’t  drop  out  some  of 
them  in  the  larger  hospitals. 

Dr.  Moore  is  right  about  it.  If  we  are 
compelled  to  go  into  the  employment  of  prac- 
tical  nurses  we  are  going  to  defeat  the  vejy 
principle  that  they  are  striving  for  in  raising 
and  elevating  the  standard,  because  we  will 
have  to  employ  practical  nurses  to  do  the 
work  that  these  girls  we  are  training  are  do- 
ing, who  w'ill  go  out  and  say,  “I  have  been 
at  the  hospital  so  long,  I am  a nurse.”  It 
will  defeat  the  very  thing  they  are  trying  to 
foster. 

I agree  it  is  all  right  to  have  a high  stand- 
ard for  nurses.  We  don’t  train  them  at  our 
school  unless  they  are  sufficiently  prepared, 
at  least  in  our  estimation,  and  the  Nurses’ 
Board  has  always  passed  them.  If  we  are 
going  to  have  to  employ  practical  nurses, 
after  a while  we  will  have  a flock  of  prac- 
tical nurses  competing  with  the  registered 
nurses. 

Smithfield  Keeper:  We  all  know  that 
there  is  not  a school  district  in  the  State  of 
Kentucky  where  there  are  not  two  or  three 
practical  nurses.  They  picked  it  up  as  they 
went  along.  In  every  school  district  there 
are  two  or  three  women  I like  to  have  on  my 
obstetrical  cases,  and  if  they  were  not  there 
I would  try  to  get  them  there  because  they 
are  valuable  assistants.  There  is  no  reason 
wliy  a bright,  intelligent  girl  of  sixteen  or 
over,  who  has  the  equivalent  of  an  eighth 
grade  education,  can’t  become  a good  prac- 
tical nurse  in  a reasonable  time  and  be  a 
useful  adjunct  to  your  hospital. 

We  have  a little  hospital  at  home;  we  have 
a very  good  surgeon  there,  and  he  has  been 
doing  his  level  best  to  give  us  good  hospital 
.service  and  has  succeeded.  He  has  only  one 
registered  nurse,  and  he  has  a practical  nurse 
there  who  had  about  one  year  in  the  Hunting- 
ton  Hospital,  took  a notion  to  get  married, 
and  then  came  back.  She  has  worked  there 
three  or  four  years,  and  she  is  a good,  up-to- 
date  niu’se.  I believe  if  I were  sick  myself 
I would  as  soon  have  her  as  a registered 
nurse.  I believe  what  you  gentlemen  advo- 
cate is  possible  and  they  are  going  to  have 
fo  come  to  it. 

B.  B.  Keys:  I make  a motion  that  the 
Chair  appoint  a committee  to  look  into  this 
thing  further. 

The  motion  was  seconded  by  Dr.  Keffer 
and  carried  unanimously. 

Chairman  McCormack  : I will  appoint  as 


Chairman  Dr.  Gillim,  and  Drs.  Scott,  Palmer, 
Howard  and  Keys,  who  represent  every  dif- 
ferent activity  as  far  as  the  training  of  nurses 
is  concerned,  on  the  side  of  the  institutions; 
they  are  men  of  experience  and  who  have 
witliin  them  words  of  wisdom  that  I am  sure 
will  be  appealing  to  the  thought  of  the  people 
of  Kentucky’.  I hope  they  will  have  their 
report  ready  for  action  Thursday. 

C.  C.  Howard;  The  secretary  of  the 
nurses  board  lives  here,  does  she  not,  and  has 
her  office  here? 

J.  E.  Wells:  They  are  all  here  but  one. 

C.  C.  Howard  : I want  to  suggest  that  this 
committee  make  an  appointment  and  meet 
them.  They  are  the  ones  I want  to  talk  to. 
If  I want  to  buy  a horse  I want  to  talk  to  the 
fellow  who  is  going  to  sell  the  horse. 

Hpon  motion  regularly  made,  seconded  and 
carried,  the  meeting  adjourned  at  6:30  p.  ni. 

THUBSDAY  MORNING  SESSION 
October  6,  1932 

I’he  second  and  final  session  of  the  House 
of  Delegates  convened  at  8:00  a.  m.,  Thurs- 
day. October  6,  Philip  P.  Barbour,  Louisville, 
presiding. 

President  Barbour  : The  first  order  of 
business  is  the  roll  call. 

President  Barbour:  There  is  a quorum 
present. 

Before  we  go  into  the  official  election  of 
officers.  I would  like  to  say  in  behalf  of  the 
Program  Committee,  and  I wish  yon  would 
take  it  hack  to  your  respective  counties,  that 
the  Program  Committee  appreciates  the  way 
in  which  the  different  men  in  the  different 
counties  have  responded  to  our  invitation  to 
prepare  papers. 

I also  personally  want  to  express  my  ap- 
preciation to  you  for  your  courte.sy  on  the 
floor  at  all  times. 

The  election  of  officers  is  the  next  order  of 
procedure.  First  is  nominations  for  Presi- 
dent. 

E.  R.  Palmer,  Louisville:  I wish  to  place 
in  nomination  for  the  President  of  our 
wonderful  organization,  a man  who  has  been 
most  faithful  in  the  work  for  the  Kentucky 
State  Medical  Association  of  any  man  that 
I know  of.  He  is  a man  whom  we  all  love 
and  respect,  and  I know  of  nothing  that  we 
could  do  that  would  honor  the  Society  more 
than  to  bestow  this  honor  upon  him. 

I therefore  nominate  W.  M.  Martin,  Har- 
lan, for  President  of  the  Kentucky  State  Med- 
ical Association.  (Applause). 

President  Barbour:  Are  there  any  fur- 

ther nominations  for  the  office  of  President? 

H.  H.  Hunt,  Mayfield : I make  a motion 
that  the  nominations  he  closed  and  that  the 
Secretary  cast  the  unanimous  ballot  for  Presi- 
dent. 
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The  motion  was  seconded  and  unanimously 
carried. 

The  Secretary  : I have  the  honor  of  pre- 

senting you,  Mr.  President,  with  the  ballot 
of  the  House  of  Delegates. 

President  Barbour:  I have  the  pleasure 

of  informing  you  that  Dr.  W.  M.  Martin  is 
unanimously  elected  as  President  for  the  en- 
suing year. 

Next,  nominations  for  Vice  Presidents. 

The  Secretary:  Three  Vice  Presidents 

are  nominated,  one  from  Eastern,  one  from 
Western,  and  one  from  Louisville.  No  dele- 
gate is  eligible. 

J.  H.  Pritchett,  Louisville : I would  like 

to  place  in  nomination  Dr.  Charles  W.  Hib- 
bitt,  of  Louisville. 

The  nomination  was  seconded. 

E.  M.  Howard,  Harlan:  I want  to  place 

in  nomination  a man  from  Eastern  Kentucky, 
J.  E.  Johnson,  from  Stone. 

The  nomination  was  seconded. 

H.  H.  Hunt  : I want  to  nominate  Dr.  J. 
N.  Bailey  from  Western  Kentucky,  from 
Paducah. 

P H.  Stewart,  Paducah : As  an  alternate 

I call  for  the  enforcement  of  the  rule  that 
delegates  are  not  eligible  for  election  to 
office. 

J.  N.  Bailey,  Paducah : Being  the  man 

nominated  I ask  the  Doctor  to  withdraw  my 
nomination. 

H.  H.  Hunt:  I nominate  E.  B.  Walters. 

The  Secretary;  To  he  elected  President 
or  Vice  President  a man  must  he  present  at 
the  meeting. 

H.  G.  Reynolds:  T arise  to  nominte  Dr. 
W.  T.  Little,  of  Calvert  City. 

The  nomination  was  seconded. 

E.  R.  Palmer:  T move  the  nominations 

be  closed  and  the  Secretary  be  instructed  to 
cast  a ballot  for  the  three  names  Vice 
Presidents. 

The  motion  was  seconded  and  carried  un- 
animously, and  th'^  Se^re^ary  cast  the  ballot. 

President  Barbour:  T have  pleasure 

in  announcing  the  election  as  Vice  Presidents 
of  C.  W.  Hibbitv,,  Tjouisville,  J.  E.  Johnson, 
Stone,  and  W.  T.  Little.  Calvert  City. 

Next  in  order  is  the  election  of  a delegate 
to  the  American  Medical  Association  to  suc- 
ceed Dr.  Trvin  Abell.  Louisville. 

W.  E.  G ARDNER.  Louisville ; T wish  to 
nominate  Dr.  Trvin  Abell.  Louisville,  to  suc- 
ceed himself.  Tt  is  a position  of  great  re- 
sponsioib'tv  which  Dr.  Abell  has  very  effi- 
cientlv  filled. 

A.  T.  McCormack:  Knowin?  Dr.  Abell’s 
distinguished  service  to  the  profession  of 
the  State  of  Kentuckv  in  the  House  of  Dele- 
gates of  the  American  Medical  Association, 
and  having  been  associated  with  him  there 
for  a number  of  years,  T should  like  to  have 


the  privilege  of  seconding  that  nomination. 

E.  B.  Bradley  : 1 move  the  nominations  be 
closed  and  the  Secretary  be  instructed  to  cast 
the  ballot. 

The  motion  was  regularly  seconded  and  un- 
animously carried. 

The  Secretary;  1 have  the  pleasure  of 
casting  the  ballott,  Mr.  President. 

President  Barbour  : Dr.  Irvin  Abell, 
Louisville,  is  elected  as  Delegate  of  our  AlSso- 
ciation  to  the  American  Medical  Association. 

A.  T.  McCormack;  There  is  a vacancy  in 
the  Council  by  reason  of  the  expirativ^n  of 
the  term  of  Dr.  R.  C.  McChord,  of  Lebanon, 
Dr.  McChord  has  been  a member  of  the  Coun- 
cil since  it  was  originally  organized,  and  was 
Chairman  for  some  '"wenty  years.  Mr.  Presi- 
dent, I ordinarily  would  take  no  part  in  tne 
nomination  or  election  of  officers,  but  I know 
I voice  the  sentiment  of  every  man  in  this 
House  and  in  the  Association  in  desiring  to 
again  honor  a great  man  who  back  in  1885 
was  a President  of  this  Association  and  has 
never  missed  a session  and  who  Is  always 
faithful  and  zealous  iu  his  work  for  all  of 
us.  We  all  love  him.  I would  like  to  nominate 
Dr.  R.  C.  McChord.  of  Lebanon,  for  Councilor 
of  the  Sixth  District. 

A.  W.  Nickell,  Louisville;  I wish  to 
second  the  nomination. 

E.  R.  PaIjMer:  I move  the  nominations  be 
closed  and  the  Secretary  cast  the  ballot  of  the 
House. 

The  motion  was  seconded  and  unanimously 
carried,  and  the  Secretary  cast  the  ballot. 

President  Barbour:  Dr.  McChord  is  un- 
animously elected  Councilor  for  five  years. 

The  Secretary:  The  term  of  the  Coun- 

cilor for  the  Tenth  District,  Dr.  C.  A.  Vance, 
has  expired. 

E.  B.  Bradley  ; I would  like  to  nominate 
Dr.  Vance  to  succeed  himself  as  Councilor 
fi.r  the  Tenth  District,  and  I also  move  you 
that  the  nominations  be  closed  and  the  Sec- 
retary be  instructed  to  cast  the  unanimous 
ballot. 

R.  M.  Sandlin,  Richmond : I second  the 
motion. 

The  motion  was  carried  unanimously  and 
the  Secretary  cast  the  ballot. 

President  Barbour  : Dr.  C.  A.  Vance, 
Ijexington,  is  unanimously  elected  Councilor 
of  the  Tenth  District  to  succeed  himself. 

The  Secretary  : There  is  a vacancy  by  the 
election  of  Dr.  Martin  as  President,  in  the 
Councilor  for  the  Eleventh  District. 

C.  A.  Vance  : We  are  sorry,  of  course,  to 
lose  Dr.  Martin,  but  we  have  another  good 
man  up  there.  T would  like  to  nominate  W. 
K.  Buttermore  from  Harlan  County. 

E.  R,  Palmer:  I second  the  nomination. 

Smithpield  Keeper  : I move  the  nomina- 

tions be  closed  and  the  Secretary  cast  the 
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ballot  of  the  House. 

The  motion  was  seconded  and  carried  un- 
animously. 

The  Secretary;  Mr.  President,  I take 
pleasure  in  easting  the  ballot. 

President  Barbour;  Dr.  W.  K.  Butter- 
more  is  elected  Councilor  for  the  Eleventh 
District. 

The  next  nomination  is  for  the  position  ol 
Orator  in  Surgery. 

\'.  A.  Stilley,  Benton ; 1 wish  to  place 
in  nomination  one  of  the  outstanding  sur- 
geons of  Western  Kentucky,  a man  who  has 
always  been  an  Association  worker,  and  1 feel 
that  he  would  honor  us  if  elected.  1 would 
like  to  place  in  nomination  Dr.  E.  W.  Jack- 
son  from  Paducah,  for  Orator  in  Surgery. 

H.  H.  Hunt  ; 1 wish  1 had  words  of  praise 

to  excel  those  of  Dr.  Stilley  with  respect  to 
Dr.  Jackson.  I want  to  second  the  nomina- 
tion. 

H.  G.  Reynold;  I move  that  the  nomina- 
tions be  closed  and  the  Secretary  be  instructed 
to  cast  the  unanimous  ballot  of  the  House  for 
Orator  in  Surgerju 

The  motion  was  seconded  by  J.  N.  Bailey 
and  carried  unanimously. 

Secretary-  McCormack;  klr.  President, 
it  is  with  peculiar  pleasure  that  I cast  this 
ballot,  liecause  it  is  a very  unique  experience 
and  honor  to  be  conferred  upon  a very  dis- 
tinguished member  of  tbe  profession.  Dr, 
-lackson  was  at  one  time  the  Orator  in  Medi- 
cine and  delivered  one  of  the  most  distinguish- 
ed orations  that  was  ever  delivered  before  this 
Association.  Having  qualified  himself  as  one 
of  the  best  internists  in  the  commonwealth, 
he  then  devoted  himself  to  surgery,  and  has 
(pialified  himself  so  that  he  merits,  as  he  shall 
now  receive,  the  distinction  of  having  been 
Orator  in  both  Medicine  and  Surgery.  I take 
great  pleasure  in  helping  to  confer  this  rare 
distinction  upon  a very,  very  good  man 
indeed. 

President  Barbour  ; Dr.  Jackson  has  been 
elected  to  the  position  of  Orator  in  Surgery. 

Xnminafions  for  Orator  in  Medicine. 

O.  0.  Miller  : I wi.sh  to  nominate  a gen- 

tleman who  represents  the  highest  ideals  of 
medicine.  Dr.  C.  C.  Turner,  of  Glasgow. 

Tbe  nomination  was  seconded. 

A.  W.  Nickell;  I move  you  that  the  nom- 
inations be  closed  and  that  the  unanimous 
ballot  be  east. 

The  motion  was  seconded  and  unanimously 
carried. 

The  Secretary  ; T have  the  great  pleasure 
in  casting  the  ballot  for  Dr.  Turner.  Tt  is 
tbe  second  time  T have  had  that  jirivilege,  and 
T know  he  will  consider  it  great  honor  to  be 
elected  Orator  in  Medicine  the  second  time. 

President  Barbour:  Dr.  C.  C.  Turner  has 
been  unanimously  elected  Orator  in  Medicine. 


Place  of  meeting  for  ne.xt  year. 

The  Secretary';  It  is  to  be  in  Western 
Kentucky. 

B.  B.  Keys,  Murray ; We  people  down  in  Cal- 
loway County,  the  county  seat  of  which  is 
Murray,  would  like  very  much  to  have  this 
state  society  meet  with  us  the  ensuing  year. 
We  have  a small  city  down  there  of  some  five 
or  six  thousand  people.  It  is  very  accessible. 
Highways  No.  60  and  No.  68,  hard  surfaced 
roads  from  any  part  of  the  state,  go  there, 
with  bridges  across  both  the  Cumberland  and 
Tennessee  Rivers.  Of  course  we  are  way  in  the 
extreme  western  part.  We  are  not  very  far 
from  Paducah,  as  you  know,  where  the  society 
has  met  at  some  other  time.  The  L.  & N., 
thd  I.  C.  Railroad,  and  the  N.  C.  & St.  L.  run 
close  to  us;  the  N.  C.  & St.  L.  goes  through 
our  tovra. 

Our  society  would  be  mightv  glad  to  enter- 
tain this  state  meeting  at  Murray. 

So  far  as  the  entertainment  is  concerned, 
we  have  two  hotels  in  our  town,  really,  but 
we  have  one  new  one  that  will  take  care  of 
fifty  or  sixty  people,  and  then  we  have  the 
Murray  State  Teachers  College  there.  All  its 
buildings  are  new  and  modern  in  every  way. 
We  have  dormitories  to  take  care  of  400  or 
500  people.  We  have  one  of  the  largest  audi- 
toriums in  the  city. 

We  don’t  have  as  much  entertainment  as 
you  have  in  Louisville  or  in  a lot  of  o+her 
cities,  of  course,  but  in  association  with  our 
neighbors  in  Western  Kentucky  we  can  give 
you  as  good  entertainment  as  any  community 
of  that  size. 

I have  all  sorts  of  telegrams  and  letters 
from  Dr.  Wells,  the  President  of  the  College, 
the  President  of  the  Rotary  Club,  the  Presi- 
dent of  the  Exchange  Club,  the  Mayor,  and 
the  Woman’s  Club,  insisting  that  this  meet- 
ing come  to  Murray. 

We  have  an  active  Woman ’s  Auxiliary  who 
join  us  in  this  invitation  and  ask  us  to  urge 
the  attendance  at  Murray  of  our  wives  and 
daughters  next  year. 

We  have  a county  health  unit  that  is  op- 
erating and,  just  to  show  you  that  we  are 
trying  to  keep  up  with  the  progress  of  medi- 
cine, has  been  operating-  several  years.  We 
have  a full  county  health  unit  approved  by 
the  Rtate  Board  of  Health  that  is  working 
and  funetioninp-  fine.  We  don’t  have  the 
disturbances  that  some  of  the  counties  are 
having-  We  are  working  fine,  everyhody  is 
co-operating. 

We  have  two  hospitals  in  our  town,  which, 
of  cour.s(‘,  is  another  thing  that  shows  we  are 
ti-ving  to  do  things  in  the  right  kind  of  way. 
We  have  two  pretty  good  hospitals. 

When  the  speaker  was  talking  about  the, 
milk  situation  last  night,  it  reminded  me  that 
two  or  three  years  ago  T asked  Mrs.  Dugan  to 
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come  down  and  give  us  an  inspection  of  our 
dairies.  The  State  Board  of  Health  very 
kindly  sent  her  down,  and  at  the  present  time 
we  have  our  dairies  and  everything  working 
.splendidly.  I mention  this  because  you  nev'»r 
know  what  you  are  getting  in  the  way  of 
milk  unless  it  is  under  the  observation  of  the 
State  Board  of  Health  or  some  health  de- 
partment. We  are  standing  right  up  at  the 
top  in  milk]  care,  pasteurization,  and  all  that. 

I talked  to  Mrs.  Dugan  last  night,  and  she 
gave  me  the  information  that  my  county  was 
right  up  at  the  top  in  the  state,  and  possibly 
the  only  one  that  was  equal  to  or  exceeded 
Louisville,  with  the  exception,  perhaps,  of 
Henderson. 

The  water  in  our  city  is  furnished  froo.i 
three  deep  levels  about  three  or  four  huti- 
dred  feet  deep.  We  have  no  possibility  of 
any  contamination,  it  is  kejit  tested  by  our 
county  health  department  and  by  the  State 
Board  of  Health. 

1 talked  to  Dr.  Wells  about  the  time,  and 
you  can  meet  anywhere  from  the  first  of 
August  to  the  fifteenth  of  September.  We 
would  be  very  happy  indeed  to  have  you  folks 
come  down.  I have  lots  of  doctor  friends  all 
over  the  state  and  would  like  to  see  them 
there.  Our  county  never  has  had  this  meet- 
ing, never  asked  for  it  but  one  time,  and  1 
believe  that  was  year  before  last.  Lots  of  my 
friends  promised  me  then  tliat  they  would 
come  this  year  if  we  would  invite  them  again. 
We  will  try  to  make  things  as  pleasant  as  we 
possibly  can. 

J.  N.  Bailev,  Paducah ; I shall  not  attempt 
to  make  as  flowery  a speech  as  uij'  good  friend 
from  IMurray,  because  we  have  a love  feast 
down  in  the  First  District  and  we  are  all 
neighbors.  While  I was  sitting  up  in  the 
meeting  chamber  yesterday  afternoon  with 
one  of  my  friends  and  colleagues,  he  admired 
the  intelligence  labeled  on  the  faces  in  that 
room,  and  he  said  to  me,  “Bailey,  we  Avaut 
the  medical  profession  of  Kentucky  to  know 
that  we  honor  and  respect  them  and  love 
them  and  we  want  them  to  come  to  Paducah 
next  year.” 

Only  a few  months  back  Ave  saw  the  ncAvs- 
papers  full  of  this  thing  Ave  call  instructed 
delegates.  I happen  to  be  one  of  that  kind 
of  animal,  and  I think  I will  read  to  this  or- 
ganization w'hat  my  county  medical  society 
said  to  me  when  I started  up  here.  “Mc- 
Cracken County  Medical  Society  extends  a 
very  hearty  invitation  to  the  Kentucky  Stale 
Medical  Association  to  meet  in  Paducah  in 
1933.  Paducah  has  enjoyed  this  distinction 
on  several  previous  occasions.  Paducah  's  in 
a better  position  than  before  to  entertain  this 
distinguished  society  of  doctors,  especially  in 
the  way  of  hotel  facilities,  as  they  are  far 
better  than  ever  before.  Therefore  Ave  espe- 


cially invite  you  next  year.”  It  is  the  Avish 
of  every  doctor  of  McCracken  County  to  have 
the  Kentucky  State  Medical  Association  meet 
in  Paducah. 

1 shall  not  dwell  on  our  facilities  except  to 
say  that  Paducah  has  a class  of  hospitality 
all  its  own.  It  is  not  only  the  doctors;  it 
is  the  organizations  and  laymen  of  Paducah. 
We  are  not  quite  as  close  to  Golden  Pond  as 
our  friend  from  Murray,  but  Ave  certainly 
are  a Christianized  community  among  a 
bunch  of  good  fellows. 

1 might  say  to  you  that  Ave  don’t  get  our 
water  from  deep  wells,  but  we  have  some  of 
the  best  water  in  the  State  of  Kentucky. 

I am  not  going  to  take  time  to  read  all  of 
these  telegrams,  but  here  happens  to  be  one 
from  the  Mayor,  one  from  the  Secretary  of 
the  Lion’s  Club,  one  from  the  Board  of 
Trade. 

“We  join  the  Board  of  Trade  in  placing 
our  entire  organization  at  your  disposal  dur- 
ing the  1933  convention  in  Paducah. 

Roily  Brockmans,  President,, 
Junior  Association  of  Commerce. 

Here  is  one  from  the  president  of  tin; 
Woman’s  Club,  and  they  are  wonderful  en- 
tertainers down  there.  “Paducah  Avants  you 
for  1933.”  Notice  this  appealing  type.  “We 
will  try  to  make  your  stay  pleasant  in  every 
way. 

Miss  Margaret  Wall,  President, 

Junior  Woman’s  Club.” 

Gentlemen,  she  is  a wonderful  entertainer, 
too.  Here  is  one  from  the  Boy  Scouts,  and 
last,  but  by  no  mans  least,  is  an  invitation 
from  the  Hotel  Irvin  Cobb.  Gentlemen,  avc 
Avant  you  Avith  us  if  you  Avill  come  doAvn  there. 

President  B.vrbour  : How  is  the  milk  . 

doAvn  there? 

J.  X,  Bailey:  I thought  these  gentlemen 

Avere  all  weaned  . It  is  approved  by  the  State 
Board  of  Health,  and  iMcCracken  County  was 
one  of  the  first  to  pass  the  ordinance  as  re- 
quired by  the  United  States  Public  Health 
Service  to  standardize  the  milk  supply. 

H.  II.  Hunt:  I live  just  halfway  between. 

IMurray  and  Paducah,  and  it  looks  like  I am 
in  ]iosition  to  .settle  this  discussion.  Dr. 
Bailey’s  invitation  reminds  me  very  much  of 
AA’hat  I call  a half-Avit. — not  that  he  is  one, 
but  his  invitation  to  Paducah  makes  me  think 
of  one.  When  I Avas  a boy  I Avent  to  church, 
and  a half-Avit  Avas  there  sitting  on  the  front 
seat.  It  didn’t  make  any  difference  what 
the  preacher  said,  he  would  put  up  his  right 
hand  say.  “Oh,  you’re  going  to  hell.” 
Bailey  and  the  people  of  the  surrounding 
country  are  as  hospitable,  they  have  just 
have  to  ask  you  to  Paducah,  no  matter  what 
happens. 

We  have  been  hearing  for  the  last  two  or 
three  years  that  everybody  Avas  going  to 
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Murray,  Gentlemen,  you  will  be  surprised 
when  you  see  Murray,  ifou  will  hnd  it  a most 
beautifful  place  and  plenty  of  accommoda- 
tions to  take  care  of  20U0  folks.  They  will  feed 
you  for  a dollar  a day,  and  next  year  you'll 
need  it.  You  had  better  come  down.  Tlie 
rations  down  at  the  Irvin  Cobb  are  from 
$1.50  and  $1.75  up,  and  it  will  all  be  up. 
You  had  better  come  to  Murray  from  the 
economical  standpoint. 

I ’ve  never  balked  yet.  I ’ve  been  to  Owens- 
boro, Bowling  Green,  Lexington,  Louisville, 
and  always  have  been  glad  1 went.  Gentle- 
men, the  bell  is  hanging  on  the  outside  down 
there  at  Murray.  Come  down  and  see  us. 

E.  M.  Howakd:  1 want  to  second  the 

nomination  of  Murray.  Possibly  some  of  you 
don’t  know  where  Murray  is.  Dr.  Keys  took 
pains  to  tell  you. 

A motion  was  regularly  made,  seconded  and 
carried  that  tlie  nominations  be  closed. 

President  Barbour;  1 will  appoint  Dr. 
Gardner  and  Dr.  Bradley  to  spread  the  bal- 
lot. 

Gentlemen,  I am  informed  the  result  of 
the  ballot  is  Murray  41,  Paducah  16. 

J.  N.  Bailey:  I would  like  to  announce 
to  the  Association  that  this  was  a neighbor- 
hood affair  and  we  are  all  friends.  We  are 
all  in  the  First  District  and  Paducah  loves 
.Murray.  Everyone  of  the  doctors  from  Mv‘-- 
Cracken  County  will  be  over  there  with  bells 
on  and  help  to  entertain  you.  (Applause). 

I move  it  be  unanimous  that  we  go  to 
i\Iurray. 

The  motion  was  seconded  and  carried  un- 
animously. 

President  Barbour:  With  respect  to  the 

appointment  of  the  permanent  committees, 
an  item  on  the  program,  the  Chair  craves 
the  privilege  of  going  over  these  committees 
and  making  their  appointments  after  a little 
bit  of  consideration. 

Next  is  reports  from  committees  that  have 
not  reported.  The  first  is  the  Medico-Legal 
(’ommittee,  J.  B.  Lukins,  Chairman. 

Report  op  Medico-Legal  Committee 

My  report  will  be  very  brief,  because  I 
took  up  enough  time  yesterday  in  the  talk 
on  malpractice  suits.  This  is  just  my  reg- 
ular annual  report. 

We  have  on  hand  and  still  pending,  four 
very  old  cases.  Two  of  these  were  called  for 
trial,  but  neither  plaintiff  nor  lawyer  showed 
up,  and  the  cases  were  continued. 

Twenty-four  cases  have  been  disposed  of 
since  I last  reported  to  you  last  year  in 
Lexington.  Four  of  these  cases  were  dis- 
missed by  the  court.  Eleven  were  settled  for 
small  amounts,  one  as  low  as  $5.  In  one,  a 
judgment  was  given  for  $1000  and  was  set- 
tled later  for  $500.  One  was  dropped  by  the 
plaintiff  without  trial.  Three  the  jury  gave 
the  verdict  for  the  defendant;  one  the  judge 
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threw  the  case  out  of  court.  Three  cases  the 
court  gave  peremptory  instructions  for  the 
aelendant. 

We  have  now,  October  1,  1932,  eight 
ca&es  pending,  'this  does  not,  of  course,  in- 
clude the  threatened  cases.  There  are  any 
number  of  threatened  cases,  some  of  which 
we  keep  no  record  of.  There  are  any  number 
every  month.  Some  of  them  I never  hear  of 
gain.  . 

No  eases  this  year  were  taken  to  the  Court 
of  Appeals.  One  case,  however,  was  tried  in 
the  h'ederal  Court.  This  is  a case  where  the 
plaintiff  did  not  live  in  the  state.  The  judge 
returned  a verdict  for  the  doctor.  That  was 
Judge  Cochrane. 

Each  case  tiireatened  where  suit  was  filed 
has  been  closely  followed  and  usually  ter- 
minated by  the  plaintitf  dropping  the  claim. 

1 just  want  to  say  that  tliere  has  been  a 
good  deal  of  question  in  our  mmds  about  the 
effect  that  the  depression  has  had  on  mal- 
practice suits.  Wnen  the  depression  beg;an 
about  three  or  four  years  ago,  it  looked  like 
it  was  going  to  swamp  us.  it  increased  ma- 
terially in  1930  and  in  1931  it  was  one  more 
than  It  was  in  1930,  but  this  year  it  is  just 
about  half,  so  people  are  either  getting  used 
to  the  depression  or  they  have  found  out  that 
we  doctors  are  so  poor  tliere  is  no  use  to  sue  us. 

J.  B.  Lukins,  Chairman. 

W.  E.  Gardner,  Louisville,  took  the  chair. 

0.  O.  Miller:  I move  Dr.  Lukins’  report 

be  accepted  and  filed. 

The  motion  was  seconded  and  carried. 

Chairman  Gardner:’  Next  is  the  report 
of  the  Auditing  Committee,  W.  D.  Reddick, 
Lexington,  Chairman. 

Secretary  McCormack-;  Dr.  Reddick  is 
not  here,  but  the  report  was  left  with  me. 

The  Auditing  Committee  has  examined  the 
records  and  finds  them  correct. 

A.  W.  NickeU, 

R.  G.  Webb, 

W.  D.  Reddick,  Chairman. 

Chairman  Gardner;  You  have  heard  the 
report.  Do  I hear  a motion  to  adopt  it? 

E.  M.  Ewers,  Somerset:  I move  it  be 
adopted. 

Tlie  motion  was  seconded  and  carried. 

Chairman  Gardner:  Next  is  the  report 

Off  the  Committee  on  Crippled  Children,  J.  D. 
Trawick,  Chairman.  (Not  present.) 

Next  is  the  report  of  the  Heart  Committee, 
E.  F.  Horine,  Chairman. 

Report  op  Heart  Committee 

E.  F.  Horine,  Louisville:  Your  Committee 
during  the  past  year  has  continued  the  study 
of  the  prevalence  of  heart  disease  in  Ken- 
tucky. This  study  has  not  been  entirely  com- 
pleted, though  we  are  now  able  to  present 
the  following  statistics  concerning  the  first 
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1065  cases  studied: 

Arteriosclerotic  heart  disease 48 

Hypertensive  heart  disease :..8Ui 

Congenital  heart  disease 3 

Kheumatic  heart  disease 77 

Syphilitic  heart  disase 107 

Hyperthyroid  heart  disease 9 

Functional  heart  disease 14 


Total  1065 


Essential  hypertension  constitutes  by  lar 
the  most  prevalent  type  ot  heart  disease  en- 
countered in  Kentucky.  The  statistics  pre- 
sented above  show  that  it  is  louncl  in  over 
i 5 per  cent  of  heart  cases.  At  present  we  are 
making  a special  study  of  hypertensive  heart 
disease  along  racial  lines,  and  trust  that  we 
may  he  able  to  report  something  of  intereit 
concerning  this  at  a later  date. 

The  Committee  continues  to  offer  its  services 
collectively  as  well  as  individually  to  any 
county  society  desiring  information  concern- 
ing any  phase  of  the  heart  problem. 

Respectfully  submitted, 

Austin  Bell,  Hopkinsville 
J.  W.  Kincaid,  Ashland 
Walter  Byrne,  Jr.,  Russellville 
John  W.  Scott,  Lexington 
J.  R.  Morrison,  Louisville 
W.  L.  Taylor,  Owensboro 
Silas  Griffin,  Henderson 
Emmet  E.  Horine,  Chairmao. 

A.  W.  NickeliL:  1 move  the  report  of  the 
Heart  Committee  be  received  and  filed. 

The  motion  was  seconded  and  carried. 

The  Secretary:  I am  instructed  by  the 

Council  to  report  an  amendment  to  the  Con- 
stitution providing  for  the  membership  in 
the  House  of  Delegates  for  the  five  immedi- 
ate Past  Presidents,  so  that  we  may  have  the 
value  of  the  advice  and  assistance  in  our 
deliberations  of  these  men  who  have  had  the 
two  years  of  ripe  experience  as  President 
Elect  and  as  President,  as  follows; 

The  period  at  the  end  of  Ai-ticle  V of  the 
Constitution  be  made  a comma  and  that  the 
following  words  be  added;  (3)  the  five  im- 
mediate Past  Presidents  so  that  Article  V as 
amended  shall  read  as  follows; 

Article  V. — House  op  Delegates 

The  House  of  Delegates  shall  be  the  legisla- 
tive and  business  body  of  the  Association  and 
shall  consist  of  (1)  delegates  elected  by  the 
component  county  societies,  and  (2)  ex-officio, 
the  officers  of  the  Association  as  defined  in 
Article  VIII,  Section  1 of  this  constitution, 
and  (3)  the  five  immediate  Past  Presidents. 

Chairman  Gardner:  As  I understand 

this  amendment  as  proposed,  when  it  becomes 
effective  the  retiring  President  will  be  auto- 
matically a member  of  the  House  of  Delegates 
for  five  years,  his  predecessor  will  be  a mem- 
ber for  four  years,  the  predecessor  of  his  pre- 


deces.sor  for  three  years,  and  so  forth,  so  we 
will  have  one  retiring  President  each  year 
becoming  a member  of  the  House  of  Delegates 
with  continuously  five  ex-presidents  of  this 
Association  always  members  of  the  House  of 
Delegates. 

The  Council  discussed  this  matter  the  other 
day,  and  it  is  heartily  approved.  In  fact, 
siome  such  method  as  this  was  suggested  by 
Dr.  Vance,  who  is  Chairman  of  the  Council. 
In  order  that  we  may  have  the  advice  and 
experience  of  retiring  Presidents,  we  feel  it 
is  a very  good  thing.  This  amendment  ill 
be  considered  introduced.  It  will  be  pub- 
lished in  the  Journal. 

Committee  on  Postgraduate  Course,  Charles 
W^  Hibbitt,  Louisville,  Chairman. 

The  Secretary:  This  is  Dr.  Hibbitt 's 
report : 

Committee  on  Summer  Postgraduate  Course 

The  Committee  on  Summer  Postgraduate 
Course  of  1932  beg  to  submit  the  following 
report ; 

It  was  decided  this  year  to  arrange  the 
clinics  for  the  second  and  third  weeks  of 
June  and  thus  secure  the  extra  program  of 
the  scientific  addresses  by  a number  of  the 
former  graduates  of  the  University  of  Louis- 
ville who  had  grained  prominence  in  other 
cities  and  who  were  here  to  attend  the  com- 
mencement of  the  Medical  College. 

The  first  day  was  given  over  to  the  visitors 
and  the  balance  of  the  two  weeks  (60  hours) 
was  taken  care  of  by  local  members  of  the 
l)rofession.  The  program  was  so  arranged 
that  a visitor  wishing  work  in  any  special  de- 
partment of  medicine  would  find  particular 
days  devoted  to  surgery,  medicine,  and  spe- 
cialties. 

The  registered  attendance  was  twenty.  This 
small  attendance  was  due,  we  are  sure,  to 
causes  over  which  we  have  no  control.  Those 
in  attendance  expressed  themselves  as  being 
greatly  pleased  with  the  practical  course  the 
physicians  gave  them. 

We  would  recommend  the  continuance  of 
the  course  in  1933  if  general  conditions  im- 
prove and  it  is  the  desire  of  this  Association. 

Respectfully  submitted, 

Charles  W.  Hibbitt,  Chairman 
John  R.  Wathen 
John  W.  Moore. 

Chairman  Gardner:  Report  of  the  Com- 
mittee on  Military  Medicine  and  Medical 
Veterans’  Affairs,  R.  L.  Woodard,  Hopkins- 
ville, Chairman. 

The  Secretary:  The  American  Medical 
Association’s  Committee,  under  the  able 
leadership  of  Dr.  H.  H.  Shoulaers,  if  Ten- 
nessee, has  been  making  an  effort  to  secure  an 
adjustment  of  the  very  unfortunate  situtation 
that  exists  through  the  workings  of  ordinary 
political  methods  in  Congress  by  which  the 
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V'eterans’  hospitals  were  thrown  open  to  ex- 
service  men  with  non-service  connected  dis- 
amliues  or  acute  illnesses.  This  situation  is 
imfortunate  in  every  way.  It  tends  to  pau- 
perize Uie  soldier,  it  is  objectionaDle  trom 
every  economic  standpoint  in  the  world.  It 
means,  eveiuually,  that  we  are  g-oing  to  have 
to  build,  almost  to  duplicate,  every  civilian 
hospital  in  the  United  tJtates  and  leave  them 
empty  while  in  the  neighborhood  of  them  we 
are  erecting  tederal  hospitals,  it  is  object- 
able  i'rom  every  viewpoint  that  i can  imagine. 

The  Association  is  particularly  anxious 
that  especially  those  of  us  who  are  Veterans 
and  members  of  the  Legion  and  the  various 
other  military  organizations,  shall  exercise 
our  influence  with  them  in  order  to  get  them 
to  understand  the  matter.  From  the  selfish 
suuuipoint  of  the  Veterans  themselves  it  is 
a mistake,  because  it  unquestionably  even- 
iiially  means  that  a very  large  proportion  of 
ihe  profession  is  going  to  be  engaged  in  the 
practice  of  medicine  in  these  institutions 
purely  as  federalized  institutions,  that  me  a 
are  going  to  be  transported  from  their  homes 
long  distances  where  they  will  receive  a 
standardized  treatment  that  is  objectionable 
in  every  way  for  acute  illnesses,  and  as  soon 
as  we  can  make  this  evident  to  our  friends 
and  associates  in  the  great  military  organiza- 
tion.s,  1 think  we  will  have  no  trouble  in  sc- 
curiug  the  necessary  relorm.  It  is  for  that 
reason  that  i bring  it  to  your  attention,  that 
you  may  bring  it  to  the  attention  of  the 
Legion  posts,  because  our  Legion  in  Ken- 
tucky is,  I think,  probably  the  best  led  and 
tlie  best  managed  state  organization  in  the 
country.  There  is  a thoughtful,  patriotic, 
splendid  group  of  young  men  in  charge  of  it. 
1 hey  are  forward-looking  and  they  are  big 
enough  to  be  able  to  grasp  this  or  any  ot  her 
situation  for  the  benefit  of  the  people  of  the 
country. 

I think  it  is  very  important  that  we  secure 
their  apjirobation  and  know  that  in  the  va- 
rious meetings  of  the  National  Rehabilita- 
tion Committee  recently  they  have  taken  a 
very  strong  stand  in  support  of  our  desires 
in  the  matter.  As  long  as  we  are  led  by  men 
like  Frank  Rash  and  men  of  that  type,  we 
need  feel  no  anxiety  about  what  the  Legion 
is  going  to  do,  for  they  are  rather  anxious 
to  do  a great  deal  for  us  in  the  Common- 
wealth of  Kentucky. 

Chairman  Gardner:  It  is  hoped  that  Dr. 

Woodard  will  send  in  his  report  to  be  pub- 
lished in  the  Journal.  No  action  is  necessary 
at  this  time. 

I have  appointed  Dr.  E.  R.  Palmer  and  Dr. 
Howard  of  Haidan  to  escort  Dr.  W.  M.  Mar- 
lin. our  President-Elect,  into  the  room. 

I have  the  pleasure  now  of  introducing  to 
you  our  President-Elect,  Dr.  W.  M.  Martin, 
Harlan.  (Applause). 


President-Elect  W.  M.  Martin:  Gentle- 
men, 1 assure  yen  that  1 have  not  words  to 
express  my  gratitude  for  the  election  by  the 
House  ot  Delegates  I feel  my  inadequacy 
very  much,  but  I assure  you  that  with  the 
co-iopexation  of  the  doctors  of  this  state, 
which  i know  i will  have,  we  will  make  the 
administration  one  of  the  best.  I want  you 
to  undei’stand  that  i feel  my  wealaiess,  but 
i feel  my  strength  with  the  co-operation  of 
this  great  body  of  splendid  medical  men.  1 
am  sure  there  is  no  other  medical  society  m 
the  world  of  which  I would  rather  be  Presi- 
dent than  that  of  Kentucky.  (Aiiplause;. 

Chairman  Gardner:  1 believe  Dr.  Brad- 

ley has  a matter  to  present  to  the  society. 

Ernest  Bradley  : Mr.  Chairman,  while 

in  general  physicians  have  suffered  during 
this  period,  it  seems  to  me  perhaps  the  labora- 
tory men,  the  men  who  engage  exclusively  m 
laboratory  work,  have  been  feeling  a little 
hard  hit,  and  some  of  them  who  are  friends 
of  mine  have  asked  me  to  introduce  a resolu- 
tion which  I will  read  to  you. 

“W'iHEREAs,  The  private  medical  labora- 
tories under  the  supervision  or  direction  of 
a duly  licensed  physician,  especially  trained 
in  clinical  laboratory  work,  is  a necessary 
and  legitimate  field  in  the  pracUce  of  medi- 
cine, and 

“Whereas,  The  State  Board  of  Health  has 
( xtended  its  activities  to  such  an  extent  that 
iheir  laboratories  have,  during  the  past  year, 
1931,  done  more  than  forty-five  thousand 
Wasiermaiin  and  Kahn  reactions,  and  other 
lests  in  proportion,  irrespective  as  to 
whether  the  patients  were  indigent  or  not, 
representing  the  vast  majority  of  the  clinical 
laboratoiy  work  of  the  state,  most  of  which 
does  not  come  under  tlie  jurisdiction  of  pub- 
lic health  work,  and 

“Whereas,  The  said  private  laboratories 
in  conjunction  with  hospital  laboratories  are 
fully  prepared  mid  willing  to  take  care  of 
such,  including  the  ind'gent  if  necessary,  and 
should  take  care  of  such  work,  and 

“Whereas,  The  said  activities  on  the  part 
of  the  State  Board  of  Health,  entering  into 
unfair  competition  with  licensed  physicians 
making  clinical  pathology  a specialty  and 
fjorcing  the  expense  of  private  laboratory 
work  on  the  taxpayers  under  the  guise  of 
public  health,  have  rendered  the  iiractice  of 
clinical  laboratory  work  no  longer  a profitable 
specialty ; 

“Whereas,  Public  health  work  is  essential 
and  approved  where  its  activities  are  confiiU'd 
to  public  health  work,  therefore  be  it 

“Resolved,  That  the  House  of  Delegates 
of  the  Kentucky  State  Medical  Association 
recommend  that  the  State  Board  of  Health 
confine  their  laboratory  work  to  epidemio- 
logy, state  institutions,  indigent  patients,  and 
authorized  public  health  organizations.” 
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Mr.  President,  I move  the  adoption  of  that 
resolution. 

The  ni'Otion  was  seconded. 

A.  T.  McCokmack:  Mr.  Chairman,  1 am 
rather  sorry  this  resolution  was  not  presented 
to  the  State  Board  of  Health  first  because  I 
think  the  difficulty  could  have  been  solved 
easily,  but  this  resolution  presents  a matter 
of  considerable  moment  to  the  profession  of 
the  state. 

The  essential  value  of  the  Wassermanu  is 
of  interest  to  every  practitioner  of  medicine 
in  Kentucky.  To  say  that  the  work  shall 
only  be  done  for  in  cases  presenting-  public 
health  problems  is  saying  exactly  what  the 
requirement  of  the  laboratory  is  at  pr  sent. 
We  have  always  requested  our  physicians  to 
send  in  work  to  the  private  laboratory  It 
has  been  written  in  editorials,  it  has  be“U 
passed  in  resolutions  before  this  body  time 
after  time,  that  the  laboratories  are  for  the 
acute  eases,  for  the  indigent  cases,  and  for 
tlie  state  institutions,  presenting  public  health 
problems.  That  is  a regulation  that  has  been 
given  to  both  laboratories,  but  there  is  no 
way  on  earth  to  enforce  it  except  through  the 
physician.  The  man  who  sends  in  the  speci- 
men is  the  only  one  who  can  determine 
whether  that  patient  is  indigent  or  not.  It 
is  manifestly  impossible  for  Dr.  South  or 
the  laboratory  at  Lexington  to  go  out  and 
find  out  whether  the  person  is  indigent  or  not. 

I don’t  see  how  it  is  enforceable,  in  tlic 
first  place.  In  the  next  place  T believe  it  is 
the  wrong  attitude  for  the  profession  to  take 
in  the  matter  as  an  implied  reproof  to  the 
State  Board  of  Health  and  its  laboratories 
which  have  always  attempted  to  do  this  very 
thing. 

The  large  number  of  Wassermanns  that 
are  done  at  Lexington  (and  all  of  them  are 
done  at  Lexington  because  it  would  be  mani- 
festly unwise  and  uneconomic  to  have  two 
Wassermann  laboratories)  come  from  three 
main  sources : the  state  institutions,  both  the 
aslynms  and  the  penitentiaries,  furnish  a large 
number  because  they  have  a routine  Wasse.r- 
mann  for  every  inmate  and  have  them  at 
certain  intervals  if  they  ever  have  been 
positive. 

In  the  part  pay  clinics  in  the  various 
counties,  the  clinician  being  selected  by  +he 
county  society,  and  nobody  is  treated  at  f'ese 
part  pay  clinics  except  by  the  written  re- 
quest of  a physician  that  this  case  is  in- 
digent and  that  he  wants  the  case  treated. 
On  those  eases  Dr.  Hancock  requires  a Was- 
sermann  at  certain  intervals  during  and  at 
stated  intervals  following  treatment.  Of 
course  they  are  indigent  cases.  They  furnish 
far  and  away  the  bulk  of  the  cases.  I expect 
the  clinic  at  Ashland  and  one  at  Louisville 
furnish  practically  25  per  cent.  It  looks  like 
a tieir.mdous  number,  hut  the  number  of 


duplications  make  it  up. 

^50  many  of  the  patients  who  are  just  able 
to  pay  their  family  physicians  and  who  do 
not  go  to  the  part  pay  clinic,  haven’t  suf- 
ficient money  to  pay  for  Wassermanns  in 
laboratories,  so,  as  a practical  matter,  it 
means  they  would  not  be  done.  In  a large 
number  of  suspicious  borderline  eases  Was- 
hermanns  are  being  done  where  they  wouldn’t 
be  done  if  it  cost  any  money,  because  in  these 
difficult  times  so  few  people  are  able  to  pay. 

We  have  had  one  rather  serious  difficulty, 
oil  the  other  liand.  Keceiitly  in  several  dif- 
ferent cases  we  have  had  reports  of  Wasser- 
mann specimens  being  sent  in  to  the  labora- 
tory for  examination  and  the  family  physi- 
cian charging  for  that  report.  Of  course, 
that  is  not  square  and  ought  never  1o  be  done. 
If  anybody  is  going  to  be  paid  for  making  a 
Wassermaan  examination,  a laboratory  man 
ought  to  be  paid  for  it,  and  wherever  it  is 
possible  to  do  it,  wherever  the  patient  is  able 
to  pay,  it  is  not  square  to  semi,  any  specimen 
to  the  state  laboratory  for  examination  if  a 
serious  health  condition  is  not  involved. 
That  is  the  purpose  of  the  state  laboratory; 
we  are  trying  to  preserve  it  for  that  purpose 
as  far  as  possible. 

1 would  very  much  dislike  to  see  us  adopt 
a hard  and  fast  rule  in  the  matter,  because 
we  would  be  bound  by  your  resolution  and  it 
would  handicap  the  laboratoiy  at  Lexington 
very  greatly,  as  I see  it,  for  unless  you  give 
us  a jinccediire  by  which  we  are  to  determine 
that  the  patient  is  indigent,  I don’t  see  how 
we  would  exactly  be  able  to  do  one  of  the 
other  two  things. 

J.  H.  Pritchett;  Will  Dr.  Bradley  read 
the  resolution  again? 

Ernest  Bradley  ; I will  say  as  an  intro- 
duction to  this  that  I don’t  think  the  labora 
tory  men  meant  any  di.scourtesy  ta  the  State 
Board  of  Health,  because  I think  two  of  them 
who  were  on  the  committee,  Dr.  Purnel]  and 
Di'.  Maxwell,  did  mak(>  a trip  to  Louisville 
to  see  Dr.  iMcCormack,  but  unfortunately  he 
was  called  to  sec  the  Governor  tliat  day  and 
didn’t  see  them.  Tliey  felt  if  a resolution 
of  this  sort  came  before  the  House  of  Dele- 
gates, the  physicians  of  the  state  would  under- 
stand their  attitude  and  would  perhaps  co- 
operate with  them  in  seeing  that  the  patients 
who  are  able  to  pay  for  laboracOi'y  work  at 
least  did  not  have  their  Wassermanns  sent  to 
the  Public  Health  laboratory,  but  rather  to 
private  laboratories.  You  can  see  that  if  the 
Slate  Board  of  Health  takes  up  surgery,  eye, 
ear.  nose  and  throat,  medicine,  children’s  dis- 
eases, and  all  of  it,  there  won’t  be  any  ques- 
tion about  putting  them  out  of  this  sort  of 
work. 

I used  to  be  in  the  laboratory  lino  my.self, 
although  not  exclusively  so,  and  every  labora- 
tory man  knows  that  his  chief  source  of 
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revenue  is  from  the  Wassermann  reaction.  All 
of  these  private  laboratories  have  to  run  a 
certain  number  of  Wassermaan  tests  every 
week.  It  would  be  much  more  profitable  to 
them  if  they  could  iget  a larger  number.  We 
know  that  a great  many  private  physicians 
who  have  patients  who  are  able  to  pay  their 
bills,  do  take  the  blood  and  send  it  to  the 
Public  Health  laboratories.  I know  that  is 
true  in  Lexington,  and  it  probably  is  true 
everywhere. 

These  laboratory  men  told  me  that  in  In- 
diana they  had  been  able  to  accomplish  a 
pretty  good  result  by  having  the  physicians 
certify  that  the  patient  was  indigent  and  that 
they  themselves  were  not  receiving  anything 
for  their  services  when  the  Wassermann  speci- 
men was  sent  in.  I think  it  is  fair  to  the 
laboratory  men  that  this  should  be  taken  up 
by  the  Hovise  of  Delegates. 

Dr.  Bradley  reread  the  resolution. 

J.  H.  Pritcpjett:  You  recall  the  story  oE 
Tom  Sawyer  whitewashing  a fence,  how  his 
friends  came  to  jeer  and  remained  to  white- 
wash. I gathered  some  inkling  of  this  situa- 
tion and  I came  to  hear  it  and  smile,  and  I 
remain  to  be  interested  tremendously  in  this 
movement.  Being  neither  a laboratoty  man 
nor  a member  of  the  State  Board,  I think  I 
am  particularly  fitted  to  say  just  a few  words 
along  this  line. 

There  seems  to  be  a rift  on  the  part  of  the 
laboratory  men— rather  I might  say  a spirit 
of  unrest  as  regards  this  matter.  It  strikes 
me  that  this  resolution  that  Dr.  Bradley  has 
offered  is  a very  simple  thing,  not  asking  for 
a great  deal,  and  not,  in  a great  measure, 
curtailing  the  work  that  is  being  done  so 
wonderfully  by  the  State  Board  of  Health. 
It  seems  to  me  at  the  same  time  this  may  tend 
to  seal  this  rift  and  make  better  friends  of 
tlie  laboratory  men  for  the  state.  After  all, 
they  are  not  asking  a great  deal.  For  that 
reason,  this  measure  seems  to  me  to  be  very 
appropriate. 

C.  A.  Vance  took  the  chair. 

A.  T.  McCormack:  Mr.  Chairman,  I don’t 
sec  it.  The  statement  is  clearly  made  in  that 
resolution  that  there  is  unfair  competitioti 
with  the  practitioner  on  the  part  of  the  State 
Board  of  Health.  In  view  of  that  I consider 
it  a distinct  reprimand  for  what  we  have  done 
and  1 am  not  conscious  of  having  done  any- 
thing that  is  wrong.  I object  very  seriously, 
as  far  as  I am  concerned,  and  I believe  every 
member  of  the  Board  would,  to  passing  a 
resolution  that  makes  such  a statement,  and 
1 believe  it  is  unwarranted. 

Ernest  Bradley:  This  resolution  was 

prepared  by  the  laboratory  men,  but  I think 
as  their  representative  in  introducing  it  I 
would  be  perfectly  willing  to  strike  that  out. 
I didn’t  like  it  myself  that  the  House  of  Del- 
egates should  reprimand  the  Board,  and  I 


don’t  like  the  wording  “forcing  the  expense 
of  private  laboratory  work  on  the  taxpayers 
under  the  guise  of  public  health,  have  ren- 
dered the  practice  of  clinical  laboratory  work 
no  longer  a profitable  specialty.”  I should 
think  we  might  leave  that  out,  so  it  would 
read,  “the  said  activities  on  the  part  of  the 
State  Board  of  Health,  entering  into  compe- 
tition” instead  of  “unfair  competition,” 
“with  licensed  physicians  making  clinical 
pathology  a specialty  and  forcing  the  ex- 
pense of  private  laboratoiy  work  on  the  tax- 
payers,” omitting  “under  the  guise  of  public 
health,”  “have  rendered  the  practice  of 
clinical  laboratory  work  no  longer  a profit- 
able speciality.” 

A.  T.  McCormack:  Why  not  omit  that 

paragraph  ? 

Ernest  Bradley:  With  the  consent  of 
the  seconder,  I withdraw  that  paragraph  en- 
tirely, because  I don’t  think  it  will  emascul- 
ate the  resolution.  (Consent). 

0.  0.  Miller:  I realize  the  extreme  dif- 
ficulties in  carrj  ing  on  Public  Health  work 
to  avoid  some  conflict  with  the  general  prac- 
titioner, but  I do  feel  that  when  a resolution 
is  introduced  like  this,  it  should  bring  with 
it  recommendation  for  the  correction  of  the 
said  abuse,  and  I therefore  move  you  that  this 
recommendation  be  referred  to  the  State 
Board  of  Health  with  power  to  act  on  it  and 
report  back  to  the  House  of  Delegates  at  the 
next  meeting. 

The  motion  was  seconded. 

Chairman  Vance  : Do  you  make  that  as 
an  amendment? 

0.  0.  Miller:  Yes. 

Chairman  Vance  : Would  that  do  away 
with  the  resolution  entirely? 

W.  E.  Gardner:  That  would  be  an  amend- 
ment to  the  original  motion  that  would  be 
adopted.  Dr.  Miller  s motion  would  be  a 
substitute. 

Ernest  Bradley:  I don’t  know  whether 

I am  in  order  in  making  a motion  to  amend 
the  amendment.  Am  I? 

Chairman  Vance:  Yes. 

Ernest  Bradley  : I will  amend  that 

amendment  by  saying  that  it  be  referred  to 
a committee  of  the  House  of  Delegates  to 
report  back  to  the  State  Medical  Association. 

Chairman  Vance  : That  would  be  a year. 

Ernest  Bradley:  I don’t  care  how  long 

it  is.  We  are  the  party  that  this  resolution 
is  brought  up  to.  If  they  want  to  bring  it 
np  to  the  State  Board  of  Health  they  can  do 
it.  They  ivant  to  get  some  action  from  the 
State  Medical  Association,  which  is  a separate 
oriranization  from  the  State  Board  of  Health. 

1 will  move  as  an  amendment  to  the 
amendment  that  it  be  referred  to  a committee 
to  be  appointed  by  the  President  to  be  con- 
sidered as  to  ways  and  means  for  carrying 
it  into  effect,  and  to  report  back  to  the  next 
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meeting  of  the  House  of  Delegates. 

Chairman  Vance:  And  in  the  meantime 

they  can  take  it  up  with  the  Board  of  Health. 

Ernest  Bradley:  Yes,  surely,  and  the 

State  Beard  of  Health  would  co-operate  with 
them,  I know.  There  are  some  ways  it  could 
he  helped.  We  can’t  change  it  all,  we  know 
that. 

0.  0.  Miller  : I would  be  willing  to  accept 

that  recommendation  if  it  would  be  agree- 
able to  my  second.  (Applause). 

W.  B.  Atkinson:  I believe  we  are  going 
into  some  class  legislation.  I believe  we 
.should  include  also  in  this  thing  the  Crip- 
jded  Children’s  Commission.  I am  not  saying 
that  they  go  into  unfair  competition  with  the 
rural  doctors,  and  I am  not  saying  that  they 
are  doing  the  wrong  thing,  but  this  Commis- 
sion will  go  in  one  section  and  take  every- 
body, regardless  of  finances.  They  can  drive 
up  there  in  a $5,000  automobile. 

Chairman  Vance:  I would  rule  on  your 
presentation  that  it  is  out  of  order  because 
is  has  nothing  to  do  with  the  matter  we  are 
discussing.  I believe  you  had  better  bring 
that  up  separately. 

W.  B.  Atkinson:  The  only  thing  I want 

to  say  is  that  we  are  enacting  legislation  on 
one  class  which  is  minor.  We  have  heard  so 
much  about  how  the  general  practitioner  is 
losing  out,  and  I believe  that  is  one  of  the 
reasons. 

H.  H.  Hunt  : There  seems  to  be  so  much 
misunderstanding  about  this,  that  I want  to 
make  a motion  that  we  table  this  resolution. 

The  motion  was  seconded. 

W.  E.  Gardner:  The  only  way  to  dis- 

cuss this  is  to  defeat  the  motion  to  table. 
When  a motion  is  made  to  table  it  doesn’t 
necessarily  have  to  prevail.  If  you  want 
further  discussion,  you  defeat  the  motion  to 
table. 

The  motion  to  table  was  put  to  a vote,  and 
was  lost. 

Chairman  Vance:  We  will  resume  discus- 
sion on  the  amendment  to  the  original  mo- 
tion. 

W.  E.  Gardner:  T believe  we  are  all  in 

accord  with  the  spirit  of  Dr.  Bradley’s  reso- 
lution. It  will  go  into  the  record  as  his 
resolution,  although  he  is  representing  an- 
other group.  T think  we  all  know  that  D'C. 
Bradley  would  not  bring  anything  before  the 
Society  that  is  not  sane  and  sound.  I think 
there  is  nothing  in  this  resolution  as  finally 
corrected  that  reprimands  the  State  Board 
of  Health.  It  simply  calls  attention  to  a 
tendency  that  may  constitute  an  abuse.  I 
believe  it  would  be  a good  idea  for  the 
-Tournal  in  its  editorial  columns  to  call  at- 
tention to  the  people  over  the  state  to  what 
the  rules  of  the  State  Board  are  in  regard  to 
the  examination  of  free  suecimens.  I think 
from  time  to  time  the  profession  throughout 


the  state  should  be  reminded  that  these  cases 
should  not  be  sent  in  unless  they  are  bona 
fide,  and  it  would  save  a lot  of  misunderstand- 
ing and  critiscism. 

I am  heartily  in  favor  of  the  resolution  as 
it  was  finally  changed.lt  is  a question  of 
procedure  that  the  motion  go  before  the  com- 
mittee and  be  presented  to  us  next  year.  We 
have  a whole  year  to  think  about  it. 

II.  G.  Reynolds:  Does  the  doctor  wh> 
.sends  in  these  requests  for  examination  sign 
any  sort  of  understanding  or  agreement  that 
this  patient  is  indigent  ? 

A.  T.  McCormack  : He  does,  but  very 
frequently  that  is  not  signed  and  it  is  not 
.sent  in. 

H.  G.  Reynolds:  That  is  only  a moral  ob- 
ligation on  his  part,  then,  but  it  does  put  him 
in  a position  where  he  is  supposed  to  do  it. 

A.  T.  McCormack  : Of  course,  an  editorial 
has  been  written  time  after  time,  urging  that 
patients  who  are  able  to  pay  paronize  the 
private  laboratories.  We  publish  the  names 
of  all  the  laboratories  in  the  state  (there  are 
only  a few  of  them)  so  they  may  know  where 
they  are. 

The  resolution  as  corrected  does  a lot  more 
than  it  seems  to  do.  I think  it  would  stop 
us  immediately  from  making  all  our  biolo- 
gicals.  They  are  made  for  the  benefit  of 
the  physicians  and  people  of  the  state;  they 
are  not  made  as  any  public  health  procedure. 

You  can  buy  typhoid  vaccine — $1  apiece. 
We  make  it  for  nothing  and  distribute  it  for 
nothing  to  the  doctors,  on  condition  that  tho.se 
who  get  it  will  use  it  for  the  indigent,  but 
they  also  use  it  for  their  paying  patients  and 
charge  for  its  administration  and  don’t  buy 
it.  That  is  in  competition  with  private 
laboratories.  We  make  the  bacteriophage 
and  distribute  it  free ; that  is  in  competition 
with  the  laboratories.  If  the  doctors  of  the 
state  want  to  stop  that,  it  is  their  privilege, 
but  that  stops  all  of  that  work  that  we  are 
doing.  It  would  have  cost  the  people  of  the 
State  of  Kentucky  this  year  about  $350,000  to 
have  purchased  from  the  laboratories  the 
vaccines  and  other  biological  products  that 
have  been  manufactured  by  the  State  labora- 
tory. 

1 don’t  think  you  have  kept  in  mind  the 
relationship  between  this  Association  and  the 
State  Board  of  Health.  Wlienever  you  pass 
a resolution  here  it  is  binding  on  the  State 
Board  of  Health.  We  are  your  creatures. 
The  re.sponsibility  for  all  public  health  pro- 
cedures and  practices  in  Kentucky  is  on  this 
As.sociation.  Any  resolution  passed  by  this 
House  of  Delegates  is  binding  on  the  State 
Board  of  Health,  and  we  carry  it  into  effect. 

W.  E.  Gardner;  It  isn’t  technieallv  bind- 
ing on  the  State  Board  of  Health.  They  can 
do  what  thev  want  to  do. 

A.  T.  McCormack  ; Certainly,  but  they  are 
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going  to  do  it.  \/liile  it  is  not  teciinically 
binding,  if  the  members  of  the  State  Board 
are  not  doing  what  you  want  them  to  do,  you 
nominate  somebody  that  will  do  what  you 
want. 

Ernest  Bradley:  1 think  if  it  says  th(;y 

recommend  that  the  State  Board  of  Health 
activities  be  confined  to  epidemiology  it 
would  let  you  in  on  your  typhoid,  you  diph- 
theria antitoxin  and  those  things.  “Kecom- 
mend  that  the  State  Board  of  Health  confine 
their  laboratory  work  to  epidemiology,  state 
institutions,  indigent  patients,  and  authorized 
public  health  oi^ganizations.  ’ ' 

I think  under  epidemiology  you  would  be 
allowed  to  distribute  vaccine,  typhoid  vaccine, 
toxin  antitoxin. 

A.  T.  IMcCoRJiACK : We  may  not  be  quite 

legally  your  creature,  but  morally  we  are 
and  we  are  going  to  carry  out  your  instruc- 
tions. That  is  the  only  way  I know  how  to 
lilay  ball  with  the  metlieal  profession  of  this 
state.  1 think  the  finest  thing  in  our  legis- 
lation is  the  fact  that  the  General  Assembly 
of  the  Commonwealth  of  Kentucky  has  put 
on  the  shoulders  of  the  medical  profession 
the  responsibility  for  public  health  proce- 
dures, and  that  this  House  of  Delegates  when 
it  passes  a resolution  in  regard  to  any  prin- 
ciple binds  the  State  Board  of  Health,  and  wc 
not  only  want  to  but  intend  to  carry  out 
your  instructions  and  your  recommendations. 

We  would  like  to  have  you  consider  care- 
fully the  whole  implication,  and  that  will  be 
done  by  the  committee,  of  course.  I think 
(hat  is  a wise  procedure  to  refer  it  to  a com- 
mittee of  this  House  for  consideration  and 
action.  We  are  purchasing  wholesale  each 
year  an  enormous  quality  of  salvarsan.  A 
■gi’cat  deal  of  that  is  being  distributed  free, 
and  all  of  it  at  cost  to  the  part  pay  clinicians 
and  to  the  private  practitioners  of  the  state. 
It  saves  a tremendous  lot  of  money  and  many 
a patient  is  able  to  pay  for  treatment  that 
Would  not  be  able  to  pay  for  it  if  he  had  to 
pay  for  the  medicine  purchased.  That  is  a 
(luestion  that  T think  the  profession  ought  to 
consider.  We  want  you  know  just  exactly  what 
wc  are  doing.  We  have  felt  all  the  time  a good 
<leal  of  pride  in  the  fact  that  we  were  able 
1o  ju’ovide  our  doctors  with  this  material. 
We  have  taken  the  greatest  pride  in  the  world 
ill  the  increase  of  our  laboratory  facilities. 
\Ve  believe  that  it  is  in  the  interest  of  public 
health.  We  believe  that  thousands  of  bor- 
derline cases  are  having  Wassermanns  done 
today  that  would  not  be  having  them  done 
if  they  have  to  pay  $5  for  them,  or  even  $2. 
That  is  the  way  we  have  felt  about  it.  but  if 
(he  profession  feels  differently  from  that,  we 
want  to  know  it;  it  is  the  profession’s  ideas 
that  are  going  to  control  our  activities  and 
our  laboratory.  You  tell  us  what  you  want 
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done  and  that  is  exactly  what  we  are  going 
to  do. 

J.  D.  SoRY ; I pi’actice  in  a mining  com- 
munity. At  least  50  per  cent  of  the  syphilis 
cases  1 treat  in  this  day  and  time  come  to  me 
and  tell  me  that  they  do  not  want  blood  Was- 
sermanns made.  If  we  tell  them  it  is  going 
to  cost  $5  to  have  a blood  Wassermann  made 
they  won’t  have  it.  If  we  tell  them  it  is  not 
going  to  cost  them  a cent,  that  it  is  free,  they 
will  have  it  and  we  feel  we  are  protecting 
the  public  down  there  by  getting  these  Was- 
sermanns made  when  they  would  not  have 
them  made  otherwise.  I think  this  thing  is 
a dangerous  proposition. 

S.  P.  Oldham,  Owensboro ; We  have  a com- 
mittee of  our  county  board  of  health  to  make 
Wassermanns  and  give  typhoid  vaccines. 
We  agreed  that  any  doctor  in  any  vicinity 
of  Daviess  County  should  give  any  indigent 
]>atient  such  vaccines  as  might  be  necessary, 
imt  before  this  can  be  done,  if  any  doctor 
wishes  to  have  his  patient  sent  to  the  board 
of  health,  he  is  to  write  to  the  officer  of  the 
county  board  and  they  in  turn  will  give  the 
treatment.  That  eliminates  the  difficulty  in 
our  county.  No  individual  can  get  a Was- 
sermann test,  vaccine  or  serum  unless  they 
make  a statement  to  the  county  physician  and 
this  in  turn  is  sent  to  the  health  officer. 

E.  M.  Ewers:  Something  similiar  has  hap- 
pened in  our  county,  but  the  unfortunate 
part  that  I noticed  was  that  a great  many 
patients  were  sent  to  the  health  department 
because  it  was  easier  to  have  the  health  de- 
partment do  it,  they  had  equipment  ready. 
There  were  people  who  could  pay  sent  with 
orders  to  the  health  department  for  Was- 
sermanns. I knew  the  cases,  and  they  should 
pot  have  been  sent.  As  Dr.  McCormack  says, 
it  is  up  to  the  doctors  in  private  practice  to 
see  who  does  and  who  doesn’t  pay. 

T think  the  resolution  is  completely  out  of 
order.  It  is  up  to  the  profession  and  not  to 
tbe  State  Board  of  Health. 

V.  A.  Stilley:  T want  to  endorse  what  has 
ju.st  been  said.  It  is  up  to  the  doctors  al- 
together. It  is  up  to  the  doctor  to  say  whether 
be  thinks  the  ease  is  indigent  or  not.  and  there 
is  many  a poor  devil  who  won’t  get  a Was- 
sermann made  if  this  resohition  is  adopted. 

President-Elect  Martin;  Gentlemen,  I 
think  we  are  treading  on  pretty  dangerous 
ground.  If  this  resolution  is  passed,  there  are 
more  indigent  people  in  the  State  of  Kyntueia’ 
today  than  ever  were  known  who  will  he  af- 
fected. In  our  countv  we  have  given  over  15.- 
000,  shots  of  typhoid  inoculation.  T have  got- 
ten mvself  from  the  State  Board  of  Health 
over  40  bottles.  T have  used  most  of  them.  T 
have  never  gotten  one  pennv  for  giving  any  of 
that  antitoxin,  so  T don’t  believe  that  we 
should  censure  the  State  Board  of  Health.  T 
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liave  always  made,  not  only  in  the  House  of 
Delegates  and  our  Council  meetings,  but  also 
in  the  state  legislature,  a fight  for  our  State 
Board  of  Health.  When  we  have  men  come 
from  New  York  and  various  parts  of  the 
Cnited  States  acknowledging  that  we  hav(> 
one  of  the  greatest  state  Ijoards  of  health  that, 
there  is  in  any  state  in  the  Union,  I feel  that 
we  should  back  that  State  Board  of  Health 
to  the  limit. 

If  the  doctor  will  be  lionest  with  the  State 
Board  of  Health,  all  this  trouble  will  stop. 
There  are  laboratories  in  Louisville  which  I 
send  my  specimens  to  for  patients  that  are 
able  to  pay.  Those  that  are  not  1 send  to 
Lexington.  In  the  last  twelve  months  1 have 
gone  down  into  my  own  pocket  and  bought 
the  greater  part  of  salvaisan  for  my  patients 
and  paid  for  it  myself. 

I say  I think  wo  are  on  dangerous  ground 
when  we  try  to  unravel  this  probelm.  Our 
indigent  people  must  be  taken  care  of,  that, 
is  all  there  is  to  it.  1 know  tire  doctors  in 
every  other  county  in  the  state  are  doing  just 
as  much  for  the  people  who  are  indigent  and 
the  people  wdio  used  to  pay  who  can’t  now.  1 
have  i)eoi)le  who  used  to  pay  me  $100  who 
can’t  pay  me  a nickel  now,  and  I feel  it  is 
my  duty  to  take  care  of  them.  1 think  it 
w'ould  be  wrong  now'  for  us  to  make  any 
change  in  this,  except  in  this  way:  if  there 
have  been  dishonest  doctors  in  the  State  of 
Kentucky  who  have  been  aishonest  with  the 
.State  Board  of  Health,  let  them  make  the 
change.  That  is  all  1 have  to  say  and  I think 
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that  it  is  right. 

A.  M.  Leigh;  First  and  last  it  is  up  lo 
the  individual  doctor.  1 have  sent  quite  a 
nunil)er  of  Wassermanns  to  the  State  labora- 
tory and  1 have  never  yet  sent  one  if  the 
patient  was  able  to  pay  nor  it.  1 may  have 
oeen  mistaken  sometimes,  but  I have  never 
intentionally  sent  them  when  they  were  able 
to  pay;  1 always  send  them  to  the  private 
laboratories  if  they  are  able  to  pay. 

To  pass  this  resolution  will  handicap  the 
doctor  who  has  to  deal  with  the  indigent  pa- 
tient. If  syphilis  is  not  a public  health  prob- 
lem 1 don’t  know  what  is.  It  is  one  of  the 
iiio.st  important  public  health  problems,  uot 
only  in  Kentucky,  but  all  over  the  country. 

Chairman  Vance  : Are  you  ready  for  tbe 

question?  We  will  first  vote  on  the  amend- 
ment to  tlie  motion.  The  amendment  was 
made  by  Dr.  Bradley  and  accepted  by  Dr. 
Miller,  to  appoint  a committee  of  three,  to 
be  appointed  by  the  President,  to  consider 
this  matter  and  take  it  up  with  the  State 
Board  of  Health  or  in  any  way  that  they  see 
fit  and  report  back  to  the  next  meeting. 

The  amendment  was  adopted,  with  no  dis- 
senting votes. 

Chairman  Yance:  We  will  next  vole  on 

the  motion  as  amended.  You  understand  that 
thoroughly.  All  in  favor  of  the  motion  will 
please  .say  “aye,”  all  opposed  “no.” 

The  motion  was  carried  as  amended. 

The  Council  reported,  wdth  its  approval, 
the  following  bills  and  pay  roll  and  up'Oii 
motion,  duly  seconded,  they  were  approved 
for  ])ayment. 
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Sept.  30 — Voucher  Check  i\o.  1 $1,15.00 

A.  T.  McCormack,  m.  n,,  Uouisviiie. 

To  September  salary,  Secretary, 

Approved  by  Council  and  Ordered  Raid  bv  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  2 $100.00 

Ij.  .H.  south,  M,  1).,  Louisville 

To  September  salary,  ijusine=s  Manao-er 90  00 

To  e.vpenses  to  Crab  Orchard 4.91 

To  e.\penses  to  Lebanon 5.75 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  .no.  3 $90  00 

.1.  E.  BLACKERBY,  Lorisvi  ,e.  , 

To  September  services  rendered  Committee  on  Public  Policy. 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  ChecK  No.  4 . . .' $75,00 

ELVA  GRANT,  Louisville 

To  September  salary.  Bookkeeper 

Aoproved  by  Council  and  Ordered  Paid  bv  House  of  Delegates. 

Sept.  30 — Voucher  Cheek  No.  5 $5.$.10 

B.  P.  EUB.4NK,  Bowling  Green 

To  auditing  books  and  accounts  of  A.  T.  Me  'ormack,  M.  D..  Secretary,  and  Mar- 
, shall  McDowell,  M.  j").,  rreasurcr,  and  Pauline  C.  Halev,  Treasurer,  Woman’s 
Auxiliary,  and  Mrs.  Edna  B.  Krieger,  Business  Manager  of  '‘The  Quarterly,” 

for  the  period  September  1,  1931.  through  August  o-  1932 ....50.00 

To  railroad  fare  Bowling  Green  to  Louisville  and  return  and  meals 8.10 


58.10 

Approved  b Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  6 $35.00 

AMERICAN  MEDICAL  ASSOCIATION,  Chicago 

To  2,500  inserts  of  Dr.  PhiliT>  F.  Barbour's  picture  for  .Vnnual  Number,  October,  l._-.  .Tournal 
Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  v_..eck  No.  7 • $2.40 

E.  H.  ROeDERLR,  Louisville 

■To  12  ribbons  for  Annual  Meeting 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 
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Sept.  30 — Voucher  Check  No.  8 ■ 

F.  & V.  MANUFACTURING  CO.,  East  Frovidouce.  R.  1. 


To  300  bangles,  "ijOuisviUe  1932,"  (g)  15c  each 46.00 

To  postage .30 


45.30 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  9 

COURIER-JOURNAL  JOB  PRINTING  COMPANY,  LouisviUe. 

To  4M  Membership  cards,  lor  193.i  and  1934 
Approved  by  Council  and  Ordered  Paid  by  House  o*  Delegates. 


Sept.  30 — Voucher  Check  No.  10 . . 

MEFFEKT  EQUIPMENT  GOMi-ANY,  LouisviUe 

To  1 M 4x6  Record  Cards  . 1.76 

To  No.  548  Index  Books 40  2.16 

Less  10% 21 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  10-A 

CHARLES  A.  VANCE,  M.  D.,  uexington 
To  expense  as  Councilor,  10th  District 
Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  11 

LOUISVILeE  POSTMaoI'ER,  j ouisviUe 

To  postage  on  letters 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  12 

ojUSH-j — lEBS  COMPANY,  Louisville 


To  3 Outs 11.34 

To  sawing  electro  in  five  parts • 1.00 


12.34 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sei)t.  30 — Voucher  Check  No.  13 • 

CLARENeE  NEiUij.jiORS,  Postmaster,  Bowling  Green 
To  postage  on  Journals 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  14 ■ 

THE  TIMES-JOoj.v5iAL  PUBLISHING  COMPANY',  Bowling  Green 


To  2,200  84-Page  September  Issue - 490.60 

Eess  5 Vo  discount - 24.63 


466.07 

To  Inserts  and  Scoring  • 8.50 

To  Envelopes  15.00 

To  Printing  Envelopes 2.30 

To  40  Changes  ■ 8.00 


499  87 

Less  Credit  by  Check  No  127,  8-31-52 4U0.00  99.87 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  15 • 

MAYME  SULLIVAN,  Louisville 

To  reimbursement  for  express  on  Journal  material.  Journals  and  Treasurer’s 


books,  7-23 — 3-90-32 

Approved  b-  Council  and  Ordered  Paid  by  House  of  Delegates. 

Sept.  30 — Voucher  Check  No.  16 • • 

THE  TIMES-JOURNAL  PUBLISHING  CO.,  Bowling  Green 

To  2,400  80-Page  October  Issue • 485.40 

To  69230  Ems.  set  to  6 point 69.00 

To  Insert,  no  Scoring.  5.00 

To  50  Changes • 6.00 


566.40 

Less  5%  discount ■ 28.27 


687.18 

To  Printing  Envelopes ■ 2.3o 

To  Postage  1.27  540.70 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Oct.  31 — Voucher  Check  No.  17 • 

A.  T.  McCORMACK.  M.  D.,  Louisville 

To  October  salary.  Secretary.  135.00 

To  expenses  • 15.00 


150.00 

Approved  by  Council  anu  Ordered  Paid  by  House  of  Delegates. 


Oct.  31 — Voucher  Check  No.  18 

L.  H.  SOUTH,  M.  D.,  Louisville 

To  October  salary.  Business  Manager 90.00 

ITo  expense  to  Bowling  Green,  September,  and  State  Meeting  expense 16.85 


106.85 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Oct.  31 — Voucher  No.  19 ■ 

J.  F.  BLACKERBY,  Louisville 

To  October  services  rendered  Committee  on  Public  Policy 
Approved  by  Council  and  Ordered  Paid  House  of  Delegates. 


Oct.  31 — Voucher  Check  No.  20 ■ 

ELYA  GRANT,  Louisville 

To  October  salary,  Bookkeeper • 75.00 

To  Honorarium  20.00 

To  State  Meeting  Expense 7.20 


$46.30 

$54.00 

$1.91 

$45.6.5 

$17.52 

$12.34 

50.00 

$99.87 


$7.53 


$540.70 


$150.00 


$106.85 


$90.00 


$102.20 


Approved  by  Council  and  Ordered  Paid  b-  House  of  Delegates. 


102,20 
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Oct.  31 — Voucher  Check  ^'o.  31 

MAlJlC  SLUjlilV  AK,  LouisiviUo 

To  Honorarium  . 

To  btate  Meeuug  i!>xpeni>e. 


20.00 

$46.01 


Approved  by  Couuc..  anu  Orderea  r aid  by  House  of  Delegates. 

Oct.  3x — Voucher  Checu  No.  zz ’ 

KUTH  IHAOtO,  Ijouisville 

To  Honorarium  

T'o  State  Meeting  Jilxpense 


66.01 


20.00 

3.35 


$66.01 


a 

$23.35 


Approveu  by  Council  and  Ordered  ...  aid  bv  House  of  Delegates. 

Oct.  31 — Voucher  Cnees.  No.  23 

BNili<.ICCA  CASSisDD,  Douisville 

To  Honorarium  

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Oct.  31 — -Voucher  Check  No.  24 

BMIDV  STONClxNK.,  Louisville 
To  Honorarium 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Oct.  31 — Voucher  Check  No.  25 

J.  O.  OWSLEY,  Lily 
To  Honorarium 

Approved  by  Council  and  Ordered  Paiu  bv  House  of  Delegates. 

Oct.  31 — Voucher  Check  No.  26 ■ 

JOHN  LOVETT  MOKSE,  M.  D.,  Doston 
To  State  Meeting  Expense 

Approved  by  Council  and  Ordered  Paid  by  ixouse  of  Delegates. 

Oct.  31 — Voucher  Check  No.  of • 

D.  M.  GKll'PlTH,  M.  D.,  Owensboro 

To  Expense  as  Councilor,  2nd  District 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Oct.  31 — Voucher  Check  No.  28 • 

THE  FRANKLIN  PRINTING  COMI’ANY,  Louisville 
To  750  Copies  1932  Trogram-s — 32  Pages  and  Cover 

Approved  by  Council  and  Oruered  Paid  oy  House  of  Delegates. 

Oct.  31 — Voucher  Cneck  No.  29 ■ 

BUSH-KREBS  COMPANY,  Louisville 
To  1 Cut  and  2 Zinc  Etchings 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates. 

Oct.  31 — ^Voucher  Check  No.  30 

THE  TIMES-JODRNAL  PUBLISHING  CO.,  Bowling  Green 

To  2,200  76-Page  November  Issue 

To  Insert  and  Scoring - 

To  30  Changes 

To  10,940  Ems  set  6 pt.  tab - 


Less  5%  discount. 

To  Envelopes 

To  Printing  Envelopes. 


Less  Credit  by  Check  for  setting  up  Tables 


To  12,000  Letterheads — Secretary....- 45.00 

To  600  Letterheads  and  500  Envelopes 

Dr.  Vance,  Chairman  of  Council ■ 6.00 

To  250  Letterheads  and  2^0  Envelopes, 

Dr.  Martin,  President-Elect 4.00 

To  500  Letterheads  and  500  Envelopes, 

Dr.  Barbour,  President 6.00 


Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates 

Oct.  31 — Voucher  Check  No.  31....- 

HINES  & COOKE,  Bowling  Green 

To  premium  on  bond  for  Treasurer,  Marshall  McDowell,  M.  D.,  for  one  year 
Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates 

Oct.  31 — ^Voucher  Check  No.  32 

THE!  FLAX  COMPANY,  Dayton,  Ohio 
To  8 Typewriter  Ribbons 

Approved  by  Council  and  Ordered  Paid  by  House  of  Delegates 


23.35 

$20.00 

$20.00 

$25.00 

$104.79 

$2.00 

$96.00 

$10.02 


$530.60 


451.40 

8.50 

6.00 

16.40 

482.30 

24.00 

15.00 
2.30 


475.60 

6.00 


469.60 


61.00  330.60 


$12.50 


$1.50 


Secretary  McCormack:  I would  like  to 
move  you  that  the  gratitude  of  the  Associa- 
tion be  extended  to  our  retiring  President, 
Dr.  Reddick,  and  to  the  President,  Dr.  Bar- 
bour, and  that  we  pledge  to  him  and  to  Dr. 
Martin  for  the  scientific  work  of  the  Asso- 
ciation during  the  year  our  unstinted  support 
and  our  unanimous  feeling  of  gratitude  for 
the  fine  work  they  have  already  done  and  our 
confidence  in  what  is  going  to  be  done,  and 
that  we  are  going  to  follow  them  over  the 


fence  and  put  over  the  greatest  year  we  have 
had  in  medicine  in  Kentucky. 

The  motion  was  seconded  and  carried  un- 
animously. 

Chairman  Vance  : If  there  is  nothing 

further,  a motion  to  adjourn  is  in  order, 

L.  H.  South  : I so  move. 

The  motion  was  seconded  and  unanimously 
carried,  and  the  meeting  adjourned  sine  die 
at  9:45  o’clock. 

A.  T.  McCormack,  Secretary. 
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ORIGINAL  ARTICLES 

ANNUAL  ORATION 
LJCDlATRiCS  AND  PEDIATRICIANS'' 
John  Lovett  Morse,  M.  D. 

President,  American  Academy  ol  i'ediatri- 
cians,  Tjoston,  ^Uassaenusetts. 

When  Dr.  Barbour  asked  me  last  May  to 
give  a “popular”  address  at  the  meeting  of 
the  Kentucky  State  Medical  Society,  I ac- 
cepted with  alacrity,  thinking  that  my  audi- 
ence would  be  entirely  lay  and  tliat  i coidd 
amuse  myself,  and  perhaps  incidentally  in- 
struct them,  by  talking  about  spinach  and 
bananas,  sun  laii,  hare  legs  ana  things  of 
that  sort.  Later,  however,  I learned  that 
my  audience  was  to  be  largely  professional 
and  that  1 was  expected  to  take  up  more 
serious,  if  not  more  important , matters. 
Conseipientiy,  in  accordance  with  Dr.  Mc- 
Cormack’s suggestion,  I will  try  to  say  some- 
thing about  pediatrics  and  pediatricians. 

\\  liat  is  pediatrics  ? It  has  nothing  to  do 
with  the  feet,  as  so  many  people  suppose. 
Even  President  Eliott  of  Harvard  once  asked 
my  predecessor,  Dr.  Rotch,  why  the  depart- 
ment dealing  with  children  was  called  the 
Pediatric  Department,  when  it  had  nothing 
to  do  with  the  feet.  A little  knowledge  is 
surely  a dangerous  thing!  The  word  is  de- 
lived  from  the  Greek  (pels,)  child,  not  from 
the  Latin  pes,  foot,  Gould’s  medical  diction- 
ary de lines  pediatrics  as  “the  medical  treat- 
ment of  children.”  This  definition  is,  to  my 
mind,  altogether  too  narrow.  As  I conceive  it, 
pediatrics  includes  as  well  the  study  of  the 
child  and  its  development,  both  physical  and 
mental,  from  the  time  of  conception  to  adol- 
escence and  the  carrying  out  of  all  possible 
measures  to  insure  normal  development  and 
to  prevent  disease. 

Pediatrics  is  a relatively  new  specialty. 
Although  not  one  of  the  pioneers  of  pedia- 
trics in  this  conntry,  1 am  now  one  of  the 
oldest  ten  or  a dozen  pediatricians  still  alive 
and  active.  Incidentally,  the  pioneers — 
-lacohi.  Holt,  Hotch.  Ratchford — as  well  as 
Forcheimer  and  0.sler,  who  are  better  known 
in  connection  with  internal  medicine,  were 
not  so  much  older  than  I but  that  T knew  them 
all  intiimately.  When  I began  to  devote  my- 
sjelf  exclusively  to  pediatrics,  some  thirty 
odd  years  ago,  there  were  certainly  not  more 
than"  one  hundred  pediatricians  in  the 
United  States,  and  very  few  of  them  devoted 
them.selves  entirely  to  pediatrics.  Now  the 
Tai'ge  cities  are  overrun  with  them  and  there 
is  hardlv  a town  of  any  size,  at  any  rate  in 
the  Eastern  States,  that  has  not  at  least  one 
pediatrician.  The  demand  has  increased 

*Rpafl  before  the  Kentucky  State  "Medical  Association, 
October  3-5.  1932. 


treiniendously,  but  the  supply  has  increased 
faster  than  the  demand.  Pediatrics  for  some 
years  offered  one  of  the  great  opportunities 
111  medicine.  It  does  not  now.  The  oppor- 
tunity at  present  is  for  physicians  who  will 
specialize  in  the  diseases  of  old  age. 

The  development  of  the  interest  in  pedia- 
trics and  the  increase  in  the  facilities  for 
the  care  of  sick  infants  and  children  during 
tiie  luSt  forty  years  has  been  phenomenal.  I 
will  not  weary  you  with  statistics,  but  will 
merely  cite  a few  examples.  Those  who  wash 
accurate  figures  can  find  them  in  the  reports 
of  the  White  House  Conference. 

Nothing  shows  more  conclusively  the 
growth  in  the  interest  in  pediatrics  than  the 
increase  in  the  number  of  special  pediatric 
societies.  The  section  on  diseases  of  children 
of  the  American  Medical  Association  was 
established,  1 think,  about  1880.  For  some 
years  it  was  si>arsely  attended  and  evoked' 
little  general  interest.  At  the  last  meeting 
of  the  Association  at  Neev  Orleans  I am  told 
that  the  attendance  at  this  section  was  larger 
than  that  at  the  section  on  medicine.  The 
American  Pediatric  Society  was  founded  in 
1889  and  was  for  la.  considerable  num'je  ■ of 
years  the  011I3'  special  society  devoted  to  the 
study  of  pediatrics.  Now  there  are  a number 
of  national  societies,  notably  the  American 
Academy  of  Pediatrics,  several  flourishing 
regional  societies,  like  the  Central  States  and 
the  New  England  pediatric  societies  and 
many  state  and  ilocal  organizations.  The 
American  Journal  of  Diseases  of  Children 
lists  seven  national,  eleven  state  and  twenty- 
four  local  societies. 

The  Archives  of  Pediatrics  was,  1 think, 
the  first  medical  journal  devoted  exclusively 
to  children  published  in  this  country.  The 
current  volume  is  numbered  49.  We  now 
have  in  addition  the  American  Journal  of 
Diseases  of  Children,  which  first  appeared 
in  1911,  each  number  of  which  is  almost  as 
large  as  a book,  and  the  new  Jownal  of 
Pediatrics,  the  organ  of  the  American  Aca- 
demy of  Pediatrics. 

Pediatrics  was  for  many  years  taught,  or 
supposed  to  be  taught,  by  the  departments 
of  obstetrics  or  of  the  diseases  of  women  and 
children.  It  wao  not  until  some  time  in  the 
eighties  that  any  progress  was  made  toward 
establishing  it  as  a special  department  or 
subdepartment.  The  Harvard  Medical  School 
was,  if  not  the  first,  among  the  first  to  do 
this.  Dr.  Rotch  having  been  made  assistant 
])rofessor  of  j)ediatrics  in  1888  and  full  pro- 
fe.ssor  in  1893.  Since  that  time  the  impor- 
tance of  the  pediatric  department  in  the  med- 
ical schools  has  steadily  increased.  At 
Harvard  it  has  for  the  lad  20  years  at  least 
ranked  with  medicine  and  surgery  as  pne  of 
the  three  major  departments.  There  is  stdl 
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mucb  room,  however,  for  improvement  in  the 
teaching  of  pediatrics  in  many  our  medical 
schools.  The  Committees  on  Medical  Educa- 
tion of  the  White  Honise  Conference  and 
of  the  American  Academy  of  Pediatrics  are 
doing  their  best  to  see  that  the  teaching  in 
these  schools  is  brought  up  to  standard. 

The  facilities  for  the  care  of  sick  children 
were  for  many  years  very  meagre.  The  first 
hospital  in  this  country  for  the  care  of  chil- 
dren exclusively  was  established  in  Philadel- 
phia in  1855,  the  next  in  Chicago  in  1865 
the  next  in  Boston  in  1869.  The  Infants’ 
Hospital  in  Boston  was  opentid  in  1883. 
Xow  there  are  special  hospitals  for  infants 
and  children  in  all  our  large  cities  and  most 
of  the  general  hospitals  in  the  smalh.r  cities 
have  special  wards  for  children.  The  num- 
ber of  the.se  hospitals  is  not  so  important  as 
that  they  show  that  both  physieians  and  the 
public  realize  that  infants  and  childre;.  need 
■special  care  and  treatment. 

The  pediatrician  is  usually  spoken  of  as 
a spectelist.  He  really  is  not.  lii  fact,  In' 
is  now  the  only  general  practitioner  left.  He 
merely  limits  his  practice  to  Ihose  yonn'rer 
than  adults.  Nevertheless,  the  pediatrician 
is  in  a sense  a.  specialist,  as  special  training 
in  the  anatomy,  physiology,  development, 
and  pathology  of  disease  in  early  life  is  nec- 
e.s,sary.  He  requires  not  onp'  the  ordinary 
medical  training  but  also  special  training  in 
infants’  and  children’s  hospitals,  as  well  as 
in  preventive  pediatrics,  before  he  is  fit  to 
practice  pediatrics.  Personally,  T think  he 
ought  to  do  a genei’al  practice  for  a time,  or 
at  least  have  a general  medical  hospital  serv- 
ice, before  be  takes  up  tlu*  study  of  pedia- 
tries as  a specialty.  Otherwise  he  will  be 
too  narrow  and'  his  point  of  view  too  limited. 
Few  of  ouir  teachers.  hoAvever,  will  aoree  with 
me.  They  believe  that  an  intensive  training- 
in  pediatrics  alone  is  better.  This  may,  per- 
haps, be  so.  if  the  pediatrician  is  to  devote 
himself  entirely  to  hospital  or  laboratory 
work.  T am  certain  that  it  is  not  so,  if  he 
intends  to  practice.  No  phvsician  is  justi- 
fied in  calling  himself  a pediatrician  simply 
because  he  has  taken  a few  p os '.graduate 
courses,  is  fond  of  children,  or  likes  to  treat 
them. 

The  recenlly  formed  Americai.  A'-'ademy  of 
Pediatrics  admit  to  its  ranks  onlv  those  who 
are  believed  to  be  thoroughlv  nualified 
nediatricians.  Tt  is  probable  that  it  will  not 
be  long  before  every  such  man  is  a member. 
The  natural  corollarr  will  +hen  be  tim-l  anv 
nhvsician  claimino-  to  be  a pediatrician  who 
is  not  a member  is  not  nualified.  The  ob- 
iects  of  this  Academv  are  largelv  altruisti'* 
cTid  “none  of  them  are  for  necuniarv  pro- 
tit.”  Thev  are.  in  brief,  “to  foster  and 
^t'inmila.+e  (interest  f\n  nediiatiAies  and  epr- 
relate  all  aspects  of  the  work  for  the  welfare 


of  children  which  propeily  coiuo  within  the 
scope'  01  peatatncs”  and  “to  cstabiisii  and 
maintain  the  highest  possible  standards  for 
pediatric  education  in  medical  schools  and 
hospitaLs,  pediatric  practice  and  research.” 

xis  jmu  all  know,  there  is  much  discussion 
going  on  now  as  to  whether  higher  degrees 
should  be  required  for  the  practice  of  tho 
variouh  specialties  and  as  to  whether  spe- 
cialists sliould  be  licensed  or  certified, 
rime  will  tell  what  the  decision  will  be. 
Personally,  I am  not  worried  about  these 
matters,  as  1 am  sure  that  the  various  bodies 
which  are  now  ccusidering  them  will  not 
only  see  that  there  is  no  lowering  of  the 
standards  required  for  specialists,  whether 
pediatracians  or  not,  but  will  provide  for 
raising  them.  What  troubles  me  is  the  lack 
of  knowledge  of  and  of  interest  in  children 
among  tlie  physieians  now  in  practice. 
While,  as  1 have  said,  there  is  no  lack  of 
jiediatrieians  in  our  ities  and  large  towns, 
nevertheless  a large  proportion  of  our  chil- 
dren must  necessarily  be  taken  care  of  by 
what  is  commonly  known  as  the  general  or 
family  practitioner.  This  is,  I believe,  as  it 
should  be.  The  properly  trained  pliy.sician 
should  be  able  to  watch  over  and  direct  the 
development  of  the  normal  child  and  to  take 
care  of  its  minor  ailment.  If  he  is  the 
“family  physician,”  he  ought  tO'  be  able  to 
do  it  as  Avell,  or  .even  better,  than  a pedia- 
trician, because  he  knows  the  child’s  family, 
its  inheritance  and  its  environment  better 
than  any  outsider  can.  A very  large  propor- 
tion of  the  older  physicians,  however,  did  not 
get  proper  training  in  pediatrics  when  they 
were  .students,  especially  as  regards  the  nor- 
mal child  and  preventive  pediatrics,  and  are, 
therefore,  not  qualified  to  saxpei  intend  the 
care  and  development  of  normal  infants  and 
children.  Furthermore,  many  of  them  are 
not  interested.  If  they  do  not  get  interested 
and  learn  hoAv  to  take  care  of  children,  they 
Avill  lose  their  patients  to  younger  physieians, 
wdio  are  better  trained,  and  to  the  pediatri- 
ciians. 

This  defect  in  medical  training  is  now  be- 
ing rapidly  corrected,  largely  as  the  risult  of 
the  White  House  Conference  and  the  efforts 
of  the  American  Academy  of  Pediatrics. 
The  coming  geneiations  of  physicians  will,  in 
consequence,  be  better  qualihied.  In  the 
meanlime,  howevielr,  more  attention  srould 
be  paid  to  pediatric  questions  at  the  meet- 
ings of  local,  county  and  state  societies  and 
short  gradtiate  courses  and  extension  courses 
should  be  given,  in  order  to  .correct  the  de- 
fects in  the  jia.st  medical  trainino’  of  the  older 
nhysicians.  The  jihysicians  in  children’s 
hospitals  and  the  teachers  in  the  medical 
schools  should,  moreover,  do  moie  than  they 
are  now  doing  to  acquaint  the  physieians  in 
their  communities  with  the  j)rogre.s.s  which 
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is  being  made  in  pediatrics.  The  doors  of 
our  hospitals  and  medical  schools  should  al- 
ways be  open  lo  the  practitioner  endeavoring 
to  increase  his  knowledge  of  pediatrics. 

Pediatricians  have  always  practiced  pre- 
ventive medicine.  In  fact,  they  were  the 
first  to  do  this  systematically  amd  to  appre- 
ciate its  importance.  They  have,  indeed, 
labored  so  strenuously  to  prevent  disease  in 
early  life,  and  have  suoceeded  so  well,  that 
they  have  to  a considerable  extent  put  them- 
selves out  of  business.  This  is  a fortunate 
or  an  unfortunate  result,  according  to  the 
point  of  view.  They  have  always  advocated 
vaccination  against  smaU-pox,  and  toxin- 
antitoxin  for  the  prevention  of  diphtheria. 
In  many  instances  they  have  been  in  advanse 
of  the  public,  health  authorities.  The  initi- 
ative for  the  purification  of  the  milk  supply 
was,  for  Example,  taken  by  pediatricians. 

In  the  past,  however,  pediatricians  prac- 
ticed preventive  pediatrics  largely  as  indivi- 
duals for  individuals  instead  of  as  a group  for 
groups.  In  consequence,  their  work  attracts 
little  or  no  attention.  Neither  the  laity  nor 
physicians  in  general  took  any  interest  in  it. 
Since  the  World  War,  however,  the  attitude 
of  the  American  public  as  to  the  ehUd  and 
its  welfare  has  changed  materially.  It  now 
demands  that  active  measures  be  taken  for 
the  preservation,  protection  and  guidance  of 
children.  In  the  paSt  such  measures  have 
been  undertaken  and  canded  out  largely  by 
laymen  without  adequate  medical  advice. 
This  was  largely  because  of  the  lack  of  in- 
terest of  ijediatricians  and  physicians  in  gen- 
eral, although  a few  individnals  help>ed  them 
in  their  work.  Unfortunately,  some  actively 
opposed  it.  Others  were  held  back  by  the 
fear  that  they  would  be  criticized  by  their 
j rofessional  brethren  and  a . cased  of  unethical 
conduct.  The  White  House  Conterenee  has, 
1 think,  shown  the  laity  their  need  of  pro- 
fessional advice.  I believe  that  they  will 
welcome  the  aid  and  leadership  of  pedia- 
tricians in  their  undertakings.  It  is  the 
duty  of  the  pediatricians,  and  also  of  all 
physicians,  to  take  part  in  the  great  move- 
ments which  ax’e  going  on  in  behalf  of  the 
welfare  of  American  children.  This  is  ap- 
])reciated  by  the  Executive  Board  of  the 
American  Academy  of  Pediatiies,  the  nation- 
al organization  of  pediatricians,  which  voted 
that  it  is,  “the  policy  of  the  Academy  to 
create  reciprocal  and  friendly  relations  with 
all  professional  and  lay  organizations  that 
are  interested  in  the  health  and  protection  of 
children.”  If  you  are  unwilling  or  not  in- 
i lined  to  take  part  in  these  great  undertak- 
ings. may  I ask  you  not  to  criticize,  obstruct 
or  ostracize  those  who  do.  These  are  strong 
words,  but  no  stronger  than  the  happienings 
in  certain  medical  communities  warrant. 

Pediatricians,  like  other  physicians,  are  a 


[December,  1932 

simpile  folk.  They  are  perhaps  even  more 
guileless  than  their  professional  brethren 
because  of  their  intimate  association  with  the 

innoicent  ’ ’ babies  and  little  children.  They 
are  on  every  “sucker  list.”  They  are  easy 
marks.  Like  the  community  at  large  they 
prefer  to  have  siomeone  else  think  for  them. 
They  are  prone  to  believe  the  man  who  talks 
loudest  and  longest.  Like  the  ladies,  they 
must  be  in  fashion.  They  must  keep  up  with 
the  procession  ^and  use  the  newest  methods 
and  the  newest  drugs,  whether  their  useful- 
ness has  been  proven  or  not.  There  is  some 
excuse  for  them,  however,  in  that  if  they  do 
not  use  them,  some  of  their  competitors  will, 
and  the  public,  which  is  even  more  gullible 
than  the  pediatrician,  is  always  impressed 
by  the  spectacular  and  is  still  looking  for 
miracles,  will  leave  them  and  flock  to  the 
man  wi  o has  the  most  impressive  layout 
and  prescribes  the  newest  and  most  expensive 
drugs.  IMany  pediatricians  prefer  to  read 
the  broadsides  of  the  drug  houses  and  the 
mianufacturers  of  foods  t:'  the  Journal  of 
the  American  Medical  Association.  Lots 
of  them  love  to  be  instructed  by  the 
commercial  travelers.  I fear  that  some  of 
them  nuay  believe  -what  they  hear  over  the 
radio.  Some  of  them  prefer  to  give  canned 
foods  to  human  milk;  some  think  tha  all 
babies  can  be  fed  alike  and  that  corn  pro- 
duces a better  sugar  than  the  human  breast. 
Others  believe  that  babies  and  ebildren  like 
spinach ; others  that  bananas  are  a specific  in 
coeliac  disease.  Some  of  them  think  that 
special  window  glass  will  prevent  colds  and 
that  the  ultraviolet  rays  “pep  up”  the  sys- 
tem. Others  forget  that  tanning  is  Nature’s 
protection  against  the  penetration  of  the 
sun’s  rays  and  that  the  laws  of  physics  as 
to  the  equalization  of  the  temperature  of  two 
contiguous  bodies  have  not  changed.  In 
■other  words,  like  other  physicians,  while  well- 
meaning,  of  fair  judgment,  and  reasonably 
intelligent,  they  are  sometimes  credulous. 
Whatever  their  failings  in  these  respects,  the 
events  of  the  last  few  years  show,  however, 
that  they  compare  favorably  with  the  great 
financiers,  the  noted  executives  and  the 
captains  of  industry,  to  say  nothing  of  those 
who  are  supposed  to  represent  uls  at  the 
Capitol  in  Washington. 

Epispadias  as  Cause  of  Incontinence. — Seyn- 
s(we  reports  the  clinical  history  of  a woman  with 
considerable  epispadias.  He  evaluates  three  sur- 
gical methods  that  could  have  been  employed  in 
this  case  and  then  shows  why  he  combined  vesico- 
vaginal interposition  of  the  uterus  with  direct 
muscular  plastic  operation.  He  shows  that  only 
the  combination  of  the  two  methods  produces 
conditions  that  <"orrespond  to  the  anatomic  re- 
quirements of  a vesical  closure.  The  treatment 
resulted  in  complete  recovery. 
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THE  MEDICAL  ASSOCIATION  AND  THE 
MILK  SUPPLY* 

Ira  V.  Hisoock,  Ph.  D. 

Professor  of  Public  Health  Yale  School  of 
Medicine,  New  Haven,  Connecticut. 

The  invitation  of  the  Council  of  the  Ken- 
tucky State  Medical  Association,  through 
your  honorable  Secretary  and  esteemed  State 
Health  Officer,  Dr.  Arthur  T.  McCormack, 
was  accepted  with  great  pleasure.  Kentucl^ 
has  eontributed  much  to  the  cause  of  public 
health  in  the  United  States,  and  the  interest 
and  support  of  its  medical  profession  in  the 
cause  of  sound  community  health  measures 
are  well  recognized.  Furthermore,  the  posi- 
tion occupied  in  state  and  national  health  af- 
fairs by  your  Secretary  is  one  of  leadership* 
of  the  highest  charaicter,  of  which  the  State 
and  the  medical  profession  may  be  justly 
proud.  I appreciate  the  honor  of  your  in- 
vitation. 

The  Physician  as  Health  Advisor 
The  subject  of  milk  is  a fitting  topic  for 
consideration  by  physicians  who  occupy  such 
an  important  place  in  the  lives  of  the  people 
of  the  Commonwealth.  The  modern  phy- 
sician is  a key  person  in  the  program  of  com- 
munity heaUh  and  preventive  medicine. 
Medical  societies,  through  their  public  health 
advisory  committees,  render  invaluable  serv- 
ice to  both  official  and'  non-official  health 
asencies  and  administrators.  Family  physi- 
cians are  in  a.  unique  position  to  srive^  advice 
regardinsT  matters  of  personal  hygiene  to 
those  whom  thev  serve.  A recent  icounty 
medical  society  bulletin  issued  to  the  mem- 
bership carries  the  message:  “The  public 

deserves  a service  from  the  profession  in  the 
form  of  guidance  in  nutritional  matters,  and 
the  physician  should  he  as  prudently  minded, 
alert  and  discriminating  in  prescrihing  foods 
as  in  Ttrescribing  medicine,  operations,  and 
physiotherapy.”  Of  particular  importance 
is  this  auestion  during  these  distressing  times 
of  economic  pres,sure.  When  every  ^ dollar 
must  go  the  limit  and'  a balanced  diet  is  .chal- 
lenged. milk  helps  the  thrifty  housewife  to 
keepi  her  budget  and  helps  to  maintain  nor- 
mal growth  of  children. 

Milk  and  the  Public  Health 
Milk  is  undoubtedly  our  most  important 
food  prodnict.  Probably  no  phase  of  public 
health  administration  has  received  more  in- 
tensive study  over  a long  period  of  years  than 
methods  for  safeguarding  milk  supplies.  The 
need  for  such  study  is  apparent  when  one 
considers  the  value  of  milk  as  a food,^  the 
history  of  milk-borne  disease,  and  the  diver- 

*Read before  the  Kentucky  State  Medical  Association, 
I.ouisville,  October  4,  1932. 


sity  of  methods  of  protecting  ^his  essential 
food. 

Value  and  Use  op  Milk 

Continued  investigations  over  a long  period 
of  years  and  practical  experience  have  given 
coniclusive  evidence  that  cow’s  milk  contaius 
the  essential  food  elements  in  a form  which 
is  easily  assimilated.  It  is  a most  suitable 
food  for  consumption  by  man  and  indispens- 
able in  the  diet  of  infants  and  invalids.  Care- 
ful studies  of  the  relative  merits  of  artificial 
and  breast  feeding  for  infants  indicate  the 
superiority  of  the  latter.  Breast  feeding  of 
infants  should  be  encouraged  whenever  pos- 
sible. For  infants  who  for  one  reason  or 
another  cannot  be  breast-fed,  however,  prop- 
erly modified  cows’  milk  remains  the  most 
popular.  Furthermore,  milk  is  an  indis- 
peusable  part  of  the  diet  of  mothers  who  arc 
carrying  or  nursing  babies  and  of  young 
children. 

The  most  recent  Icomprehensive  report  on 
the  subject  of  Nutrition  is  contained  in  the 
publication  of  the  Proceedings  of  the  White 
House  Conference  on  Child  Health  and  Pro- 
tection. An  admirable  resume  of  the  find- 
ings of  several  committees  was  presented  by 
Dr.  Lafayette  D.  Mendel,  who  remarked  that 
every  writer  on  child  welfare  stresses  the 
outstanding  importance  of  milk  in  the  diet 
of  the  young. 

“It  remained  for  modern  science  to  trans- 
fer the  dictum  ‘a  quart  of  milk  for  every 
child’  from  the  domain  of  empirical  belief 
to  the  field  of  experimental  justification.  Some 
protagonists  find  the  outstanding  value  of 
milk  in  that  it  is  a ‘protective  food’;  it  is  the 
best  single  supplement  to  insure  that  there 
shall  be  no  outstanding  inadequacies.  Others 
look  upon  milk  as  an  almost  ideal  foundation 
upon  which  an  optimal  diet  can  be  built.” 

In  connection  with  the  problem  of  emer- 
gency food  relief  and  child  health,  a valuable 
publication  was  recently  issued  by  the  U.  S. 
Department  of  Labor,  Children’s  Bureau  and 
the  U.  S.  Department  of  Agriculture,  Bureau 
of  Home  Economics.  Certain  very  minimum 
requirements  are  established.  For  every 
child  every  day,  there  must  be  one  pint  of 
milk,  but  the  statement  is  added,  ‘ ‘ He  should 
have  11/2  to  2 pints.”  Two  teaspoonfuls  of 
Icod  liver  oil  if  he  is  less  than  2 years  old  are 
essential,  but  he  should  have  3 to  4 tea- 
spoonfuls. One  vegetable  or  fruit  is  neces- 
sary, but  he  should  have  three  or  four.  And 
there  should  also  be  plenty  of  bread,  cereals, 
and  other  energy  and  body  building  foods. 

To  quote  further  from  this  bulletin: 

“The  food  needs  of  growing  children  pre- 
sent the  most  important  of  all  the  problems 
to  be  met  in  planning  relief  budgets.  Growth 
increases  the  demand  not  only  upon  the 
quantity  of  food,  but  also  upon  the  quality. 
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Growth  also  hastens  the  ill  effects  of  an  in- 
adequate diet.  Certain  specific  inadequacies 
in  diet  result  in  deficiency  diseases  suich  as 
rijc.kets,  scurvy  and  pellagra.  But  the  results 
of  jirolongfcd  general  underfeeding — common- 
ly known  as  “general  malnutrition” — while 
they  may  be  less  dramatic  and  more  easily 
overlooked,  are  not  less  serious.  In  time  of 
economic  stress,  children  may  suffer  both 
types  of  damage  unless  the  diet  is  carefully 
safeguarded.  The  standard  of  all  relief 
should  be  such  as  to  provide  a fully  adequate 
diet,  which  allows  variety  and  an  ample 
margin  of  satety  in  all  the  nutritive  essen- 
tials, and  every  effort  to  maintain  such  a 
standard  should  be  made  even  under  emer- 
gency conditions.  ’ ’ 

111  commenting  upon  the  conspicuous  place 
of  milk  in  the  dietary  of  the  young,  Professor 
i\Iary  Schwartz  Hose  states  that 

•‘Milk  owes  its  imjiortance  in  the  diet  to 
the  excellent  quality  of  its  proteins  and  their 
supplementary  value  fcr  the  cereal  proteins; 
to  the  completeness  of  its  assortment  of  min- 
eral elements  and  the  excellent  proportions 
in  which  they  occur;  to  the  high  eonteut  of 
calcium,  which  makes  milk  almost  indispens- 
able for  ideal  storage  of  this  element  during 
growth ; to  the  presence  of  Vitamins  A,  B and 
r'  in  (piantities  which  make  generous  use  of 
milk  day  by  day  a practical  guarantee 
against  deficiency  of  any  of  the  three ; and  to 
the  presence  of  an  appreciable  amount  of 
Vitamin  D in  association  with  a calciuiu- 
phosphorou'S  ratio  very  favorable  to  the  cal- 
cification of  bones  and  teeth.” 

That  the  average  American  family  does 
not  include  as  mulch  milk  in  the  dietary  as 
tlie  desirable  standai-d  sng’gested  is  well 
known.  But  the  average  per  capita  daily 
milk  consumption  in  this  country  closely  ap- 
proaches one  pint,  varying  considei’able  in 
different  communities. 

According  to  a i-eport  in  the  -Inly  30,  19.32 
number  of  the  American  IMedical  Associartion 
-Tournal,  the  New  York  citizen  dr'inlcs  about 
a pint  of  milk  a day,  tin*  citizens  of  Hamburg 
and  Cophenhagen  almut  four-fifths  pint,  and 
three-fourths  pint  respOctivelv,  in  contrast 
witli  the  I’ari'dan  who  drinks  about  one-third 
pint  and  the  Berliner  twe-fifths  ^lint,  while 
in  London  the  consumi)tion  is  about  midway 
between  these  last  two. 

Althou'-di  there  are  doubtless  a few  ])ei-sons 
who  have  an  undeniable  idiosyncrasy,  usually 
some  anaphylaeti/c  manifestation,  which  may 
jireelude  the  use  of  this  food  in  itheir  diets, 
while  other  persons  may  have  a “fancied 
dietary  grievance  against  milk,”  these  by  no 
means  represent  the  mass  of  the  ])oi)ulation. 
Hence  there  seems  to  be  abnndanit  occasion 
for  the  promotion  of  unblic  health  ]>olicies 
in  urging  increased  milk  consumption  to  the 
desirable  average  suggested. 


i’ASTEUKlZATlON 

Between  I860  and  1870,  Louis  Basteur, 
of  I'rance,  discovered  that  it  beer  and 
wine  were  heated  to  a temperature  ol  158‘' 
to  116^"  1'.,  and  kept  at  that  temperature  for 
a period  of  time,  the  flavor  was  improvetl 
and  the  loss  from  spoilage  was  prevented. 
Boon  after  this  discovery,  the  heating  of  wines 
aiid  beers  became  quite  general  in  Europe, 
and  the  process  was  termed  “pasteurization” 
from  the  iia:me  of  the  man  who  discovered  it 
cind  first  practiced  it.  Some  time  later,  the 
same  principle  was  applied  to  milk,  in  cer- 
tain sections  of  Europe,  notable  Germany  and 
Denmark.^  The  advantages  of  pasteurization 
are  that  it  makes  the  milk  safe  by  dcstroyiiig 
any  pathogeiiic  bacteria  that  may  be  pres- 
ent, it  prolongs  the  life  of  the  milk  by  reduc- 
ing the  number  of  lactic  acid  organisms,  and 
it  materially  reduc.es  the  total  bacterial  count. 

While  clean,  fresh  cow ’s  milk  is  recognized 
ais  the  best  available  form  of  milk  for  infants 
after  they  are  weaned,  public  health  workers 
and  leading  pediatricians  emphasize  that  milk 
for  infant  aitd  child  feeding  should  be  boiled 
or  pasteurized  as  an  added  safeguard  against 
communicable  diseases  which  may  be  trans- 
mitted by  raw^  milk.  Boiling  of  milk  also  ap- 
parently renders  the  product  more  digestible 
for  infants.  The  most  coimnonly  accepted 
definition  of  pasteurization  is  the  following : 

“Pasteurization  is  the  i^rocess  of  heating 
milk  to  a tempeianture  of  approximately  145 
degreees  P.,  never  lower  than  142  degrees  P., 
holding  eveiy  portion  of  the  milk  at  that  tem- 
perature for  a period  of  at  least  thirty  min- 
utes, and  then  promptly  eiooling  below  50 
degrees  P.” 

In  recent  years,  several  state  departments 
of  health,  on  the  basis  of  careful  tests,  have 
approved  of  high  temperature — short  time 
holding  pasteurizers  umh'r  certain  restric- 
tions similar  to  those  recommended  in  a 
)nemorandnm  of  the  IJ.  B.  Public  Health 
Service  dated  Pebruai’y,  1932. 

An  editorial  in  the  April  9,  1932  -Journal 
of  the  American  Medi'eal  Association  seems 
timely  in  Ibis  connection : 

“The  nutritive  virtues  of  milk  and  milk 
products  have  for  many  years  received  wide 
acelaim  in  this  country.  There  are,  however, 
certain  questions  in  relation  to  milk  that 
many  physicians  are  likely  to  have  propound- 
ed to  them  repeatedly.  The  debate  about  the 
comparative  values  of  the  mammary  secretion 
from  different  breeds  no  longer  attracts  at- 
tentiori  to  any  considerable  degree.  One  of 
the  frequent  queries  relates  to  the  possible 
choice  between  raw  and  nastenrized  milks. 

“In  a recent  monthly  bulletin  of  the  New 
Haven  Department  of  Health.  IMendeP  of 
Yale  has  pointed  out  'certain  sanitary  aspects 
of  the  problem.  That  raw  milk  may  carrv' 
po.ssibilities  of  harm  from  disease-producing 
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microorganisms  witb  vvbicli  il  ma^’  become 
coutainiiiaieu  unuer  eiuiei.t  vvoiKiug  conui- 
uons  in.  me  uairy  iiuiusiry  is  eviuenl,  ne 
says,  irom  recoracti  experience,  it  is  generally 
aumitiea  lurtnermore,  mat  tnis  menace  may 
in  large  measure  oe  avenea  oy  pasteurizaiioii 
unuer  properly  contruiieu  eonuiiious.  me 
possiuiiity  01  securing  "saie  miiK  tnrougU 
ciauorate  sanitary  control  oi  iiie  entire  pro- 
cess oi  mariteting  miiH  may  be  aUnuitteU;  uui 
at  present  tiie  necessary  proeeuures  are  too 
elaborate  ana  costly,  says  j.\ienael,  to  malie 
certiiied  milk  or  otner  raw  milk  ol  equal  Iree- 
uom  irom  object-onaoie  baeteriai  coniamina- 
tion  available  to  more  tlian  a limited  number 
01  persons,  even  ii  its  use  were  preemiuentJy 
uesirable.  Tlie  trutli  oi  tiiese  conclusions  is 
all  me  greater  auring  a period  ol  stress  like 
me  present  when  luiius  lor  lood  purcliases 
are  olten  at  a low  ebb  in  many  lamilies.  Une 
may  properly  ask  wiietner  tne  use  oi  miik 
made  baeterioiogicaily  saler  by  proper  pas- 
teurization IS  detrimental  in  otlier  ways. 

"Almost  every  mother  has  been  taug'ht 
that  pasiteurized  milk,  and  perhaps  preler- 
able  ail  milk,  should  be  supplemented  with 
some  antiscorbutic,  such  as  orange  juice  or 
tomato  juice,  in  other  respects  pasteurized 
milk  seems  to  possess  parity  with  the  un- 
heated product,  il  we  may  believe  the  latest 
studies  at  the  Ohio  Agricultural  Experiment 
Station.  Comparaibie  animals  particuhuiy 
sensitive  to  nutritive  deficiencies  were  fed 
under  precisely  similar  environmental  condi- 
tions with  milk  from  a constant  source  of 
supply.  The  milk  furnished  to  one  of  the 
groups  was  pasteurized.  The  assertion  that 
jiasteurizing  destroys  some  of  the  calcifying 
properties  of  milk  was  not  substantiated. 
There  Avere  no  differences  in  growth.  The 
Ohio  investigators  therefore  asseiT  that,  until 
further  evidence  to  the  contrary  is  available, 
no  alarm  need  be  felt  over  tlie  nutritive  value 
of  present  pasteurized  milk  supplies.” 
Modification 

With  the  proigress  of  laboratory  studies, 
coupled  with  clinical  exjierience,  much 
knowledge  has  been  gained  regarding  the 
modification  of  milk  for  the  artificial  feeding 
of  infants.  Dr.  Grover  Powers,  in  the  White 
House  Conference  report,  suggests  that  from 
clinical  experience  it  seems  very  likely  that 
the  majoriity  of  infants  thrive  best  on  millc 
Avhen  it  is  so  modified  for  them  that  between 
10  to  20  per  cent  of  the  total  calories  are  in 
protein,  between  15  and  30  per  cent  in  fat 
and  between  50  and  65  per  cent  in  carbo- 
hydrate. Budin  showed  tliat  the  cooking  of 
cow’s  milk  greatly  enhanced  the  value  of 
the  milk  in  the  feeding  of  infants.  Similar- 
ly, as  Dr.  Powers  has  pointed  out,  investiga- 
tors have  fed  milk  which  has  been  alkalinized, 
acidified,  peptonized,  treated  with  colloids 
by  the  addition  of  starch  solution  or  gelatine. 


concentrated  or  dried,  with  a growing  reaiiza- 
iioii  Luat  nowever  dissimilar  some  or  these 
processes  and  nowever  diverse  tne  cuanges 
proa  need  uy  tuem  in  the  miiK,  one  enect  on 
Lue  milk  common  to  ait  is  brought  about  suc.Ji 
mat  wueu  tne  mnk  is  acted  upon  by  rennin, 
me  protein  is  precipitated  in  liner  curds  than 
1*  tne  ease  wim  raw  milk. 

e^OMI'REuENSlVli  AiLLK  SUFEItVlSlUN  jN’ecESSARY 

Ailik  and  its  products,  butter,  cream,  cheese, 
butter-milk,  saim  miiK,  and  ice  cream,  we 
ma^'  repeat,  constitute  the  most  important 
arucles  used  for  duman  lood.  The  sanitary 
supervision  ol  eacn  of  these  products  is  nec- 
essaiy.  As  a city  increases  in  size,  its  milk 
supiJiies  tend  to  merge  more  and  more  until 
iinaily  thousands  of  people  may  be  supplied 
irom  one  plant  whicn  received  its  produu 
irom  hundreds  of  farms  widely  scattered. 

it  IS  easy  to  understand  how  milk  supplies, 
unless  properly  controlled, miay  be  the  vehicle 
ol  outbreaks  of  disease,  for  milk  is  a natural 
growing  medium  for  several  disease-produ'.;- 
iiig  bacteria.  A service  is,  therefore,  neces- 
sary for  the  control  of  milk  supplies  from  the 
source  of  production  to  the  point  of  delivery, 
together  with  an  endeavor  to  educate  the 
public  as  to  the  value  of  an  adequate  supply 
of  clean,  safe  milk,  and  the  necessity  of 
proper  home  care  of  milk. 

'Ihe  two  essential  features  to  be  considered 
are  (Ij  that  production  of  milk  on  the  farm 
must  be  so  conducted  that  the  possibility  of 
intection  will  be  reduced  to  a minimum,  and 
(2)  that  subsequent  pasteurization  must  be 
so  scientifically  applied  that  any  infection 
which  does  occur,  despite  the  farm  produc- 
tion precautions,  will  be  prevented  from 
ivachiulg  the  consumer.  The  meeting  of  either 
of  these  requirements  alone  is  not  sufficient, 
for  altliough  pasteurization  is  the  one  safe- 
guard, it  is  not  a panacea  and  it  cannot  make 
of  unedean  milk  an  ideal  fot.d,  nor  will  the 
most  thorough  going  inapecticn  of  the  farms 
l)revent  the  ocea-sional  infection  of  a raw  milk 
supply  with  the  germs  of  one  of  the  com- 
municable diseases,  or  with  the  germs  from 
diseased  udders. 

While  enormous  sums  of  money  have  been 
exjiendod  in  the  provision  of  personnel  for 
supervidon  of  milk  supplies,  and  while  great 
.strides  have  been  maide  in  many  localities  in 
imiu’oving  the  quality  of  milk  and  milk  pro- 
ducts, methods  and  types  of  organization 
differ  considerably,  and  there  is  yet  much 
opportunity  for  improvement  especially  in 
the  small  cities  and  rural  areas.  Further- 
more, many  cities  and  counties  lack  adequate, 
trained  personnel.  The  extension  of  fuU-timp 
rounfjf  health  units  with  trained  personnel 
is  perhaps  the  outstanding  need  at  present. 
Regardless  of  local  provisions  throughout  tli.* 
icountry.  the  further  need  for  organized  ef- 
fort and  leadership  from  the  State  is  evident. 
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Such,  provision  is  especially  important  in  the 
development  and  entoi cement  of  appropriate 
legislation,  the  maintenance  ot  trained  ad- 
visory anu  supervisory  service,  ami  the  meas- 
urement of  results,  v aluaoie  assistance  may 
also  be  secuaed  from  federal  departments. 

In  spite  01  progress  in  milk  supervision,  a 
recent  report  made  by  l)r.  S.  J.  (Jrumbiue  to 
tue  fcjtate  and  Provincial  Health  Autliorities 
oi  hiortli  America  snows  the  need  for  cou- 
tinuea  vi'giianoe.  h'or  tke  year  lObl,  Ib 
states  reported  37  milk-borne  epidemics  of 
it  ditterent  diseases  with  1,383  cases  ot  dis- 
ease and  22  deaths.  During  the  past  eight 
years,  there  were  339  epidemics,  involving 
11, 20b  cases  and  119  deatns.  in  1931,  typhoid 
fever  is  specified  as  the  disease  involved  in 
eiguteen,  or  almost  19  per  cent  of  the  epide- 
mics, white  septic  sore  throat  is  second  with 
9 epidemics.  These  two  diseases  were  respon- 
sible for  27  epidemics,  1,168  cases  and  all 
of  the  22  deaths.  The  epidemics  last  year 
were  confined  to  communities  of  less  than 
2,500  population.  This  repoit  concludes  that 
the  reduction  of  personnel  or  the  elimination 
of  milk  control  measures,  because  of  ecoiu- 
mic  conditions,  might  be  a very  hazardous 
and  costly  expedient. 

As  recognized  by  Louisville,  an  ordinan  ‘.■e 
based  on  and  including  the  provisions  of  the 
state  statutes  should  be  in  force,  which  pre- 
scribed the  safeguards  with  which  milk  should 
be  surroiuided  on  the  farm,  at  the  pasteuriza- 
tion or  milk  plant,  and  during'  delivery.  The 
standard  Milk  Ordinance,  published  by  the 
Lnited  States  Public  Health  Service  is  a 
\aluable  aid  to  inspection  for  liealth  officers 
and  inspectors,  and  has  been  one  of  the  most 
helpful  devices  used  in  recent  years  to  pro- 
mote the  improvement  of  our  milk  supplies. 

During  the  past  8 years.  444  American 
niuniciDalities,  located  in  25  states,  have 
adopted  this  progTam  in  a eo-ordinated  at- 
tempt to  improve  and  to  unify  milk  sanitation 
methods. 

Trained  Inspection  Service 

Dairy  farms,  creameries,  milk  stations,  ice- 
cream plants,  and  other  plants  handling  milk 
products  need  regular  careful  inspections. 
Special  consideration  must  be  given  to  the 
methods  of  sterilization  of  bottles,  cans  and 
equipment;  to  the  effectiveness  of  operation 
of  pasteurizing  machinery;  to  refrigeration 
methods ; to  the  health  of  the  workers ; and  to 
general  cleanliness.  Progress  in  milk  control 
work  has  been  noteworthy  since  the  function 
of  the  inspector  became  recognized  as  that 
of  an  educator  rather  than  a policeman.  The 
operation  and  control  of  milk  production  and 
delivery  requires  constant  vigilance  on  the 
part  of  trained  operators  and  inspectors. 

Health  Insurance  by  Pasteurization 

Inasmuch  as  milk  is  a vital  food  for  which 
there  is  no  adequate  substitute,  it  is  imper- 


ative that  safe  milk  be  at  all  times  available 
for  the  public.  Milk  is  also  an  excellent 
medium  lor  bacterial  gi'owth  and  must,  therc- 
lore,  ue  produced  and  Uanuied  under  tUe 
most  favoiauie  conduioiis  oi  modern  sauir  i 
lion,  i'asleurization  is  tne  most  reliaulc 
saieguard  at  present  avaiiaule  loi  practical 
use  in  communities,  iteaiizing  mat  me  pro- 
duction ox  'Clean,  sale  miili:  is  essential,  tne 
dairy  industry  is  co-operating  wim  various 
agencies  to  improve  the  miiK  mppiy  and  to 
saieguard  lurtner  tins  essential  lood  by 
proper  pasteurization.  Tne  National  Dairy 
(Jouncil  nas  puuiisned  a summary  of  the  opin- 
ions oif  many  leading  scientists,  pUysicians 
and  weliare  organizations  on  tnis  suujcct.  It 
IS  generally  considered  that  pasteurization  is 
not  a substitute  lor  sanitation  but  sUould  be 
coupled  witn  adequate  supervision  at  tne 
source  and  at  tne  milk  plant.  JNo  epidemic  of 
disease  has  ever  been  traced  to  milk  wdicli 
wias  properly  pasteurized  and  protected  from 
contamination  afterwards. 

Pasteurization  should  be  defined  by  law ; 
it  should  be  considered  not  as  a substitute  lor 
the  sanitai-y  protduction  of  milk,  but  as  an 
added  saieguard.  In  several  cities,  all  milk 
IS  pasteurized,  land  this  is  a wise  procedure 
which  should  be  increasedly  adopted  by 
cities.  The  committee  on  milk  of  the  State 
and  Provincial  Health  Authorities  of  'North 
America  has  stated  on  the  basis  of  substantial 
reasons  that  it  considers  dangerous  to  the 
public  health  any  movement  or  policy  the  re- 
sult of  which  would  be  to  mislead  the  milk 
consumer  into  thinking  that  Grade  A raw 
milk  is  more  natural  and  therefore  better  for 
babies  than  Grade  A pasteurized  milk. 

Dr.  Crumbine,  General  Executive  of  the 
American  Child  Health  Association,  has  called 
attention  to  the  fact  that  the  large  cities  have 
long  recognized  the  protection  afforded  by 
Iiasteurization.  “Can  we  permit  the  25,000,- 
000  in  the  small  towns  of  the  country  to  be 
without  this  protection?  The  problem  of  the 
large  city  is  to  extend  the  provisions  of  exist- 
ing pasteurization  requirements.  The  jirob- 
lem  of  the  small  town  is  to  awaken  its  citizens 
to  the  need  for  the  production  of  clean  milk 
rendered  safe  by  pasteurization.  This  re- 
quires the  passage  and  enforcement  of  a 
projier  milk  eontrol  ordinance.” 

Special  Requirements 

Lack  of  cooling  or  improper  cooling  of  milk 
is  doubtless  the  largest  cause  of  high  baeterial 
counts  in  milk,  as  it  is  received  on  the  average 
market.  Milk  should  be  cooled  as  soon  as  it 
is  drawn  from  the  cow  so  far  as  possible. 
Public  Health  departments  stress  the  imqior- 
tance  of  enforcement  of  temperature  stand- 
ards with  regard  to  milk  in  transit  and  that 
held  for  sale,  and  co-operate  with  the  pro- 
ducers and  dealers  in  giving  advice  regarding 
the  most  practical  methods  of  cooling  and  of 
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oonstructiou  ol  cooling  devices).  Eilorts> 
snouid.  oe  made  to  liave  nulk  cooiecL  promptly 
alter  pasiteurization  to  a lemperauue  oi  ou 
r . or  lower,  ami  lieni  at  a temperature  as> 
iovv  asi  tms  until  it  is>  ueliverieci  to  tne  con- 
siumer.  Anotner  very  important  leature  oi 
supervision  is  tlie  lauoratory.  Several  prac- 
tical nacterioiogical,  ctienucai,  and  micro- 
scopic tests  liave  oeen  devisied  lor  use  in  liie 
supervision  ot  milk  supplies.  Samples  of 
miiii  ana  milk  prouucts  lor  laooratory  exam- 
ination snouid  ue  collected  at  irequent  inter- 
vals irom  stations,  creameries,  wagons  and 
stores. 

All  cattle  producing  milk  to  be  sold  raw 
siiouid  L)e  required  to  be  tuuerctnin  tested 
regularly  vvitn  prompt  removal  of  reacting 
animals  irom  tne  keras.  in  several  localities, 
It  IS  required  tnat  all  dairy  cattle,  wnetner 
producing  milk  to  oe  sold  raw  or  pasteurized, 
ue  regularly  tested.  kUy^sical  examinations 
skould  be  sukiciently  tnorougii  to  include 
efforts  for  the  detection  of  mastitis,  in  an 
increasing  nuinjOer  of  areas,  systemic  testing 
01  keras  ror  Orucella  abortus  inioction  is  be- 
ing undertaken  in  order  to  control  contagious 
abortion  and  to  meet  tke  problem  of  unduiaut 
fever. 

i'kere  are  other  special  requirements  worthy 
of  consideration,  liottled  iviilk,  by  ordinance 
requirement,  should  be  plainly  marked  to 
show  the  name  of  the  producer,  or  distributor, 
tke  grade,  and  the  date  of  production  or 
pasteurization.  All  milk  sold  in  public  eat- 
ing establishments  should  be  served  in  the 
original  conti  iner.  The  retail  sale  of  milk, 
except  in  bottles,  should  be  prohibited.  All 
handlers  of  milk  to  be  sold  raw  and  all  hand- 
lers of  milk  in  the  process  of  pasteurization 
and  after  pasteurization  should  be  subject  to 
la  systematic  and  frequent  medical  examina- 
tion, including  laboratory  tests  which  are 
perhaps  the  most  important  feature  of  the 
Examination. 

In  the  United  States  the  pasteurization  of 
milk  and  control  of  bovine  tuberculosis  are 
solving  the  problem  of  human  infection  with 
bovine  strains.  Large  areas  have  been  freed 
from  this  disease.  There  are  nearly  1,000 
modified  accredited  counties.  The  probable 
source  of  human  infection  is  through  raw 
milk  from  cows  affected  with  tuberculous 
udders.  According  to  Corbett  the  prevalence 
of  the  bovine  type  in  cervical  glands  that  had 
been  removed  surgically  from  persons  16 
years  of  age  and  younger,  varied  considerable 
in  different  countries.  In  Scotland  it  wa.s 
87  per  cent,  in  the  United  States  53  per  cent, 
and  in  Germany  35  per  cent. 

Hasseltine  recently  reported  6 cases  of 
undulant  fever  occurring  in  a town  of  5,387 
population,  all  of  whom  used  raw  milk  from 
the  same  dairy,  which  supplied  17  per  cent 
of  the  milk  sold  in  town.  Laboratory  tests 


of  the  animals  in  the  herd  revealed  evidence 
of  Brucella  Infection  tn  a large  number  of 
tke  cows.  In  addition,  Bruceiia  was  isolated 
from  tke  milk  of  two  of  the  reacting  animals. 
No  cases  of  undulant  lever  occurred  in  the 
borough  after  the  producer  and  dealer  began 
pasteurization. 

The  Situation  in  Kentucky 

Where  does  yoiu-  State  stand  in  regard 
to  milk  supervision?  Berhaps  it  is  Dold 
of  the  speaker  to  suggest  certain  possibilities. 
The  Board  of  Heaitn  has  been  working  foi- 
years  to  improve  the  milk  supply,  and,  f un- 
derstand, IS  advocating  the  principles  of  the 
^Standard  Mhk  Ordinance  to  the  smaller  com- 
munities of  the  State. 

iVfr.  W.  A.  Dorsey,  State  Dairy  Specialist, 
has  been  devoting  the  past  three  months  to  an 
intensive  ice  cream  sanitation  program  in 
Central  Kentucky.  He  has  found  that  pas- 
teurization of  the  ice  cream  mix  certainly 
pays  in  lower  bacterial  counts.  The  average 
total  count  of  samples  of  ice  cream  made  from 
pasteurized  mix  was  around  50,000  while  that 
of  ice  cream  made  of  raw  milk  products  ran 
over  1,000,000.  Mrs.  Sarah  Vance  Dugan  of 
the  State  Department  of  Health,  in  the  Sep- 
tember, 1932  bulletin  of  the  State  Board  of 
Health,  has  called  attention  to  other  impor- 
tant provisions.  Milk  should  be  served  in 
the  original  bottle  and  every  proprietor  of 
an  “Accredited”  restaurant  .should,  if  pos- 
sible, serve  Grade  “A”  Basteurized  milk,  fi 
Grade  “A”  pasteurized  milk  cannot  be  ob- 
tained, Grade  “A”  raw  milk  should  be  serv- 
ed. The  local  health  officer  can  tell  the 
grades  of  the  dairies  in  his  community.  The 
public  is  urged  to  use  Grade  “A”  milk. 

It  is  also  noteworthy  that  full-time  county 
health  units  are  increasing.  Eighty  of  the 
120  counties  have  full-time  county  units,  and 
in  most  of  them,  where  there  is  a large  town, 
active  milk  control  work  has  been  inaugurated 
Some  15  cities  in  the  State  have  adopted  the 
Standaird  Ordinance.  In  19  other  counties 
there  is  being  produced  Grade  “A”  milk  un- 
der the  supervision  of  full-time  counties 
without  the  support  of  a local  ordinance. 

The  Physicians  have  supported  the  milk 
supervision  program  and  can  continue  to  do 
much  good  in  their  communities  in  its  fur- 
ther advancement  along  sound  lines  and  in 
encouraging  their  patients  to  use  safe  milk 
and  to  give  it  the  proper  care  in  the  home. 
Their  support  of  a modern  milk  ordinance 
for  the  State  as  a whole  will  mean  much.  Is 
it  too  much  to  hope  that  the  mothers  in  smtiJl 
communities  where  pasteurized  milk  is  not 
yet  available  may  be  stimulated  to  the  use 
of  the  simple  method  of  liome  pasteurization  ? 
The  medical  schools  have  a responsibility  for 
instructing  their  students  on  the  question  of 
milk  by  lectures,  discussion  and  inspection 
trips.  The  pediatricians  are  in  a strategic 
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position  to  spread,  tire  message  widely  ior  tbe 
ueneiit  or  tneir  iaondies.  One  county  med- 
ical society  includes  in  its  lulormationai  pro- 
gram a montuiy  communication  to  pedia- 
tricians regarding  liigb  grade  milk,  its  status 
in  tUe  county  and  its  importance  to  tbe  con- 
sumer. bomewbat  similar  communications 
are  planned  ior  tbe  local  medical  societies 
and  tue  liospital  medical  stalls  oi  tbe  county. 

Tlie  city  of  Louisville  bas  shown  tbe  way, 
and  tbe  intelligence  with  wbicb  tbe  educa- 
tional campaign  with  iieference  to  tbe  con- 
sumption of  Grade  “A”  pasteurized  milk 
bas  Deen  conducted  is  praiseworthy  and  out- 
standing. This  city  bas  continued  to  demion- 
strate  tlie  interest  of  its  community  leaders 
111  matters  relating  to  human  welfare  through 
tile  institution  of  a comprehensive  milk  con- 
trol campaign  and  tbe  adoption  of  a miodern 
milk  ordinance,  fcjince  tlie  'ordinance  was 
adopted  in  Louisville  over  a year  ago,  it  is 
graiifying  to  note  tbe  excellent  co-operation 
on  tbe  part  of  tbe  milk  dealers,  milk  control 
ollieials  and  tbe  public  in  its  enforcement. 
The  assistance  given  to  tbe  production  of  a 
satisfactory  nuik  supply  by  tbe  Mayor’s 
Committee  deserves  special  mention.  Milk 
consumption  is  only  a little  over  half  that  of 
tbe  average  in  cities  of  this  size,  it  is  note- 
worthy that  about  96%  of  tbe  supply  is  pas- 
teurized. Tbe  importance  of  trained  officials 
cannot  be  over  emphasized.  Louisville  bas 
been  fortunate  in  the  selection  of  its  chief 
of  tbe  milk  division,  who  occupies  a recog- 
nized position  in  the  International  Associa- 
tion of  Dairy  and  Milk  inspectors. 

Experience  indicates  that  educational  cam- 
jiaigns  for  adequate  and  safe  milk  supiilics 
and  for  adequate  milk  consumption  bring 
their  rewards  in  the  pro.motion  and  preser- 
vation of  public  health.  The  active  par- 
ticipation of  tbe  medical  society,  and  of  tbe 
individual  physician  in  the  preventive  medi- 
cal program  of  tbe  community,  which  in- 
cludes the  milk  supply,  will  go  far  in  attain- 
ing the  goal  which  Louisville  bas  nearly 
reached. 
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Cancerous  Metastasis  of  Bone  Simulating  Pri- 
mary Sarcoma. — Korkhov  and  Mintz  state  that 
neoplastic  metastasis  in  the  bones  may  often 
mask  the  primary  manifestations.  He  describes 
two  personal  observations.  In  one  case,  an  osteo- 
clastoma of  the  left  capula  was  found  on  roent- 
gen examination  to  be  secondary  to  a cancer  of 
the  left  bronchus.  In  the  second  instance,  roent- 
genograms proved  the  primary  manifestation  to 
be  an  ulcus  carcinomatosum  of  the  stomach  with 
metastases  in  the  pelvis  rib,  pleura  and  lungs. 


REMOVAL  OF  THE  PHOSTATE 
THROUGH  THE  URETHRA* 

OWSEEY  Gkant,  M.  D.,  F.  a.  0.  S. 

Louisville. 

Obstruction  to  urination  by  tbe  prostate 
gland,  in  tbe  latter  part  of  life  bas  been  rec- 
lOig-nized  for  a great  number  oi  years  as  a 
iiequent  occurrence,  so  frequent,  mdeed, 
that  it  has  become  an  object  of  apprehension 
by  a great  number  of  men  of  fifty-five  and 
over.  ISince  its  recognition,  efforts  to  alle- 
viate the  condition  have  been  made,  tbe  earl- 
iest ones  by  making  a channel  through  tbe 
gland,  tbe  rater,  at  tbe  dawn  of  tbe  suilgieal 
era,  by  removal  of  tbe  obstructing  part  of  tbe 
gland.  Since,  even  when  surrounded  by  the 
aureola  af  asepsis  and  admininstered  by  tbe 
most  skilled  bands,  tbe  operation  of  prosta- 
tectomy is  attended  by  some  considerable 
mortality,  and  a much  greater  morbidity, 
tlieri'  have  been  constant  eliorts  to  simplity 
the  procedure,  and  otfer  relief  by  a less  for- 
midable method  for  at  least  those  glands  that 
are  not  too  large,  it  is  tbe  most,  brilliant  of 
those  efforts  that  we  now  discuss. 

Since  tiie  obstruction  is  occasioned  by 
changes  in  the  gland,  in  some  instances  of  an 
adenomatous  type  and  in  others  of  a fibrous 
type,  it  has  become  recognized  that  it  is  not 
necessary  to  remowe  the  entire  gland  itself, 
but  that  removal  of  portions  of  it  will  insure 
against  its  recurrence  in  all  but  a minute  per- 
centage of  cases.  The  popularity  and  success 
of  the  “punch  operation”  for  over  two  de- 
cades attests  the  truth  of  this  assertion.  But 
the  “jnuicb  operation”  bad  many  deficiences. 
It  was  limited  in  its  success  because  it  couhi 
not  remove  sufficient  tissue  at  a sitting,  it 
was  often  attended  by  serious  bleeding,  and 
the  inability  of  tbe  operator  to  see  at  all  times 
precisely  what  he  was  dOfinig  because  the 
visibility  of  the  field  was  poor. 

When  an  electric  current  cuf  high  frequency 
was  devised  that  enabled  the  operator  to  cut 
tissue  successfully  under  water,  and  at  the 
same  time  a current  that  would  coagulate  and 
seal  the  blood  vessels  out,  a powerful  instru- 
ment was  put  into  the  hands  of  the  urologisi  . 
Now  AVith  a small  loop  he  could  cut  the 
prostate  through  a field  surrounded  by  water 
and  through  the  cystoscope  he  could  see 
as  Avell  and  even  better  than  through  an  open 
operation.  This  was  the  birth  of  transure- 
thral resection  of  the  prostate,  and  in  the  past 
three  years  several  thousand  eases  have  been 
.successfully  operated.  Many  minds  and  hands 
liad  a great  share  in  its  development,  but  our 
current  interest  is  more  practical  than  his- 
torical. 

*Read  before  the  Kentucky  St.ite  Medical  Association, 
October.  1932,  and  Aledico-Chirurgical  Society  of  Louisville, 
May,  1932.  . 
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Fig.  1.  McCartli"  Resectoscope  Jnassembled. 


Kesectoscope 


showing 
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cutting  loop. 


Pig.  2.  Mcv^arthy  Kesectoscope  Absemhied. 


Fig.  4.  X-Ray  of  end  section  showing  Tr’-f:"!!  of  lamp 
and  loop  in  sheath  with  Bakelite  top. 
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Fig.  5.  Mobile  iiovie  Unit. 

To  describe  the  operation  first.  The  es- 
sential units  are  a cystoscope  in  a non-con- 
ducting sheath  which  also  contains  a loop  of 
wire  for  the  transmissal  of  the  cutting  current. 
iMost  suitable  for  this  purpose  we  have  found 
the  McCarthy  Resectoscope  which  is  shown 
in  Fig.  1 unassembled  and  in  Pig.  2 the  parts 
assembled  for  operation.  Fig.  3 gives  a-  de- 
tailed view  of  the  cutting  loop  in  the  sheath 
and  shows  the  tip  of  the  cystoscope  which 
yields  the  vision.  Pig.  4 is  the  same  shown 
in  better  detail  by  an  x-ray  photograph.  The 
loop  is  attached  to  a racket  and  pinion  gear 
which  enables  the  operator  to  move  it  back 
and  forth  at  will. 

The  igenerator  of  the  high  frequency  cur- 
rent is  so  constructed  as  to  have  one  side  for 
a cutting  current  and  one  for  a coagulating 
current  to  control  hemorrhage.  fPig.  5).  This 
is  the  Bovie  Mobile  Unit.  Tt  is  attached  to 
an  ordinary  wall  socket  and  then  one  elec- 
trode to  the  patient’s  buttocks  and  the  active 
electrode  to  the  cutting  loop  at  the  cystoscope. 
By  moving  the  current  selector  either  cutting 
or  coagulating  current  is  obtained  and  by 
pressure  of  the  foot  switch  the  current  turn- 


ed on  and  off  instantly.  The  instrument  is 
introduced  into  the  urethra  and  under  per- 
fection vision  portions  of  the  prostate  are- 
pared  off  by  passing  the  cutting  loop  through 
it.  Figs.  ( 6 to  9 ) . So  much  of  the  gland  is 
removed  as  is  deemed  necessary,  any  bleeding 
points  are  arrested  by  light  coagulation,  a 
retention  catheter  passed  into  the  uretha  and 
the  ojmration  is  complete.  The  subsequent 
course  is  irrigation  of  the  bladder  at  pre- 
scribed intervals,  removal  oif  the  catheter  on 
the  third  or  fourth  day,  at  which  time  the  pa- 
tient should  void  normally. 

So  described  this  seems  a very  simple 
procedure;  so  enacted  it  is  a highly  tech- 
nical one  involving  much  practice  and 
judgment.  Nothing  can  be  more  misleading 
than  the  rash  statements  of  over  enthusastic 
neophytes  that  this  is  a “minor  operation.” 
Because  it  consumes  from  fifteen  to  forty 
minutes,  restores  the  pa-tient  to  his  bed  awake 
and  comfortable,  with  no  blood  lost  and  no 
shock,  it  presents  a spectacular,  spell  binding 
ampfression  ;0n  the  audience.  It  would:  be 
easy  to  carve  out  the  Venus  de  Milo,  or  the 
colossal  statue  of  Michelangelo’s  Moses,  if- 
one  knew  how.  The  “learning  how”  of  Re- 
section demands  first  of  all  a good  eysto- 
scopist  with  manual  dexterity  and  an  opera- 
tor of  practical  judgment  in  the  previobis 
handling  of  prostatics. 

Though  this  operation  is  applicable  to  over 
80%  of  cases  of  prostatism  who  present  them- 
selves for  relief,  it  is  in  no  wise  devised  as 
lan  operation  to  be  applied  to  patients  who 
are  not  ordinarily  fit  subjects  for  prostatec- 
tomy. All  cases  submitted  to  this  operation 
must  (not  should  but  must)  have  the  same 
painstaking  nreparation  as  those  for  open 
operation.  We  must  remember  that  securing 
a free  channel  for  urination  is  only  a part 
of  the  object  of  relieving  the  prostatie.  The 
heart,  the  kidney  function,  the  general  condi- 
tion have  been  damaged  by  the  back  pressure 
and  absorption  of  urinary  elements  and  these 
most  vital  organ.s  must  be  brousht  to  a fa- 
vorable outlook  before  any  further  insult  is 
added  to  the  patient.  Consequently  pre- 
liminary drainage  by  catheter  to  restore  these 
functions  where  they  are  impaired  and  ac- 
custom the  urethra  to  instrumentation  are 
paramount  requisites.  A little  leeway  may  be 
allowed  in  those  cases  that  after  preliminary 
drainage  never  reach  a .state  qr.ite  satisfac- 
tory for  the  graver  operation  of  prostatec- 
tomy. In  certain  cases  of  this  type,  when 
prolonged  drainage  has  shown  that  they  have 
recovered  their  circulation  and  renal  func- 
tions as  far  as  they  ever  will  recover,  though 
this  recovery  be  not  quite  so  complete  as  we 
wish  for,  yet  these  patients  are  much  better 
able  to  withstand  the  minor  insult  of  some 
shockless  urethral  manipulation  than  the 
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Fig.  8.  Median  and  Left  Lateral  Lobes  pared  off. 
(Sten  2) 

graver  complete  enucleation  of  the  prostate 
through  an  open  -wound  and  prolonged  dis- 
agreeable drainage  through  a sinus.  This  is 
a matter  of  individual  judgment. 


Fig.  9.  Median  and  both  laterals  pared  off  completing 
channel. 

What  Types  op  Obstructing  Prostate  Per 
Se  Are  Amenable  to  This  Operation.? 
Pigs.  6,  10  and  11  present  the  types  of  the 
bulk  of  obstructing  prostates,  roughly  60  per 
cent.  All  these  are  readily  operated  by  re- 
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Fijj.  10.  Moderate  Median  Lobe  Ilypertro’^uV. 


11.  Bilateral  Hypertropay. 

section.  Another  tweiity  ])er  cent  of  prostates 
are  earcinomatons.  Another  ten  per  cent  are 
fibrous  bars  and  bladder  neck  constrictions 
and  small  .subcervical  inlands,  ({ranted  that 
circnlatorv  and  renal  affections  are  restored, 
only  those  which  are  enormously  by-  ‘ 

pertrophied  and  extend  far  into  the  bladder, 
those  spoken  of  as  grades  three  and  four  in 
a scale  of  four,  are  better  done  by  open  opera- 
tion. Since  enormously  hypertrophied  glands 
constitute  onlj^  about  five  per  cent  of  ob- 
structing prostates,  this  rules  out  only  a 
small  proportion.  Other  contraindications 
constituting  another  five  or  six  per  cent  are 
those  patients  that  tolerate  urethral  catheters 
poorly,  hiighly  vascular  glands  that  do  not 
subside  and  patients  having  deformities  of 
tlie  urethra  that  preclude  successful  visual- 


ization of  tlie  urethra  by  the  cystoscope 

Cancer  of  the  prostate  not  only  does  not 
contraindicate  this  operation  but  in  fact 
forms  one  of  its  most  valuable  fields.  Here 
a satisfactory  channel  may  be  made,  afford- 
ing the  patient  as  long  as  he  may  live  a na- 
ural  outlet  for  his  urine  with  complete  con- 
trol instead  of  a foul  and  disagreeable  \;ncon- 
trolled  outlet  by  suprapubic  catheter. 

What  Are  the  Dangers  of  the 
Operation.? 

It  is  a striking  fact  that  all  operators  who 
have  done  any  large  series  of  cases,  and  of 
course  these  were  the  pioneers,  were  appalled 
by  their  mortality  in  the  first  twenty  to 
forty  cases.  Mortality  at  this  stage  ran  as 
high  as  twenty-five  per  cent.  Then  these 
same  operators  learned  by  experience  many 
of  the  lessons  which  can  be  passed  on.  They 
banished  the  thought  that  it  was  a minor 
operation,  they  perceived  the  absolute  neces- 
sity of  preliminary  preparation.  The  con- 
trol of  hemorrhage  was  in  early  cases  a ser- 
ious factor  because  proper  currents  were  not 
available.  Their  subsequent  series  showed 
quite  a different  picture.  After  learning  these 
lessons  mortality  dropped  abruptly  and  now 
in  several  series  of  150  cases  the  mortality  is 
less  than  tw'o  ner  cent.  I doubt  if  this  will 
ever  be  much  diminished  considering  the  age 
and  physical  condition  of  the  great  majority 
of  r»ro.states.  The  danger  from  hemorrhage 
T think  Ave  may  safely  say  has  been  eradi- 
cated. With  the  present  thorouigh  under- 
standing proper  amounts  of  tisssue  are  re- 
moved and  the  channel  left  in  a satisfactory 
condition. 

Wile  Prostatism  Occqr  After  This 
Operation  ? 

A twenty  year  experience  with  the  punch 
jH’oved  that  even  with  the  small  amount 
removed  by  this  procedure  recurrences  were 
very  rare,  the  prostate  shrinking  after  the 
efficient  drainage  provided.  Where  we  may 
now  remove  as  much  tissue  as  we  desire,  the 
likelihood  of  recurrence  except  in  malignant 
cases  seems  extremldy  unli/kely  and  three 
years’  experience  has  offered  that  same  evi- 
dence so  far.  Prostatism  itself  is  not 
without  some  recurrence,  and  in  many  cases 
the  transurethral  instrument  has  been  used 
to  remove  remaining  tags  .or  new  growths 
after  operation. 

What  Are  the  Advantages  of  (the 
Operation? 

Much  shorter  hospitalization.  Most  pa- 
tients remain  ))Ost operatively  one  week,  only 
the  rare  one  over  two  weeks.  An  agreeable 
convalescence  with  no  draining  sinus,  no 
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urine  soaked  dressings,  complete  freedom  of 
movement  and  a prompt  resumption  of  their 
normal  diet  and  activities,  iiecently  we 
operated  four  of  these  cases  one  morning  and 
on  the  following  day,  less  than  twenty-four 
hours,  when  we  entered  the  hospital  for 
rounds,  all  were  sitting:  in  chairs  besides  their 
beds  as  comfortably  as  the  day  before.  This 
means  a greatly  diminished  cost  for  nursing, 
dressings,  and  hospital  room  rent. 

While  sexual  power  is  not  a vital  factor 
at  this  age,  yet  the  libido  is  not  decreased, 
in  some  cases  patients  state  boastfully  that 
it  is  greatly  improved,  and  it  is  to  be  ex- 
pected as  especial  care  is  taken  to  limit  the 
resection  to  that  portion  of  the  urethra  be- 
hind the  vera,  always  sparing  that  structure. 

Incontinence 

In  none  of  our  cases  has  incontiuence  ever 
occurred,  nor  have  any  of  the  resectionisLs 
to  whom  1 have  talked  had  a different  experi- 
ence. The  residual  urine  should  be  complete- 
ly eliminated.  In  certain  cases  of  atonic 
and  deformed  bladders  it  may  only  be  lessen 
ed  but  only  two  of  our  cases  have  had  ov;-j- 
one  ounce. 

That  this  operation  has  a permanent  place 
is  we  think  undeniable.  Already  two  large 
clinics  report  that  only  ten  per  cent  of  pros- 
tates are  being  operated  on  by  the  open 
method.  Considering  the  rapid  evolutioii  of 
this  procedure  it  has  been  accepted  by  ex- 
perienced urologists  with  more  avidity  ami 
confidence  than  any  procedure  which  lias 
occurred  within  my  memory,  not  even  ex- 
cepting intravenous  ui’Ography.  So  bril- 
liant are  the  results  that  they  aiinply  repay 
the  efforts  and  expense  oif  acquiring  the  nee 
essaiy  dexterity  and  instruments  and  present 
a gracious  memorial  as  the  gift  of  Urology 
to  both  the  living  and  Posterity. 

DISCUSSION 

W.  T.  Briggs,  Lexington:  iMr.  Chairman  and 

Ladieis  and  Gentlemen:  I am  sure  you  all  en- 

joyed Dr.  Grant’s  paper  as  much  as  I did,  even 
though  you  are  not  as  much  interested  in  the 
urological  side. 

One  thing  he  could  not  Sbring  out  on  account 
of  the  shortness  of  time  is  the  economic  aspect, 
which  is  a great  thing  in  large  city  hospitals:  and 
to  all  individuals  who  are  unfortunate  enougn 
to  have  to  have  this  obstruction. 

Dr.  Alcock  last  year  at  the  urological  meeting 
in  Toronto  read  a paper  on  this  same  subject, 
and  his  figures  show  somthing  as  follows:  “A. 

bed  that  formerly  took  care  of  one  prestatic  pa- 
tient is  now  accommodating  from  two  and  a half 
to  three  and  a half  patients.  The  saving  in  the 
cost  of  cotton  and  gauze  on  the  urological  floor 
for  the  present  year  is  going  to  amount  to  ap- 
proximately $7200.  Our  bill  for  Pezzer  cathe- 
ters will  be  about  $600  less  this  year  than  it 
was  before  we  took  up  prostatic  resection.  When 


our  year  of  rescetion  work  is  up  the  first  of 
August  we  will  have  taken  care  of  about  250 
prostate  cases.  Had  the  University  taken  care 
of  these  same  cases  by  the  old  method  it  would 
have  cost  them,  outside  of  the  above  savings, 
approximately  $35,000  or  $40,000  more  than  it 
is  going  to  cost  them  as  it  is.” 

’ihat  is  a very  imortant  phase  of  the  question. 
The  patient  for  this  operation  has  to  be  pre- 
pared just  exactly  the  same  as  for  an  enuclea- 
tion. If  it  is  a case  where  in  enucleation  you 
should  do  a twonstage  operation,  then  you  should 
do  a two-stage  operation  here.  When  his  blood 
chemistry  and  phthalein  output  shows  that  he 
is  in  good  condition,  you  can  go  ahead.  As  Dr. 
Grant  says,  this  is  not  a minor  operation. 

Eleven  Losi  Angeles  urologists,  pooling  their 
experiences  with  this  operation  in  110  cases,  had 
a mortality  of  8.2  per  cent.  The  mortality  in 
the  first  forty-one  cases,  many  of  whom  were 
poor  with  large  glands,  was  22  per  cent.  The 
Los  Angeles  urologists  decided  that  Grade  3 or 
4 hypertrophies  had  best  be  handled  by  prosta- 
tectomy. 

Dr.  Davis,  who  is  the  leader  in  this  field  and 
has  done  about  400  operations,  turns  over  his 
largest  glands  to  Dr.  Thompson  in  the  same 
dine.  At  the  same  time.  Dr.  Davis  recently  re- 
moved a middle  lobe  that  weighed  50  grams, 
and  that  is  a pretty  big  middle  lobe. 

Dr.  Alcock,  whose  figures  I just  read  to  you, 
of  Iowa  City,  experienced  a mortality  of  22  per- 
cent for  his  first  fifty  cases,  and  at  the  meeting 
he  showed  graphically  how  his  mortality  de- 
creased as  he  became  more  experienced. 

S.  C.  McCoy,  Louisville:  I want  to  say  that 

I not  only  gained  by  seeing  Dr.  Grant’s  presen- 
tation of  his  cases  here,  but  I have  also  had  the 
privilege  of  seeing  him  demonstrate  practically 
the  same  thing  on  the  living  subject,  which  was 
to  me  a revelation.  I have  seen  Dr.  Gran.t  do 
a few  of  these  cases,  and  I think  in  his  selection 
of  cases  and  the  cases,  .that  he  operated  on,  the 
operation  was  marvelous. 

As  he  has  brought  out  here,  the  lack  of  hos- 
pitalization ip.lnd  the  various  other  phases  are  im- 
portant to  the  man  who  is  considering  a pros- 
tatectomy. We  prostatectomists,  or  whatever 
you  might  classify  us  as,  are  a little  slow  to 
gather  those  things  until  we  find  the  ultimate 
resiults. 

The  .statistics  are  brought  out  in  a very  frank 
wiay  to  permit  you  to  study  for  yourself  the  out- 
come of  this  operation.  Dr.  Young’s  mortality 
report  is  three  per  cent,  and  we  who  claim  to  do 
prostatectomies  are  trying  to  get  to  that  point. 

C.  G.  Hoffman,  Louisville : Inasmuch  as  the 

mortality  rate  has  been  high,  the  mortality  rate 
in  anything  we  have  done  surgically  in  the  ..start 
wias  very  high.  There  are  improvements  on  these 
instruments.  Dr.  Grant  has  been  using  .the  Mc- 
Carthy instrument,  and  it  is  the  consensus  of 
opinion  that  it  is  the  most  simplified  instrument. 
Most  of  these  instruments  were  very  complicated 
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and  it  took  six  pairs  of  hands  to  take  care  of 
them. 

1 think  this  subject  is  in  its  infancy.  As  we 
go  on  we  will  find  it  is  just  the  thing  to  do. 
ihe  original  punch  operation  of  course  carried 
a lot  of  mortality  with  it;  the  field  was  not 
visualized;  you  didn’t  know  what  you  were  doing, 
and  after  you  located  your  median  bar  you  went 
in  in^  a blind  way  and  got  a piece  of  it  out  with 
the  electric  cautery.  But  here  you  know  exactly 
what  you  are  doing. 

I think  Dr.  Grant  ought  to  have  a vote  of 
thanks  for  having  the  courage  of  his  convic- 
tions and  being  the  first  to  dot  it. 

Arthur  T.  McCormack,  Loulsville:  I am  par- 

ticularly glad  that  Dr.  Burrow  said  what  he  did, 
because  I think  it  is  important  as  giving  us  an 
opportunity  to  emphasize  the  unity  of  the  medi- 
cal pr  fession.  A few  years  ago  any  one  of 
us  did  eveiything.  Now  all  of  us  are  trying 
to  do  the  same  thing  and  we  aie  tryiiig  to  do  it 
well.  In  order  to  do  that  it  is  just  as  impor- 
tant for  the  family  physician  who  is  going  to 
refer  a case  to  a surgeon,  to  make  the  diagnosis 
early  enough  to  refer  that  patient  when  some- 
thing can  be  done  for  him,  as  it  is  for  the  sur- 
geon to  be  able  to  operate  correctly  or  for  the 
other  consultant  to  be  able  to  take  care  ci  the 
case  correctly.  Unless  the  man  who  first  sees 
the  case  sends  the  patient  to  the  man  who  is 
going  to  do  this  very  interesting  and  very 
simple  operation  compared  with  many  orhe'' 
procedures  in  surgery,  while  the  patient  has  a 
chance  to  live  and  not  so  late  that  the  operative 
risk  is  multiplied  by  a very  considerable  per- 
centage, the  mortality  figures  cannot  be  mucn 
improved. 

The  same  discussion  has  occurred  with  every 
new  procedure.  Dr.  Burrow  and  I took  part 
more  years  ago  than  either  of  us  would  be  willing 
to  admit,  in  the  discussion  of  the  high  mortality 
in  the  operations  for  appendicitis  At  the  be- 
ginning it  was  enormously  high,  oecause  those 
of  us  who  were  seeing  patients  were  not  sending 
them  to  the  surgeon  early  enough  for  him  to 
take  care  of  them  right.  We  ware  still  giving 
them  the  purgatives;  we  were  still  doing  the 
things  that  we  are  doing  with  prostatic  cases 
now.  When  a prostate  becomes  a physical  en- 
largement to  such  a degree  that  it  is  an  ob- 
struction to  the  urinary  passages,  that  is  the 
time  for  the  operation  to  be  done  and  not  after 
the  patient  becomes  semi-moribund  so  that  he  is 
already  in+ected  and  poisoned  and  in  a serious 
condition. 

The  important  thing  for  us  all  to  learn  is 
teamwork,  that  we  are  parts  of  a profession,  and 
that  the  small  percentage  of  cases,  not  more 
than  ten,  that  are  necessary  to  refer  to  others 
from  the  accurate  general  practitioner — the  class 
from  which  Dr.  Burrow  comes — should  be  re- 
ferred sufficiently  early  that  the  consulting 
surgeon  has  the  opportunity  to  care  for  them 
in  accordance  with  the  dictates  of  science. 


[December,  1932 

Louis  Frank;  I nave  been  very  much  inter- 
ested in  this  paper.  Those  of  us  who  have  fol- 
lowed the  progress  of  prostatic  surgery  since 
its  advent  some  thirty-five  years  ago  cannot  but 
be  impressed  by  the  tremendous  advances  that 
have  been  made  in  this  line  of  work.  Following 
the  work  of  Fuller  and  Preyer,  perbaps  the  great- 
est advance  made  in  this  field  of  surgery  was 
the  work  done  iby  Young  in  the  removal  of  the 
prostate  gland  by  the  perineal  route,  but  even 
with  this  method,  which  made  it  an  operation 
of  clean  dissection,  we  were  net  able 'to  reduce 
the  mortality  greatly  in  the  beginning,  and  it  is 
largely  due  to  the  de/elopment  of  physiological 
chemistry  and  studies  in  blood  chemistry  that 
urologists  have  been  able  to  attain  the  degree 
of  perfection  of  the  present  day  operation,  both 
in  the  mechanical  removal  of  the  prostate  and 
in  the  reduction  of  the  mortalFy  rate.  Dr. 
Grant  touched  the  keynote  when  he  intimated 
in  his:  paper  that  the  crux  of  the  whole  matter 
lies  in  the  preparation  of  the  patient.  If  we 
can  get  a man  of  the  age  that  these  patients 
usually  are,  into  the  shape  that  Dr.  Grant  advise-j 
for  prostatic  operation,  he  would  probably  be 
able  to  successful!  go  through  any  other  op- 
eration. 

I sent  Dr.  Grant  a reprint  of  an  article  pub- 
lished within  the  past  twelve  months  by  Dr. 
Caulk,  of  St.  Louis,  in  which  he  made  the  pre- 
diction that  within  ten  years  we  will  have  ao- 
andoned  all  methods  of  operation  for  the  enu- 
cleation of  the  prostate,  in  favor  of  some  type 
of  punch  operation,  possibly  electrical  rather 
than  mechanical.  I believe  he  is  sincere  in 
making  this  prediction,  but  whether  it  will  be 
fulfilled  or  not  remains  to  be  seen. 

An  idea  advanced  recently  is  that  it  may  be 
possible,  by  the  development  of  an  extract  from 
the  endocrine  secretions  of  the  ductless  glar^ds, 
to  bring  about  reduction  of  enlarged  pros- 
tate glands  and  thus  obviate  the  necessity 
for  any  operation.  Why  ishould  these  enlarged 
glands,  in  some  instances,  become  atrophied  and 
disappear  as  the  result  of  mechanical  treatment, 
as  undoubtedly  happens  in  certain  of  these  ca.ses? 
This,  does  not  occur  in  true  tumor  growths.  We 
do  not  know  whether  these  hypertrophied  glands 
are  really  glandular  or  tumor  growths.  We  know 
that  secondary  growths  which  occur  after  a por- 
tion of  the  gland  has  been  removed  are  not 
recurrences,  but  an  enlargement  or  re-develop- 
ment in  the  portion  of  the  gland  that  has  been 
left  behind. 

To  me  the  developments  in  the  entire  field  of 
urological  surgery  have  been  very  interesting, 
not  only  in  respect  to  operative  procedure  but 
along  the  lines  of  physiological  chemistry,  blood 
studies,  x-rays  diagnosis  and  the  development  of 
electrical  devices,  etc. 

One  thing  that  I cannot  understand  is  why 
this  particular  method  of  removal  of  an  enlarged 
prostate  gland  should  Ibe  apparently  so  much 
less  dangerous  to  life  than  any  other  form  of 
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removal  of  the  gland,  provided  hemorrhage  -’an 
be  cbntrolled.  I do  not  see  why  infection  would 
not  be  very  apt  to  occur  following  removal  of 
the  gland  by  the  punch  operation.  Possibly  the 
secret  lies  in  building  the  patient’s  resistance 
up  to  the  point  required,  and  the  minimizing  of 
hemoiThage  and  shock.  Nevertheless,  there  's 
some  shock  consequent  upon  an  operation  of 
this  kind,  and  how  these  patients  are  able  to 
leave  the  hospital  within  five  or  six  days,  I do 
not  understand. 

J.  Garland  Sherrill:  I am  very  glad  to  have 

heard  this  paper  and  witnessed  the  impressive 
demonstration  of  the  instruments  and  methods 
used  t>y  Dr.  Grant  in  this  line  cl  work. 

Some  foity  years  ago  Ericssoii  made  the  state- 
ment that  surgical  technique  would  never  be 
greatly  improved.  When  we  consider  the  present 
may  methods  employed  in  surgery  of  the  bladder 
and  prostate  gland  we  know  that  he  was  de- 
cidedly wrong  in  this  prediction. 

Dr.  Grant  has  brought  our  attention  to  a 
method  of  dealing  with  enlarged  prostate  which, 
if  it  will  do  all  that  has  been  claimed  for  it, 
will  put  a different  aspect  on  the  whole  field  of 
prostatic  surgeiy.  The  majority  of  men,  no  mat- 
ter how  old  they  may  be,  do  not  look  with  favor 
upon  removal  of  the  prostate  gland  with  its 
resultant  loes  of  virility  and  comparatively  high 
mortality.  Therefore,  a simpler  manner  of  deal- 
ing with  an  enlarged  prostate  other  than  by  the 
open  method,  is  welcomed  both  by  the  patient 
and  by  the  surgeon.  If  this  operation  is  as 
successful  as  it  would  appear  to  be  from  the  re- 
sults thus  far  obtained,  it  will  certainly  afford 
a greater  number  of  these  patients  an  oppor- 
tunity for  relief  from  a very  distressing  and 
serious  condition.  It  is,  however,  essentially  an 
operation  for  the  man  who  is  skilled  in  the  use 
of  the  cystoscope. 

Emmet  F.  Horine:  I wish  to  voice  my  appre- 

ciation of  this  excellent  demonstration.  It  is 
comforting  to  know  that  individuals  as  markedly 
handicapped  as  most  of  these  patients  are  at 
their  age  can  be  operated  upon  with  such  a 
definite  degree  of  safety.  It  appeansi  to  me  to 
greatly  widen  the  field  and  permit  operation  in 
cases  where  other  forms  of  operation  would  be 
contraindicated.  I think  urologists  are  to  be 
congratulated  upon  the  developments  in  this 
line  of  work. 

Henry  J.  Farbach:  I wish  to  thank  the  es- 

sayist and  the  members  of  this  Society  for  the 
opportunity  of  being  present  and  listening  to 
this  excellent  paper. 

Dr.  Grant  is  to  be  congratulated  upon  the 
very  clear  manner  in  which  he  has  demonstrated 
the  technique  of  this  operation.  We  are,  of 
course,  very  much  indebted  to  Young,  Fuller 
and  others  for  this  advice  in  connection  with 
preparing  the  patient  for  operation,  controlling 
hemorrhage,  etc.,  but  I think  they  rather  misled 
us  in  two  things.  First,  they  give  the  impression 
that  when  a man  past  fifty  years  of  age  pre- 


sents an  enlarged  prostate,  the  gland  will  con- 
tinue to  enlarge  and  the  pathology  to  develop 
until  the  individual  is  forced  to  operation. 
Second,  that  whenever  an  individual  past  fifty 
develops  an  enlaiged  prostate  gland  and  some 
urinaiy  symptoms,  there  is  nothing  for  the  doc- 
tor to  do  but  to  prepare  the  patient  tor  operation 
and  remove  the  prostate.  I think  all  surgeons 
who  have  had  considerable  experience  with  these 
cases  will  agree  with  me  that  both  premises  are 
false.  It  has  been  my  own  obseiwation  that 
most  men  past  fifty-five  have  prostatic  enlarge- 
ment and  will  go  along  in  comparative  comfort 
to  a natural  death  without  ever  knowing  they 
have  an  enlarged  prostate  gland  unless  some  ex- 
traneous complication  produces  an  exacerbation 
and  brings  the  enlarged  prostate  to  the  front. 
This  extraneous  condition  may  be  due  to  sexual 
or  alcoholic  excesses,  acute  infectious  diseases, 
intestinal  disorders,  or  anything  that  will  set 
up  an  acute  inflammatory  process  in  the  prostate 
as  evidenced  by  pronounced  urinary  disturbance. 

Urologists  generally  have  come  to  realize  that, 
in  the  past  five  years,  too  much  radical  surgery 
has  been  directed  to  the  prostate.  Oaulk,  when 
he  made  the  statement  several  year  ago  that 
within  six  years  his  use  of  the  open  operation 
had  shrunk  from  80  per  cent  to  less  than  25  per- 
cent by  the  use  of  hisi  cautery  punch  method, 
opened  up  the  field  upon  which  this  instrument 
hivs  been  developed. 

John  M.  Townsend:  I have  greatly  enjoyed 

Dr.  Grant’s  excellent  paper.  It  can  be  taken  for 
granted,  I think,  that  the  preparation  of  these 
patients  must  be  as  thorough  and  careful  as  for 
suprapubic  or  perineal  prostatectomy,  but  it  is 
probably  a little  more  pleasant  for  the  patient 
because  of  the  fact  that  the  use  of  the  catheter 
is  necessary  only  for  draining  the  bladder  of 
infected  urine. 

A great  advantage  lies  in  the  fact  that  these 
patients  can  be  given  closer  postoperative  at- 
tention. The  results  obtained  from  this  type 
of  operation  have  so  far  been  vei-y  satisfac’-ory, 
but  even  better  results  can  be  looked  for  in  the 
hands  of  one  who  knows  what  complicatian® 
are  to  be  expected  and  what  difficulties  are  to 
be  encountered.  Hemorrhage  cannot  Ibe  entirely 
ruled  out,  but  Dr.  Grant  has  demonstrated  that 
it  is  comparatively  easy  to  control.  Even 
though,  as  Dr.  Frank  intimates,  the  mortality  in 
these  cases  cannot  be  greatly  reduced  fiom  that 
of  the  older  methods,  the  shorter  hospitalization 
period  and  the  greater  comfort  of  the  patient 
mtaikes  it  worth  while.  Under  the  old  methods 
the  patient  was  confined  for  six  weeks  or  two 
months,  while  with  this  type  of  operation  the 
average  is  not  more  than  two  weeks  including 
preliminary  treatment. 

John  W.  Price,  Jr.:  I have  watched  the  prog- 

ress of  prostatic  surgery  with  keen  interest  for 
a considerable  number  of  years  and  as  I men- 
tally compare  the  demonstration  made  by  Dr. 
Grant  tonight  with  the  first  prostatectomy  in 
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which  I took  part,  I am  impressed  by  the  tremen- 
dous progress  that  has  been  made.  I want  to 
say  to  Dr.  Grant  that  if  the  necessity  should 
arise  for  the  removal  of  my  own  prostate,  1 
would  prefer  this  method  to  any  that  1 have  ever 
seen  demonstrated.  In  Philiadelphia,  six  or 
seven  years  ago,  I saw  a punch  operation  by 
Dr.  Adams,  who  is  a very  skillful  operator,  and 
the  objection  I noted  to  that  operation  was  that 
the  amount  of  tissue  that  could  be  removed  at 
one  sitting  was  very  small  and  there  was  consid- 
erable difficulty  in  controlling  the  hemorrhage. 
He  also  used  some  form  of  electrical  current 
or  instrument  for  the  conti’ol  of  hemorrhage, 
but  it  was  nothing  like  as  efficient  as  that 
demonstrated  here  tonight. 

Dr.  Frank  intimated  that  the  danger  of  in- 
fection following  this  type  of  operation  is  as 
great  as  that  in  the  suprapubic  of  perineal  op- 
erations. It  would  appear  to  me  that  the  chance 
of  infection  woula  be  decreased  rather  than  in- 
creased, because  there  is  less  trauma.  T'le 
cases  of  postoperative  infection  that  I can  re- 
call in  my  own  experience  were  those  in  which 
considerable  trauma  had  been  none  to  the  sur- 
rounding tissues.  To  my  mind  i.his  operati  n 
would  tend  to  minimize  the  amount  'of  trauma 
and  thus  lessen  the  danger  of  infection. 

I have  never  seen  any  permanent  benefit  fol- 
lowing the  removal  of  a malignant  pro  tats 
gland.  There  is  no  reason  for  the  removal  of 
the  gland  if  we  can  restore  the  function  of  the 
bladder  and  enable  an  indivduai  sixty  to  sev- 
enty years  of  age  to  pass  away  without  me- 
chanical aid.  In  this  class  of  cases,  the  smaller 
the  amount  of  glands  we  remove,  the  oetter,  and 
1,  think  the  oper  tion  demonstrated  tonight  is 
the  one  of  choice  because  it  invo  ves  far  less 
shock  than  any  other  method. 

Owsley  Grant,  (in  closing)  ; I appreciate 
very  much  the  liberal  discussion.  There  are,  of 
course,  s.o  many  thing  to  be  said  that  I shall 
not  make  any  attempt  to  cover  them.  The  only 
thing  that  I want  in  particular  to  emphasize  is 
this  question  of  mortality  that  has  run  along 
with  experience.  This  has  been  a procedure 
in  use  for  about  four  years.  To  quote  some  of 
the  other  istatistics,  Dr.  Alcock,  whom  Dr. 
Briggs  mentioned,  has  done  almost  as  many  of 
these  as  anybody.  His  mortality,  as  he  told 
you,  ranged  about  22  per  cent  for  the  first 
fifty  cases';  I think  in  his  last  he  has  had  some 
200  ranging  less  than  3 per  cent. 

In  our  own  particular  cases  we  have  done  68. 
In  the  first  20  my  mortality  was  18  per  cent.  In 
the  last  40  we  have  lost  one  case. 

It  isi  simply  a matter  of  becoming  familiar 
with  the  technic,  with  the  instrument,  with  the 
proper  type  of  prostate  which  must  be  attacked, 
and  realizing,  as  we  did  not  realize  at  first,  that 
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patients  that  are  broken  down,  that  are  not  fit 
tor  any  kind  of  operation,  even  suprapubic 
cystosomy,  are  not  fit  subjects  for  this  type  of 
surgery.  They  must  be  prepared  as  well  as  they 
would  be  for  the  large  operation  of  prostatec- 
tomy, otherwise  the  results  will  be  what  they 
were  in  the  early  stages. 

As  I said,  hemorrhage  has  been  one  of  the 
great  problems.  That  was  the  difficulty  that 
beset  us,  beset  Alcock,  beset  Davis.  That  has 
been  I think  absolutely  controUed  with  in  the 
last  eighteen  months, 

1 read  in  the  bulletin  from  the  Mayo  Clinic 
only  yesterday  a report  of,  I think,  225  cases 
which  had  been  done,  and  as  far  as  I was  able 
to  determine  there  had  been  no  deaths  in  the 
series. 

This  is  a procedure  which  is  going  to  'offer 
relief  for  the  great  percentage  of  prostates, 
especially  the  early  prostates.  It  is  never  go- 
ing to  cure  the  enormous  intravesical  prostate, 
in  my  opinion,  never  going  to  do  away  with 
prostatectomy  entirely,  but  I do  believe  it  is 
certainly  the  consensus  of  (opinion  of  the  men 
who  have  done  this  in  any  numbers  in  this 
country  that  it  is  going  to  relieve  80  per  cent 
of  the  men. 

The  question  of  infection  in  the  prostatic 
cavity  and  urethra  is  quite  a fair  one.  Much  to 
my  own  surpris'e  there  has  been  less  infection 
and  absorption  than  I at  first  feared  and  I think 
the  explanation  comparatively  simple.  First, 
we  accustom  all  the  patients  to  the  use  of  a 
catheter  prior  to  operation,  which  develops 
some  immunity,  but  the  important  factor  is  that 
all  the  blood  and  lymph  vessels  in  the  tissue 
which  has  been  cut  are  sealed  by  the  same  cur- 
rent that  cuts  them,  and  there  is  much  less  area 
for  absorption  than  if  the  cut  were  made  witn 
a knife. 

The  most  important  feature  in  this  operation, 
as  in  prostatectomy,  is  the  proper  preparation 
of  the  patient.  Though  some  cases  who  had 
previously  been  sent  home  with  supraipubic  tubes 
in  their  bladder,  and  deemed  unfit  for  prosta- 
tectomy have  subsequently  had  sucessful  resec- 
tions, yet  our  experience  has  definitely  been 
that  the  poorer  the  condition  of  the  patient  al- 
ways the  more  complicated  the  convalescence. 
One  very  promising  field  for  this  operation  is 
the  prostatic  who  is  suffering  from  frequency 
and  irritation  with  a small  residual  and  not  en- 
ough discomfort  to  make  him  feel  it  justifies  a 
prostatectomy,  in  a word,  the  early  cases  of 
moderate  enlargement.  With  the  promise  of 
safety  and  success  without  the  discomfort  and 
distress  of  prostatectomy  and  post  operative 
course,  this  operation  bids  fair  to  supplant  pros- 
tatectomy wherever  it  is  is  applicable. 
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POST  OPERATIVE  IRRADIATION  OP 
MAMMARY  CANCER* 

W.  J.  Young,  M.  D. 

Louisville. 

In  view  of  our  lack  of  knowledge  of  the 
cause  and  origin  of  cancer,  any  remedial 
agent,  which  even  produces  longevity  of  life 
to  the  patient,  must  receive  consideration  by 
the  medical  profession. 

For  the  past  twenty-six  years,  x-ray  has 
been  used  with  varying  success  and  has  stood 
the  test  of  time,  not  as  the  ideal  method  of 
attack  on  the  cancer  cell  invasion,  but  as  one 
having  sufficient  merit  to  warrant  its  con- 
tinuance. During  this  time,  improvements 
have  been  made  in  x-ray  tubes,  machines  and 
irradiation  technique  until  we  have  now  re- 
placed the  leather  filters  with  copper  and 
aluminum ; gas  with  Coolidge  tubes,  rectify- 
ing transformers  by  high  voltage  transform- 
ers and  Sabourand’s  pastille  by  do.simeters  for 
estimating  the  amount  of  rays.  While  the 
corresponding  improvement  in  our  clinical 
results  has  not  kept  pace  with  the  improve- 
ments of  the  manufacturer,  there  has  been  a 
gradual  improvement  in  technioue,  in  the  ap- 
plication and  dosage  of  rays  in  the  treat- 
ment of  cancer  to  encourage  us  to  greater 
effort. 

Surgery  has  always  occupied  the  foremost 
place  in  considering  the  attack  upou  mam- 
marv  cancer,  and  righPy  so.  The  border  line 
between  ouerablc  and  inoperable  cancer  is  not 
«harr)lv  drawn,  but  it  is  generallv  understood 
+ bnt  as  long  as  the  surgeon  feels  he  can  ex- 
tricate the  entire  cancerous  invasion  with 
safetv  to  the  patient  the  cause  is  onerable. 

The  great  fallacy  the  radiotherancutist  has 
+0  deal  with  is  the  concept  held,  both  hv  the 
laitv  and  certain  others  of  the  medical  pro- 
fession. that  skin  and  iudgment  nlav  no  im- 
nortant  nart  in  the  anplication  and  dosage  of 
irradiation  treatment  this,  of  course,  is  not 
true  anv  more  than  it  is  in  surjrery  or  anv 
other  medical  snecialtv.  Therefore  the  fail- 
ure of  one  radiotheraneutist  should  not  east 
condemnation  unon  the  entire  grnun.  We 
have  no  accented  universal  standard  tech- 
ninue  of  irradiation  and  until  we  have,  no 
radiotheraneutist  should  he  condemned  for 
anether’s  failure. 

The  imnortanea  of  post  onerative  irradia- 
tion in  cases  of  mammarv  cancer  has  been 
ostablished  hv  statistirs  and  also  the  fact  the 
sooner  the  natient  can  be  irradiated  liv  v.ra"'' 
or  radium  the  mo^e  eertain  tbe  natient  is  of 
Tonpiving  benefit  tbcrefrein.  The  nraetice  of 
delaving  post  operative  irradiation  until  re- 


currence has  appeared  is  a pernicious  one,  as 
it  is  reasonable  to  assume  some  of  these  re- 
currences could  have  been  prevented  by  post 
operative  irradiation  within  two  weeks  after 
the  surgical  operation.  While  it  is  not  always 
possble  to  combine  the  x-ray  and  radium 
treatment  within  two  weeks  after  the  opera- 
tion the  general  feeling  is,  the  sooner  the 
treatment  the  better  the  prospect  is  for  the 
patient. 

The  object  of  irradiation  by  x-ray  or  ra- 
dium is  to  destroy  cancer  cells,  without  pro- 
ducing destruction  to  surrounding  and  ad- 
jacent tissues.  Some  of  the  normal  cells  of 
the  body  are  more  easily  destroyed  than  oth- 
ers, such  as  lymphoid  tissue.  This  is  also  true 
of  cancer  cells  of  different  types,  such  as 
sarcoma  and  carcinoma.  There  is  even  a vast 
difference  in  the  resolvement  and  destruc- 
tion of  cancer  cells  of  the  same  type  and  mi- 
croscopic appearance.  This  is  referred  to  in 
this  article  as  “sensitivity  of  the  cancer  cell” 
to  irradiation.  It  is  a clinical  observ'a.tion 
that  the  younger  the  cell  growth  the  more 
susr’entible  it  is  to  irradiatiou.  Ir.  past  years, 
man7/  authors  wrote  of  the  Dthal  d^se  of  x-ray 
and  radium  irradiation  to  cancer  cells  and 
tumors.  It  has  become  recognized  the  term 
“lethal  dose”  is  a relative  one  inasmuch  as 
the  sensitivity  of  cancer  cells  to  x-ray  and 
radium  rays  vary.  To  my  mind,  this  reason 
alone  calls  attention  to  the  importance  of  in- 
stituting post  opera^tive  irradiation  as  the 
•sensitivity  of  some  cancer  cells  to  iiradiation 
by  x-ray  or  radium  is  unusually  susceptible, 
and  beyond  the  venture  of  a doubt,  good  re- 
sults are  to  be  obtained  in  those  cases  where 
cells  are  responsive,  although  we  have  no 
means  at  present  to  distinguish  and  classify 
tvpes  most  favorable  for  treatment.  For  years 
the  radio-therapeutists  have  reported  wonder 
cases  which  have  made  the  medical  profession 
at  times  skeptical.  These  patients  undoubt- 
edlv  must  come  under  the  type  of  cancer  in- 
vasion having  cancer  cells  of  an  unusual  de- 
gree of  suscentibility.  When  I first  took  up 
irradiation  of  cancer  of  the  breast  seventeen 
years  ago.  T was  troubled  hv  the  fact  some 
patients  having  cancer  of  similar  involvement 
showed  marked  improvement  when  treated  by 
x-ray  or  radium  whether  recurrent  or  inoper- 
able. while  in  others,  little  or  no  improve- 
ment was  manifested. 

To  this  fact  I now  attribute  the  sensitivity 
of  true  cancer  cells  to  irradiation  on  one  hand 
and  their  resistance  on  the  other.  Until  we 
learn  to  determine  to  estimate  the  sensitivity 
in  specific  cancer  cells,  treatment  hv  irradia- 
tion is  obviouslv  handicapped  and  uncertain 
as  to  result  and  we  are  unable  to  select  cases 
Tiiost  favorable  to  irradiation. 

Our  most  logical  procedure  would  seem  to 
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be  to  treat  all  post  operative  cases  of  cancer 
of  mammary  glands  as  soon  as  possible  after 
operation,  using  utmost  care  to  irradiate 
with  doses  calculated  to  produce  best  results. 

There  have  been  many  articles  written  pro 
and  con  on  the  advisability  of  post  operative 
irradiation,  many  conclusions  formed  by  per- 
sonal experiences,  which,  of  course,  is  per- 
fectly natural.  There  are  only  a few  sur- 
geons today  who  hold  irradiation  after  opera- 
tions on  operable  cancer  is  needless,  but  sta- 
tistics prove  longevity  as  well  as  a greater 
percentage  of  cures  in  those  treated  by  surg- 
ery and  irradiation  combined,  placing  these 
men  in  the  minority.  As  some  of  this  same 
minority  are  prone  to  refer  their  inopera- 
ble patients  to  the  radio-therapeutists  their 
first  stand  is  not  consistent  in  refusing  to  em- 
ploy irradiation  as  an  aid  to  their  operative 
work. 

We  know  it  is  impossible  to  palpate  or  de- 
tect all  infected  glands  of  the  axilla  and  lym- 
phatics adjacent  to  pathology  present  in  the 
breast.  Therefore,  those  facts  also  should 
make  it  imperative  that  the  surgeon  call  to  his 
aid  irradiation,  no  matter  how  thorough  and 
seemingly  complete  the  operation.  The  very 
richness  of  the  breast  in  glands  and  lymphatic 
structure  and  many  avenues  of  lymphatic 
drainage  create  a problem  exacting  enough  to 
require  all  means  available  to  attain  success, 
so  it  would  be  reasonable  to  assume  post  oper- 
ative irradiation  could  well  become  a part  of 
the  corrective  effort  and  not  considered  a 
possible  needless  measure.  The  two  agents, 
at  present,  to  best  accomplish  irradiation  of 
the  breast  are  x-ray  and  radium  rays,  or 
better,  a combination  of  both.  The  high  volt- 
age x-ray  machine  is  more  accessible  and  the 
rays  may  be  directed  with  a more  even  dis- 
tribution over  large  areas  with  exactness  and 
safety  to  the  patient.  In  radium,  we  have  a 
more  powerful  agent,  but  unless  one  has  a 
prohibited  amount  of  radium  one  is  unable 
to  get  an  even  distribution  treating  small 
areas  separately.  In  my  hands,  radium  is 
more  effective  in  the  axillae,  supra  and  in- 
fra-clavicular  regions  as  well  as  nodules  of 
the  skin,  whereas,  over  the  entire  breast  sur- 
face employing  anterior,  posterior  and  lateral 
irradiation  x-ray  is  more  feasible  with  the 
high  voltage  x-ray  machine. 

The  activities  of  the  Cancer  Foundation  ar-d 
American  College  of  Surgeons  in  the  estab- 
lishment of  clinics  over  the  country  for  the 
purpose  of  rendering  the  public  and  medical 
profession  more  cancer-minded  should  prove 
beneficial  and  bring  about  earlier  diagnosis. 
The  clinical  data  collected  in  variou-?  '^linics 
over  a period  of  years  will  help  us  to  arrive 
at  more  definite  conclusions  and  will  doubt- 
less produce  clinical  evidence  to  help  stan- 
dardize the  attack  on  the  cancer  cell  and  wage 
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war  upon  it  until  a more  ideal  method  of  at- 
tack is  evolved. 

Although  the  theory  of  preoperative  irra- 
diation of  mammary  cancer  is  sound,  it  has 
not  been  proven  by  statistics  of  clinical  ad- 
vantage, and  will  not  be  considered  m this 
article. 

The  reason  for  this  short  article  is  not  that 
it  holds  any  originality  of  thought  or  new 
conceptions,  but  with  a hope  it  may  produce 
upon  those  reading  it  a clearer  understanding 
of  the  position  and  purpose  of  those  advocat- 
ing post  operative  irradiation  of  the  breast. 
Conclusions 

1.  That  post  'Operative  irradiation  slould 
become  a part  of  every  operation  upon  ma- 
lignancy of  the  breast. 

2.  Irradiation  should  be  given  as  soon  as 
possible  after  operation,  preferable,  two 
weeks. 

3.  That  our  lack  of  knowledge  of  the  sen- 
sitivity of  the  cancer  cell  to  irradiation  makes 
our  results  uncertain. 

4.  With  the  collection  and  compiling  of 
clinical  data  present  technique  and  clinical 
results  should  improve  and  make  the  pro- 
cedure a more  valuable  and  exacting  one. 

Note:  The  writer  has  purposely  refrained 
from  taking  up  in  detail  techniques  of  irra- 
diation of  the  breast,  as  there  is  enough  dif- 
ference in  dosage  and  method  of  application 
to  indicate  the  fact  there  is  room  for  improve- 
ment in  standardization  of  treatment  which 
must  exist  until  mere  is  learned  of  the  pe- 
culiarities and  characteristics  of  the  cancer 
cell  and  its  response  to  our  efforts. 

Interparietal  Hernias. — According  to  Lower 
and  Hicken,  inter; parietal  hernia  is  a term 
used  to  designate  a group  of  hernias  that  occur 
in  the  inguinal  region  between  the  various 
layers  of  the  abdominal  muscles  and  are  classi- 
fied according  to  the  anatomic  location  of  lae 
hernial  sac.  Properitoneal  hernia  includes  all 
those  cases  in  which  the  hernia  sac  lies  between 
the  peritoneum  and  the  transverse  fascia; 
119  such  cases  have  been  reported.  In  inter- 
stitial hernia  the  sac  lies  between  the  transversa- 
lis  fascia  and  muscle,  between  the  transversahs 
and  internal  oblique  muscles,  or  between  the 
two  oblique  muscles;  348  such  hernias  have 
been  reported.  In  superficial  hernia  the  sac 
lies  between  the  skin  and  the  aponeurosis  of  the 
external  oblique  muscle.  The  authors  have 
found  reports  of  123  cases  of  this  type  in  ‘■he 
literature.  In  interparietal  hernia  the  sac  m.ay 
be  monolocular  or  multilocular,  the  latter  bemg 
the  form  present  in  the  majdrity  of  cases.  Tne 
usual  clincal  picture  is  that  of  intestinal  ob- 
struction. Treatment  consists  of  early  recog- 
nition and  immediate  relief  by  operation. 
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NEXT  M;EETINQ  MURRAY 

COUNTY  SOCIETY  REPORTS 

Jefferson:  The  following  is  the  program  for 

the  December  meeting  of  the  Jefferson  Couniy 
Medical  Society: 

December  5th — Essay 

Removal  of  the  Prostate  through  the  Urethra, 
Illustrated  by  motion  pictures,  Owsley  Grant, 

M.D. 

Discussion  to  be  opened  by  Drs.  Claude  G. 
Hoffman  and  Henry  J.  Farbach. 

Case  Reports 

A Case  of  Blastomycosis  of  Face  and  Arm,  W. 
U.  Rutledge,  M.  D. 

Ruptured  Appendix  with  Complications,  Char- 
les M.  Edelen,  M.  D. 


Mason:  The  Mason  County  Medical  Society 

met  in  regular  session  Wednesday  night  Oc- 
tober 12,  1932  at  the  offices  of  the  Health  De- 
partment, 215  Court  Street. 

In  the  absence  of  the  president,  the  vice-ipresi- 
dent.  Dr.  W.  G.  Philips  called  the  meeting  to 
order  with  the  following  physicians  present: 
C.  M.  McGuiie,  C.  B.  Stark,  H.  H.  Morgan,  A. 
0.  Taylor,  W.  H.  Cartmell,  H.  N.  Parker,  W.  E. 
Hord,  W.  C.  Patton,  A.  R.  Quigley,  L.  H.  Long, 
and  A.  F.  Murphy  of  Maysville;  M.  H.  Davis  of 
Mayislick;  E.  J.  Yelton  of  Germantown;  and 
<"’has.  Garr  and  Carl  Wheeler  of  Lexington. 

Dr.  Davis  reported  as  delegate  to  the  State 
meeting,  telling  the  society  that  this  v/as  the 
largest  attended  State  meeting  that  has  ever 
been  held  in  the  State  of  Kentucky. 

Dr.  Carl  Wheeler  presented  an  extremely  in- 
teresting paper  on  Diverticlum  of  the  Urinarj' 
Bladder  with  the  report  of  four  cases  that  he 
had  treated. 

Dr.  Taylor  opened  the  discussion  of  this  paper. 

Dr.  Garr  then  followed  with  an  exceptional 
paper  on  Blastomycosis.  He  reported  ten  cases 
with  bone  involvement  that  he  had  treated  at 
the  Lexington  Clinic.  He  outlined  these  with 
lantern  slides,  showing  first  the  photograph  of 
the  skin  lesions,  then  x-ray  slides  demonstrating 
the  bone  conditions.  The  subject  was  covered 
very  thoroughly  and  discussed  by  practically 
every  physician  present. 

ALLEN  F.  MURPHY,  Secretary. 


Harlan:  The  regular  monthly  meeting  of  the 

Harlan  County  Medical  Society  was  held  in  Har- 
lan August  27  at  7 p.  m.  The  following  program 
wa=  carried  out: 

Dr.  A.  T.  McCormiack,  Secretary  of  the  Ken- 
tuckv  State  Board  of  Health  and  Secretary  of 
the  Kentucky  State  Medical  Association,  spoke 
on  “Community  Health,  The  Cheapest  Pu-- 
chasable  Necessity.” 

Annie  Veech.  Director  of  Cb^'ld  Health  We’- 
fare,  gave  a t.^lk  about,  “Healthy  Chilren  As  a 
Source  of  Wealth.” 

J.  W.  Kelly,  Director  of  the  Bureau  of  Public 
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Health  Education,  discussed  “Health  Education, 
An  Economic  Need.” 

HARR\  LINDEN,  Secretary. 


Grant;  The  Grant  County  Medical  Society 
met  Wednesday  evening,  October  19  at  7:30 
p.  m.  at  the  usual  nour,  with  the  following 
memibens  present:  Drs.  A.  D.  Blaine,  N.  H.  El- 

lis, J.  D.  George,  W.  J.  Zinn,  C.  M.  Eckler  and 
C.  A.  Eckler. 

In  the  absence  of  our  President,  Dr.  J.  W. 
Abernathy,  Dr.  A.  D.  Blaine,  vice-president, 
took  the  chair  and  presided  over  the  meeting. 
There  were  no  communcations  or  correspon- 
dence at  this  meeting. 

The  subject  of  case  reports  wais  now  tako?i 
up  and  some  vei’y  interesting  anc.  unusual  ex- 
periences were  given  by  each  Doctor  present 
and  some  of  the  veiy  rare  things  which  occur 
in  medical  practice  were  reported.  This  cus- 
tome  of  ours  with  case  reports  is  becoming  more 
and  more  interesting  at  each  meeting  We  dis- 
cussed the  cases,  exchanged,  views  of  treatment 
and  the  man  that  was  not  there  was  the  loser. 

Now,  came  our  rpeort  to  the  State  Medical 
Meeting,  in  the  person  of  Dr.  C.  M.  Eckler.  He 
reported  as  one  of  the  most  interest. ng  State 
meetings  he  had  ever  attended.  He  menioned 
some  of  the  most  excellent  papers  he  had  heard. 
One  by  Dr.  J.  D.  Lukens,  on  Mai  iractice  and 
other  discussions  on  Anesthesias,  t .e  different 
varieties,  this  he  said  was  most  interesting,  an- 
other which  he  mentioned  was  the  operation  for 
Empyema  in  children,  views  as  to  getting  proper 
drainage.  The  Study  of  Leprosy  in  Kentucky  by 
Dr.  L.  H.  South.  He  made  a gocd  report  of 
our  Society  to  the  State  meeting  and  reported 
that  the  next  meeting  would  be  at  Murray  where 
the  Teachers  College  is  located. 

The  subject  for  cur  next  meeting  is,  “Guii- 
shot  Wounds.”  Discussion  to  be  opened  by  Dr. 
J.  D.  George,  of  Cornith. 

There  being  nothing  further  to  call  our  at- 
tention we  adjourned  to  meet  again  the  third 
Wednesday  in  November  and  the  usual  place 
and  hour. 

C.  A.  ECKLER,  Secretary. 


Third  District:  The  Third  District  Mc'’- 

Society  met  with  the  Warren  County  Medical 
Society  at  the  Helm  Hotel,  Bowling  Green,  on 
Wednesday,  August  17th,  1932. 

Dr.  Jno.  H.  Blackburn  reported  a case  of 
Thrombosis  of  the  Right  Brachial  Vein,  no  im- 
mediate cause  discovered.  This  <,  ase  was  dis- 
cussed by  Drs.  Horine  and  W.  A.  Bryan. 

Dr.  Jno.  H.  Blackburn,  Bowling  Green,  read 
a paper  on  “Micrococcus  Tetragenus  Septicemia 
Following  Suppurative  Appendicitis.”  This  was 
discussed  by  Drs.  W.  A.  Bryan  and  E.  F. 
Horine. 

After  the  luncheon,  D C.  G.  Follis,  Glasgow, 
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read  a paper  on  “The  Cystic  Ovary.” 

Dr.  W.  A.  Bryan,  Nashville,  read  a paper  on 
“Enterospasm.”  This  paper  was  discussed  by 
Drs.  C.  C.  Turner,  Howard,  Lattie  Graves,  G.  Y. 
Graves,  Hinton,  Blackburn  and  Bryan. 

Dr.  Emmet  F.  Horine,  Louisville  read  a paper 
on  “The  Problem  of  Hypertensive  Heart  Dis- 
ease.” This  paper  was  discussed  by  Dr.  B.  S. 
Rutherford. 

The  next  meeting  will  be  heiu  in  Bowling 
Gieen  on  Wednesday,  October  12th. 

JNO.  H.  BLACKBURN,  Secretary. 


NEWS  ITEMS 

At  a recent  meeting  in  Chicago,  the  directors 
of  Alpha  Omega  Alpha  Honary  Medical  Sscholar- 
ship  Society  adbpted  the  following  resolutions 
in  recognition  of  the  eminent  services  of  the 
late  Dr.  William  W.  Root,  Slaterville  Springs, 
New  York,  the  founder  of  the  society  and  sec- 
retai’y-treasurer  since  its  organization  in  1902: 

1.  That  all  stationei’y  and  official  documents 
of  the  society  bear  the  words,  “Founded  by 
William  W.  Root,  1902”,  and 

2.  That  the  annual  lectures  presented  each 
year  by  a leading  medical  scientist,  be  known 
as  the  William  W.  Root  Alpha  Omega  Alpha 
Lecture.” 

The  present  officers  of  the  society  are  Walter 
L.  Bierring,  Des  Moines,  president,  Austin  A. 
Hayden,  Chicago,  vice-president,  Josiah  J.  Moore, 
55  East  Washington  Street,  Chicago,  secretary- 
treasurer.  Mrs.  Root  will  continue  as  assistant 
secretary. 

In  addition  to  the  officers  the  directors  in- 
cludes Ray  Lyman  Wilbur,  Washington,  D.  C., 
Waller  S.  Leathers,  Nashville,  Louis  B.  Wilson, 
Rochester,  Minn.,  and  Willard  C.  Rappleye,  New 
York  City. 

The  committee  on  extension  and  policy  com- 
nrizes  Elias  P.  Lyon,  Minneapolis,  Chairman, 
William  Pepper,  Philadelphia,  Irving  C.  Cutter, 
Chicago,  Frederick  C.  White,  Cleveland,  and 
Thomas  C.  Routlcy,  Toronto. 


KENTUCKY  MEDICAL  ASSOCIATION  GOLF 
TOURNAMENT 

The  results  of  the  golf  tournament  held  at  the 
Louisville  Country  Club  on  October  3 to  6 in- 
clusive were  as  follows: 

Twenty-four  men  played  and  ©ix  trophies  were 
donated. 

Low  net  was  won  by  Dr.  G.  Y.  Graves,  Bowl- 
ing Green,  a silver  loving  cup  donated  by  Jones 
Apothecary. 

Second  low  net  was  won  by  Dr.  Frank  Buck- 
ner of  Campbellsville.  Another  silver  loving 
cup  donated  by  the  Brown  Hotel. 

First  lucky  number  in  blind  bogey  won  by 
Dr.  Hal  Neal  of  Bowling  Green,  a physician’s 
bag  donated  by  Brooks  Denhard  Surgical  In- 
strument Compnay. 

Second  lucky  number  in  blind  bogey  won  by 
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Dr.  W.  M.  Martin,  our  newly  elected  President, 
a physician’s  bag  donated  by  Theo.  Tafel  In- 
strument Company. 

Low  gross  was  won  by  Dr.  A.  L.  Bass,  Louis- 
ville, a leather  golf  bag,  donated  by  the  Presi- 
dent, Dr.  Philip  F.  Barbour. 

Second  low  gross  was  won  by  Dr.  J.  Allen 
Kirk,  Louisville,  a pen  and  pencil  set  donated  by 
Newman  Drug  Company. 

The  Golf  Committee  wish  to  take  this  oppor- 
tunity of  thanking  the  various  firms  for  their 
liberal  donations  of  the  trophies.  The  golfers 
gave  a vote  of  thanks  to  the  Chairman,  D.  Y. 
Keith  and  his  committee  for  the  splendid  ar- 
rangements for  the  tournament  and  Louisville 
lirms  for  their  donation  of  the  prizes. 


Dr.  C.  C.  Little,  managing  director,  announces 
that  at  its  meeting  of  October  8th,  the  Board 
of  Directors  of  the  American  Society  for  the 
Control  of  Cancer  took  the  following  action:  “It 
was  voted  that  the  Bulletin  of  the  Society  be 
made  its  official  organ  and  that  the  present  rel- 
ationship between  the  Society  and  the  American 
Journal  of  Cancer  be  discontinued.” 


Dr.  R.  Alexander  Bate,  Jr.,  has  moved  to 
Suite  416  Brown  Building,  Louisville.  Hours: 
10-12,  4-5  and  and  by  appointment.  Office  tele- 
phone, City  174;  residence  telephone,  Mag.  0833. 


BOOK  REVIEWS 

AN  EXPERIMENTAL  AND  CLlNIt^AL 
STUDY  OE  PAIN  IN  THE  PLEURA, 
PERICARDIUM  AND  PERITONEUM.  By 
Joseph  A.  Capps,  M.  D.,  Professor  of  Clinical 
Medicine,  University  of  Chicago.  With  thc 
Collaboration  of  George  H.  Coleman,  M.  D., 
Assistant  Professor  of  Medicine,  Rush  Med 
ical  College.  A Foreword  by  A.  J.  Carlson, 
M.  D.,  Ph.  D.  Chairman  Department  of  Phy- 
siolo'gy.  University  of  Chicago.  The  MacMil- 
lian  Compnay,  60  Fifth  Ave.,  New  York  City, 
Publishers.  Price,  $3.00. 

This  is  a very  valuable  book  for  the  sur- 
geon as  well  as  the  internist  and  is  profusely 
illustrated.  Much  of  the  data  presented  is 
the  result  of  personal  laboratory  observations 
and  experimentation. 


TEXT-BOOK  OF  CLINICAL  NEURO- 
LOGY : By  Israel  S.  Wechsler,  M.  D.,  Pro- 
fessor of  Clinical  Neurology,  Columbia  Uni- 
versity, New  York;  Attending  Neurologist, 
NNeurologioal  Institute  and  The  Montefiore 
Hospital,  New  York  City.  Second  Edition, 
Revised.  759  pages  with  142  illustrations. 
Philadelphia  and  London : W.  B.  Saunders 
Company,  1931.  Cloth  $7.00  net. 

This  new  edition  gives  you  all  the  new  de- 
velopments in  clinical  neurology.  Prominent 
among  the  added  features  is  the  new  ma- 


terial on  encephalography,  on  the  pathology 
of  tumors  of  tne  brain,  and  on  the  epilepsies. 
Several  important  neurologic  syndromes  liave 
been  aadecl;  usage  nas  suggested  several  heiii- 
iui  rearrangements  of  subjects;  new  illustra- 
tions have  given  further  clarity  to  difficult 
subjects.  Dr.  Wechsler  has  maae  tins  edition 
of  ms  book  a richer  factual  guide  to  neu- 
rology. More  strongly  than  ever  he  empha- 
sizes the  practical,  clinical  aspects  of  neu- 
rology. It  IS  a bedside  neurology — ^different 
in  approach  and  arrangement. 


STENCGRAPilfC  REPORTS  OF  THE 
CLfiMCS  OF  JOHN  F.  ERDMANN,  M.  D., 
b’.  A.  C.  S.,  Professor  of  Surgery  m Columo’a 
University;  Executive  Officer  in  the  Depart- 
ment of  Surgery,  New  York  Post-Graduate 
Medical  School;  Dii’ector  of  the  Department 
of  Surgery,  New  York  Post-Graduate  Hos- 
pital. Edited  by  J.  William  Hinton,  M.  D., 
r'.  A.  C.  S.,  Associate  Professor  of  Surgciy, 
New  York  Post-Graduate  Medical  School 
(Columbia  University;;  Associate  Visiting 
Surgeon  to  Bellevue  Hospital,  New  York  City. 
315  pages  with  39  illustrations.  Philadelphia 
and  London;  W.  B.  Saunders  Company, 
1932.  Cloth,  $4.50  net. 

This  new  book  is  a collection  of  the  series 
of  lectures  given  by  Dr.  John  h'.  Erdmann 
before  postgraduate  students  at  the  New  York 
Postgraduate  Medical  School.  These  lectures, 
through  the  efforts  of  Dr.  J.  William  Hin- 
ton, were  taken  down  in  shorthand.  Into 
this  stenographic  report  are  woven  the  ob- 
servations and  experience  of  Dr.  Erdmann’s 
forty  years’  activity  in  surgical  fields. 

These  lectui-es  cover  virtually  the  entire 
range  of  surgery,  and  include  preoperative 
and  postoperative  care,  appendicitis,  gall- 
bladder conditions,  diseases  of  the  pancreas, 
liver,  stomach,  duodenum,  intestines,  recti’ m, 
anus,  urinary  bladder,  female  sexual  organs, 
thorax,  throat,  spleen,  even  to  a stab  wound 
of  the  heart  and  dislocation  of  the  thumb. 

This  is  the  most  practical  record  of  the 
diagnosis  and  treatment  of  surgical  condi- 
tions that  has  appeared  in  the  English 
language  for  many  years.  Dr.  Erdmarui  is 
not  only  a keen  diagnostician  and  a skilful 
operator,  possesses  that  rare  faculty  of  be- 
ing able  to  impart  toi  others  the  rich  clinica] 
knowledge  which  he  has  stored  up  in  his  mind 
during  long  years  of  active  surgical  practice 
with  a wealth  of  clinical  material. 


DIAGNOSIS  AND  TREATMENT  OF 
THE  THYROID  GLAND.— By  George  Crile 
and  Associates.  508  pages  with  164  illustra- 
tions. Philadelphia  and  London : W.  B.  Saun- 
ders Company,  1932.  Cloth,  $6.50  net. 

The  medical  world  has  been  awaiting  this 
work  on  the  Thyroid  by  Dr.  George  Crile 
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and  his  Associates.  It  is  a complete  presenta- 
tion of  today’s  knjo,wiedge — medical  treat- 
ment and  management;  iodine  in  prophylaxis 
and  treatment;  surgery,  with  exact  technic, 
illustrated;  x-ray  and  radium;  and  a full 
discussion  of  all  important  related  distur- 
bances. Under  this  latter  division  are  included 
tlie  blood,  heart  disease  of  children,  pulmon- 
ary tuberculosis,  laryngeal  disturbances,  sliiu 
diseases,  eye,  metabolic  disturbances,  joint 
conditions,  and  syphilis.  Set  down  here  lor 
you  are  the  special  points  in  technic  de- 
veloped by  Dr.  Crile  and  his  Associates,  and 
many  valuable  suggestions — growing  out  of 
wide  experience.  After  the  presentation  of 
the  surgical  technic  is  a resume  of  the  mid- 
results  in  22,411  operations  and  a discus- 
sion of  the  sjiecific  findings  in  the  follow-up 
of  patients.  This  is  one  of  the  most  impot- 
tant  books  of  the  year  and  is  a record  based 
on  a great  wealth  of  clinical  material.  It 
tells  you  exactly  how  to  diagnose— how  to  be 
reasonably  sure  of  your  diagnosis;  how  to 
prevent  thyroid  troubles,  and  how  to  treat 
them. 


I’KAUTICAL  OBSTETRICS  FOR  STU- 
DENTS AND  PRACTITIONERS.  By  P. 
Brooke  Bland,  M.  D.,  Professor  of  Obstetrics, 
deffersun  IMedlcal  College,  Chief  Obstetrician, 
Jefferson  Medical  College  Hospital,  Philadel- 
phia, Assisted  by  Thaddeus  L.  Montgomery, 
M.  D.,  Associate  In  Obstetrics  Jefferson  Med 
ical  College,  Philadelphia.  Illustrated  with 
519  engravings  including  21  colored  plates. 
F.  A.  Davis  Company,  i‘ub’Inshers.  Price 
$8.UU. 

This  book  had  its  origin  in  a series  of  ob- 
stetric tables  prepared  for  and  used  by  our 
students  in  their  clinical  and  laboratory  w'ork. 
In  construction  it  is  fashtioned  after  the  stan- 
dartl  textbooks  on  obstetrics,  although  it  is 
compiled  with  the  object  of  having  it  fill  an 
important  place  (between  the  large  w ork  and 
the  small  manual. 

The  author  has  endeavored  to  provide  the 
student  with  a concise  textbook,  the  pra<;ti- 
tioner  with  a dependable  guide  and  the  spe- 
cialist with  an  exposition  of  our  personal 
views  on  current  obstetric  problems.  In  this 
volume  will  be  found  certain  theoretical  con- 
Isiderations  wliich  are  regarded  as  modern 
and  rational  , as  for  instance  the  newer  con- 
cepts of  obstetric  physiology,  the  most  recent 
view’s  res]iecting  the  various  phases  of  preg- 
nancy toxemia,  as  w’ell  as  the  etiology,  path- 
ology and  therapy  of  puerperal  infection. 
Symptoms  are  classified  according  to  tlmir 
general  and  local  manifestations. 

Special  points  in  differential  diagnosis  .110 
tabulated.  Discu.ssion  is  devoted  to  all  types 
of  treatment  of  accepted  worth.  Special  em- 
phasis is  placed  on  those  methods  which  w’e 


not  only  regard  of  value,  but  which  we  per- 
sonally aavocate  and  pi’actice. 


'iIlE  FAILING  HEART  OF  MIDDLE 
LIr  ji.,  THE  MYUUARDUSIS  SYNDROME, 
UARONARY  THROMBOSIS,  AND  AN- 
UiiNA  BECTORIS.  By  Albert  S.  Hyman,  A. 
if.,  i\i.  D.,  4'.  A.  u.  B.  Oaraioiogist  Jietn  Davis 
and  Mannattan  General  Hospital,  Attending 
rnysician  and  Gardiologist  Hospital  r or 
Aged,  and  Aaron  E.  Barsonnett,  M.  D. , C.  M. 
r . A.  u.  B.  Attending  Bhysician  and  Gar 
diologiist  Newark  Betli  Isreal  Hospital  with 
preface  by  David  Riesman,  M.  D.,  Sc.  D., 
r’.  A.  C.  B.,  Brofessor  of  Clinical  Medici/ le, 
University  of  Bennsylvania  School  of  Medi- 
cme,  Bhiladelphia,  Benn.,  with  166  illustra- 
tions. Some  in  color.  F.  A.  Davis  Comxiany, 
ITiblishers,  Price,  $5.00. 

The  growing  menace  from  cardiac  disease 
in  tlie  jirimc  of  life  makes  it  especially  im- 
portant that  the  family  physician  should 
Know  the  signs  and  symptoms  of  these  mid- 
tile  life  forms  of  heart  disease  that  often  do 
1....1,  manliest  themselves  by  clear  cut  phy- 
.;,ii:ii  signs.  This  volume  meets  this  need  for 
the  authors  have  given  a clear  cut  picture 
of  the  most  important  groups  of  cardiac, 
diseases  and  in  such  a way  that  it  can  be 
easily  understood  and  comprehended. 


THE  SURGICAL  CLINICS  OF  NORTH 
A,.\IERICA.  (Issued  serially,  one  number 
every  other  month).  Volume  12,  No.  4. 
(Mayo  Clinic  Number — August,  1932)  Octato 
of  227  pages  with  79  illustrations.  Per  clinic 
year,  February,  1932  to  December,  1932. 
Paper,  $12.00 ; Cloth,  $16.00  net.  Philadei- 
j)hia  and  London;  W.  B.  Saunders  Company, 
1932. 

THE  SURGICAL  CLINICS  OF  NORTH 
AMERICA.  (Issued  serially,  one  number 
every  other  month.)  Volume  12,  No.  5. 
(Chicago  Number — October,  1932).  Oct  vo 
of  268  pages  with  61  illustrations.  Per  clinic 
year,  February,  1932  to  December,  1932 
Paper,  $12.00;  Cloth,  $16.00  net.  Philadel- 
phia and  London ; W.  3.  Saunders  Company, 
1932. 

The  Surgical  Clinics  of  North  Amerii-a 
bring  you  clinical  instruction — post-grad- 
uate work  w’ith  America’s  leading  surgeons 
as  instructors.  In  this  iiew  series  the  sub- 
scriber gets  the  clinical  work  of  leading  sur- 
geons, operating  and  teaching  at  the  large 
hospitals  of  America’s  principal  surgical 
centers — Philadelphia,  New  York,  Chicago, 
Boston,  The  Mayo  Clinic,  San  Francisco,  St. 
Louis,  the  South,  and  other  surgical  centers 
The  Clinics  give  you  the  experience  of  the 
country’s  great  teacher  surgeons,  their 
methods  and  technic. 
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For 

Alcoholism 
Drug  Addiction 


A Modern  Ethical  Hospital 

A quarter  centurq  of  experience 


For 

Mild  Mental 
Nervous  Diseases 


Beautiful  and  Spacious^Grounds  Afford  Outdoor  Relaxation 

Alcoholic  treatment  destroys  the  craving  for  alcohol,  restores  the  appetite  and  sleep,  and  rebuilds  the  physical  and  nervous 
condition  of  the  patient:  whiskey  withdrawn  gradually,  not  limited  as  to  the  amount  used  but  can  give  the  patient  as 
much  whiskey  as  his  condition  requires.  Nervous  patienta  are  accepted  by  us  for  observation  and  diagnosis  as  well  as 
treatment.  Drug  treatment  is  one  of  Gradual  Reduction;  it  relieves  the  constipation,  restores  the  appetite  and  sleep 

withdrawal  pains  absent;  no  Hyoscine  or  Rapid  withdrawal  methods  used  unless  patient  desires  same.  .M  ent  pa 

tients  have  every  comfort  that  their  home  affords. Physiotherapy-Clinical  Laboratory-X-Ray  Consultants. 

Address 


Rates 

$25.00  Per  Week  and  Up 


THE  STOKES  SANATORIUM 


E.  W.  STOKES.  M.  D.  ^Medical  Director,  Cherokee!  Road,  Louisville, 


Ky. 


Long  Distance 
Phone,  East  1488 


IVIt.  Regis  Sanatorium 

SALEM  (Incorporated)  VIRLrlNIA 

Twixt  the  Alleghany  & Blue  Ridge  Mountains  of  Virginia 

A modern,  thoroughly  equipped,  private  institution  for  the  treatment  of  early  and  moderately 
advanced  tuberculosis. 


Complete  Laboratory  Equipment,  X-ray,  Alpine  Sun  Lamp,  Artificial  Pneumothorax.  Physi- 
cians in  constant  attendance.  Training  School  fex  Nurses  with  affiliation  with  general  hospital. 

EVERETT  ,E.  WATSON,  M.  D.,  / pi.  ■ , , n,  Mr.  F.  A.  WILLIFORD,  Business  Manager 

J.  E.  K.  FLANNAGAN,  M.  D.,  ^ Phy»icitn»  in  ,h.rge  WIGFIELD,  Supt.  of  Nurse*. 

Descriptive  booklet  on  request 
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Eli  L ILLY  AND  Company 

Fomided  l8y6 

Makers  of  Medicinal  Products  for  Use 
Exclusively  Under  Medical  Direction 


Pulvules  Sodium  Amytal 

In  anxiety,  unrest,  and  nervous  excitability,  to  re- 
move inhibitions,  to  facilitate  psychotherapy,  in 
surgery  prior  to  inhalation  anesthetics,  and  in 
obstetrics  Pulvules  Sodium  Amytal  (sodium  iso- 
amyl ethyl  barbiturate),  orally,  will  be  found  of 
distinct  therapeutic  usefulness. 


Prompt  Attention  Given  to  Physicians'  Inquiries 
Address  Pri?icipal  OJjices  and  Paboratories^  Indianapolis 


